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their basal metabolism estab- 
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the metabolism were adminis- 
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a basal metabolism apparatus. 

The results were striking, for 
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- QUARAN TINE, IN CUBATION, AND 


ISOLATION AT SCHOOL 
R. E. SMTH 
M. B. Camb., F.R.C.P. 


MEDICAL OFFICER, RUGBY SCHOOL ; PRESIDENT, MEDICAL 
OFFICERS OF SCHOOLS ASSOCIATION 


HisTory is full of references to isolation and quarantine. 
The earliest is in the 13th, 14th, and 15th chapters of 
Leviticus, recording how Moses and Aaron with divine 
inspiration gave the children of Israel most precise 
instructions for isolation, quarantine, and observation 
of him who “shall have in the skin of his flesh a rising, 
a scab, or bright spot,” “like the plague of leprosy,” 
and for “any man who hath a running issue of his 
flesh.” Other public-health measures described are the 
disposal of fomites and the disinfection of the patient 
and of the house. We can only speculate what these 
‘diseases were; but when we remember it was not until 
the end of the seventeenth century that Sydenham 
separated measles from scarlet fever, we can better 
understand Moses’s failure to be more clinically accurate. 

War has always presented epidemiological problems. 
The returning Crusaders spread leprosy far and wide, 
and history records fewer more pathetic stories than the 
perpetual isolation of lepers. In the sixth and seventh 
centuries France and Lombardy had established leper 
houses, where the miserable victims of this dire disease 
were condemned to- exile. Richard the First’s glorious 
failure was followed by an increase of leprosy, and cruelly 
applied, if well-meant, measures of isolation added horror 
to those who already felt themselves branded by a curse 
from heaven. Inhuman laws invariably provoke reaction, 
and in 1346 the proclamation that “‘ all lepers must within 
fifteen days betake themselves to places in the country, 
solitary and notably distant from the said city and 
suburbs, and take up their dwelling there”’ shows the 
law was being circumvented. 

Soon a greater menace, plague, relegated leprosy to a 
minor rôle. Ragusa, on the Adriatic, first enforced 
quarantine for plague in 1377. Ships arriving from the 
Levant and from Egypt were isolated at special ports, 
and passengers were detained at the port for thirty 
(later forty) days. Inland cities also imposed quarantine, 
and Milan attributed its freedom from the Black Death 
until 1350 to the extreme strictness of her communica- 
tions. England did not impose quarantine until 1663, 
when it was decreed that vessels “ coming from infected 
ports should not be permitted to come nearer than 
Gravesend.” Pepys recorded in his diary (Nov. 26, 
1663) that the Admiralty instituted quarantine for the 
first time—‘ All ships arriving from Amsterdam or other 
infected places being made to perform their quarantine 
of thirty days,” as Sir Richard Browne expressed it in 
the Order in Council. Pepys recognised that this was 
“ contrary to the import of the word, though in the general 
acceptation it signifies now the thing, not the time spent 
in doing it.” Within two years of the enforcing of these 
laws the Great Plague showed how vain were the efforts 
to exclude infection. In the next two hundred years 
several attempts were made to abolish quarantine. 
The agitations had important repercussions, the chief 
of which were general health measures to relieve “‘ the 
epidemic atmosphere.” 

The first scientific paper read to the Medical Officers 
of Schools Association was by J. Andrew in 1884 on 
‘“ Infectious Diseases in School,” and in the subsequent 
discussion many members expressed the view that 
certificates stating that a child had not been exposed to 
infection were useless. Nevertheless, that generation 
revered isolation and quarantine, as may be instanced 
by their requiring fourteen days’ quarantine for scarlet 
fever, while some thought three months necessary for 
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its isolation. The next year the first edition of our code 
of rules was published, and comparison between it and 
the tenth edition shows that, though scientific knowledge 
alters our views, bacteriological researches are second in 


importance to a study of the biological aspect of disease. 


EFFECT OF ABOLISHING QUARANTINE 


The lessons of the past are surely that we have neglected 
the natural history of the common infectious diseases 
and have been guided far too much by prejudice and 
safety-first measures. My predecessor at Rugby School, ` 
Dr. A. I. Simey, felt that there was no justice in schools 
sending boys home after they bad been exposed to 
infectious diseases at school if the school did not take 
them back in similar circumstances, and therefore before 
I came to Rugby quarantine had been abolished. It was 
an act of faith based on impressions, but statistics later 
vindicated the policy. Table 1 shows our experience. 
From 1933 to 1947, of 203 boys exposed to infection, 
about half had had no previous attack. If quarantine 
had been strictly observed, 4224 days would have been 
lost, not all at school, but the child in quarantine in the 
holidays is often treated as an unwanted playmate. 
Those school authorities which still impose quarantine 
make little allowance for a previous attack. If only those 
not considered immune were excluded, 2123 days would 
have been lost. Only 3 boys developed the disease, 
2 at the end of the holiday and 1 at school got mumps, 
but this last boy was isolated on the first day and no 
secondary cases appeared. In sixteen years we had 
75 outbreaks! of infectious diseases, and not one of the 
originators had the slightest idea he had been exposed 
to infection. ; 

The figures show that quarantine is extremely wasteful, 
and that epidemics come like thieves in the night.. Even 
supposing, for the sake of arguinent, that we “had three 
epidemics of measles, whooping- cough, mumps, rubella, 
and chickenpox attributable to abolishing quarantine, 
the question still arises whether our policy has failed. 

Table 1r shows the expectation of infectious disease 
among 513 boys leaving the school. It demonstrates 
that measles and whooping- cough are what one may 
call inevitable diseases. The 20 who did not get measles 
were probably immune, for nearly all of them had been 
through several epidemics. The way this immunity is 

gained in the majority is still doubtful. It is probable 
that many of those who escaped chickenpox were similarly 
immune., We know the whoop is not a necessary part 
of pertussis, so much so that Gardner (1936) would like 
to abolish the term “ whooping-cough ” altogether. 
Besides the 382 who were known to have had pertussis, 
many were said by their parents to have had doubtful 
attacks. These doubtful attacks appear to give immunity 
and must therefore be considered as attacks. 

These 513 boys, except a few who were superannuated, 
spent five years at Rugby, where quarantine was not 
enforced, provided those exposed to infection were kept 
away from the source as soon as it was recognised. 
My submission is that, if by mischance we had been 
unfortunate enough to introduce infection into the 
school, the figures would not have been radically altered. 

A study of disease by age-groups reveals additional 
reasons for modifying quarantine. The case-mortality 
from measles is 8% in the first two years of life, falling 
to 2% in the third, and thereafter to only a fraction of 1%. 
Whooping-cough has the same high case-mortality in 
the early years, and children are specially liable to be 
attacked by whooping-cough as distinct from measles 
in the first two years of life. Among the: 513 boys 
investigated none had had measles in the first year and 
15 in the second, whereas 14 had had whooping-cough 
in the first year and 15 in the second. It is our duty to 
postpone measles and whooping-cough until after the 
age of three years, which includes the first year of nursery 
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TABLE I— RESULTS OF QUARANTINE 


Disease to which vey has 
been exposed’? . a 


Chickenpox 
Scarlet 
fever 
Total 


No. of cases, 1933-47 32) 27} 203 
No. with history of previous 
attack or Dick- negative. 23| 14] 109 
No. with history nog no 
previous attack 9; 13 94 
Quarantine- advised.. 21| 10) .. 
Days lost if all excluded "1560 | 672 | 588 | 462 | 672 | 270 | 4224 


Days lost if only those 
excluded who have not 
had clinical attack (or are 
Dick-negative) 


No. developing disease 
Outbreaks, 1931-47.. 


1140 | 160 | 357 | 147 | 189 | 130 | 2123 


* I omitted to find out what proportion had been in contact with 


infectious siblings and in how many the exposure was casual. 
t 


school, but there is ùo point in postponing it longer, 
unless the child has some debilitating disease or unless 
we can rely on active immunisation. Some evidence 
suggests that measles after puberty is more severe. This 
is true of mumps, where orchitis, the only common 
complication, is rare before puberty but develops in 
about 10% of adolescent or adult males. 

Another disease which has been lately to the fore- 
. front is rubella. Until recently it has been considered 
as the mildest of all the acute exanthemata, but now it 
-has been established beyond reasonable doubt that, if 
women develop rubella within the first three months of 
their pregnancy, there is a high probability that the 
child will be born with deformities, the chief of which are 
cataracts, deaf-mutism, and cardiac disease. Though 
second attacks of rubella are not uncommon, one attack 
probably confers some immunity. A history of mumps, 
especially in the male, and of rubella in the female is 
surely a sign of positive health. 

All these observations encourage us to produce a race 
which, in Hobson’s words, is “‘ not epidemiologically 
innocent.” The present trend of opinion is to take a 
much more liberal view of quárantine than in the past, 
but its abolition is justifiable only if those exposed are 
observed during incubation periods for prodromal 
symptoms and especially for pyrexia. 

TABLE II—HISTORY OF INFECTIOUS DISEASES IN 513 BOYS 
LEAVING SCHOOL 


No. attacked | s ; 
; o. no 
Disease ; | attacked 
Once Twice Thrice | 
Measles 493 6 | 20 
Chickenpox ee 423 5 90 
Pertussis eal a 382 1 131 
Mumps 245 2 268 
Rubella ses 238 17. 1 275 
Scarlet fever . 1a 55 R 458 
Diphtheria .. sn 14 ba 499 
INCUBATION 


This word “ incubation ” crept into medical writings 
about 100 years ago., Though doctors understand 
its meaning clearly, the layman is stil somewhat apt 
to regard it in rather the same way as the farmer. The 
developing egg is only producing one chick, whereas 
germs during incubation are continually multiplying. 
In the case of eggs no hard and fast rules govern periods of 
incubation, as is shown by table 11. The length varies 
partly with the incubating animal, depending on her 

average bodily temperature ; but there are wide limits 


even when one species incubates her own eggs. 
‘are similar variations in the incubation period of infectious 


There 


disease, no doubt depending on a variety of factors in 
both host and micro-organism. 

The site of incubation is as important as its length. 
A comparison between the incubation periods of measles, 
mumps, and typhoid fever illustrates this. Measles is 
essentially a droplet infection throughout the whole . 
of the incuBation period, and school medical officers, | 
such as Elkington (1936) and Hobson (1940), have shown 
that it is infectious for certainly five or six days before 
the rash appears. It seems probable that the naso- 
pharynx is the incubator in measles just as it is in scarlet 
fever and diphtheria. Mumps differs by being infectious . 
only for one day before the swelling appears, and all the 
evidence points to its being incubated in the central 
nervous system rather than in the parotid gland. 
Chickenpox probably has the same site as mumps, and 
the only surprising fact is that the virus in both diseases 
so rarely causes neurological manifestations. Typhoid, 
essentially an alimentary infection, can .be infectious 
on the first day, but this is much more likely to be due to 
ingested germs than multiplication of them. It is only 
after it has been incubated in the reticulo-endothelial 
system, and germs have been re-excreted into the gut, 
that it becomes dangerous again. 

As my thesis is the abolition of quarantine for such 
diseases as mumps and chickenpox, the theory that they 
are incubated in the central nervous system need not 
be laboured; but if any schools, persist in imposing 


TABLE III—INCUBATION PERIODS OF EGGS 


Usual | Longest 


_ Incubating Species of pete : period period . 
bird egg (daya) | (days) (days) 
Turkey Turkey’s 24 | 26 30 
age Hen’s «17 ' 24 28 
s5 Duck’s 24 27 30 
Hen Hen’s 19 21 24 
f ~ Duck’s 20 30 34 
Duck 3 28 30 32 


(Modified from Whitaker’s Almanack, 1947, p. 1095.) 


quarantine they should be reminded that, since these 
diseases are not incubated in the throat, they are not 
infectious for the first fourteen days of the incubation 
period. This applies particularly to day-schools. 


LENGTH OF INFECTIVITY OF SOME VIRUS DISEASES 


As already stated, quarantine does not prevent 
disease, and our time will be much more profitably spent 
trying to determine the length of infectivity of patients 
with common diseases. The idea of shortening isolation 
should be primarily in the interest of the individual. 
Convalescence may be considerably longer than the need 


_ for isolation, as is usual with patients with diphtheria, 


anterior poliomyelitis, and typhoid ; but it may be much 
easier to arrange if it is known that the patient is free 
from infection. 

In the past the length of isolation was based on very 
scanty evidence, and many an argument has taken place 
at our meetings, especially about the isolation of scarlet 
fever. I propose to discuss the length of infectivity of 
some of the virus diseases, and of hooping-counh, 
scarlet fever, and Sonne dysentery. 

The discovery that the viruses can be cultivated in the 
chick embryo will probably revolutionise our knowledge 
of these diseases and should certainly tell us within a short 
space of time the limits of the length of infectivity. 
In the past we have had to rely on incomplete data which 
seem to have been based much more on folk-lore than on a 
study of the natural history of the disease. Few large- 
scale studies have been reported, and individual cases 
have usually been reported because of some exceptional 
circumstance rather than because they were normal. 


= of measles. 
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TABLE IV— CONTACTS AFTER MUMPS 


gee Sls disease | Day of dis- | 
W swelling ease when boy 
went home 


Relations with whom 
he came in intimate 
contact 


Result 


2 sisters 
1 sister i 
Father, mother, sister j» 
sister PA 
sister to ye 
sister s7 
sister en 
sister, 1 brother 
sisters es 
sister, 2 brothers r 
gister j» 
gisters 5 
cousin a 
brothers ps 


p 
jæi 
md 
CAS Pat ENO pad pad CD pmi fra pet pam pt 


For example, unmerited attention was given to the case 
reported at the Clinical Society of London in 1893, when 
a boy spent an evening at a friend’s house, leaving at 
least four days before he developed mumps, but his friend 
got mumps 23 days after the visit. This is the only record 
where infectivity appeared more than 24 hours before 
the appearance of the swelling. Our chief concern is 
the duration of infectivity after the  paronts has appeared. 


Mumps 

Table rv gives details of 14 boys who went home between 
the tenth and fifteenth day after the appearance of mumps, 
and shows that, though most of them went home on the 
. third or fourth day after the swelling had subsided, none 
of the 25 relations with whom they came in intimate 
contact developed mumps. Mumps appears to be not 
infectious after the swelling subsides, and I submit that 
it is the enforced isolation of the extra three or four days 
usually recommended which is so tedious for a healthy 
boy. ‘These figures mean no more than that mumps is 
not infectious three days after the swelling subsides. 
It may well. be shorter, and a well-planned experiment 
based on cultivation of the virus in the chick embryo 
should decide the length of time the virus is present in 
the mouth. 


Measles 

We are equally ignorant about the length of infectivity 
In reviewing school measles in 1944 I 
made a special point that catarrh in healthy school- 
boys was conspicuous by its absence, and this may 
affect the length of infectivity of a disease which 
essentially attacks the respiratory mucosa. Similarly, 
attenuated measles, or the mild attacks so common at 
present, may be infectious for a shorter. time than are 
more virulent attacks. The accompanying four charts 
show how mild measles may be, and indeed, if the 
temperature had not risen for a very short time to 103°F, 
one could dismiss these infections as trivial. 


TABLE V—CLEARANCE OF INFECTIVITY IN WHOOPING-COUGH 


Contact with 


e) bacterio- Day of Resulting 
releas ; susceptibles : 

no KA cough ts discharge | after release | infections 
1 | -4 -9 22, 23, 24 28 ++ a 
2 9, 30, 31 30 ++ - 
3 | —12 —15 | 21, 29,30,31) 34 + _ 
4 , 23, 24 7 ++ - 
5 |,+16 21, 23, 30 35 + | = 
6 | — 22, 23, 24 28 + — 
7 | —5 16, 17, 18 22 + to o 
8 | +5 24, 25, 26 30 + [ o 
9 |-4+7 22, 23, 24 30 + | e 
10 ! +3 27, 28, 29° 32 + a 
11 | +3 18, 19, 20 25 + | — 
12 | +4 21, 22, 23 23 + - 
13 | +12 30, 31, 32 38 + oo 
14 | +7 22, 23, 24 35 + l = 
16 | +4 9, 30, 31 34 + o te 
20 | +5 4, 25, 26 27 + oo 
21 |—3+7+10 | 17, 18, 19 20 + s 
25 | +5 14, 15, 16 23 + | =- 


* 21, 22, 23 weakly positive. 
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I have recently discharged boys with uncomplicated 
measles when I have considered them clinically free from 
infection, provided they have had four or five days’ 
convalescence after their temperature has become 
normal. This may. be from the tenth to the twelfth 
day. In the past boys have been discharged on the 


- fourteenth day after the appearance of the rash, and many 


of these have gone home into households ‘with non- 
immunes and not given rise to infection. A well-planned 
experiment, once again using the chick embryo as the 
cultivating medium, should determine the length of 
infectivity of measles. If this shows that measles is 
only infectious for a short time it will assist convalescence. 
Many parents are anxious that their children after 
measles should go to the seaside or other health resort 
for a change of air, &c., but their efforts are usually 
of no avail because the child is still considered infectious. 
Many schools, though they have accommodation for 
the sick, have no adequate accommodation for con- 
valescents ; but, if the patients recovering from measles 
could mix freely with those with accidents, &c., much 
time, labour, and fuel would be saved. I have never 


7 8 9 10 
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Temperature charts in four cases of measles, showing transitory fever. 
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seen any harm come of sending boys back into school 
in the times I have specified. 


Rubella 
Biological studies of viruses suggest that they change, 


probably by mutations, at a far greater speed than 


would be expected from the study of evolution on 
Darwinian lines, and the congenital deformities in the 
children of women with rubella, and the recent descrip- 
tions of the disease causing a somewhat more severe 
illness than in the past, may be new phenomena and not 
something which the older clinicians missed. Therefore 
we must be constantly prepared for change. What one 
says about rubella today may have to be modified later. 
In 1932 we isolated german-measles patients for the 
minimal time instead of the usual ten days. I was 
fortified by the knowledge that my predecessor had 
pursued the same policy in 1916 when he estimated the 
saving at 900 days. A comparison between long and short 
isolation shows it has little effect on the spread of the 
disease. Out of 340 in 1932 who had not had the 
disease, 84 (24-7%) were attacked despite a full isolation 
period of ten days, whereas in 1931, when boys were 
allowed to return to school after four or five days only, 
out of 442 who had not had the disease 116 (26-2%) were 
affected. This supports the belief that infectivity is 
short and raises the question of the site of incubation. 
Ohickenpox 

Chickenpox is undoubtedly an airborne infection, but 
the virus may be present in the skin eruptions, and the 
clinical practice of allowing boys to return to school 
as soon as the scabs have healed is fully justified. This 
is common practice, and positive steps should be taken 


` to make the skin healthy, capable of throwing off the 


infection as quickly as possible. Usually boys who have. 
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chickenpox in the holidays are sent back three or four 
weeks after the rash has appeared, instead of about half 
the time in properly nursed boys. On one occasion I 


have had a boy (a doctor’s son) sent back to school with. 


some spots not healed. As it was over a fortnight 


since the rash had appeared, he was allowed to stop ; 


but cases’ of chickenpox appearga, in his house after the 
usual incubation period. 


._ Poliomyelitis ` 

The length of infectivity of poliomyelitis must be short, 
as cases admitted tọ general hospitals. almost never 
give rise to other cases. This has little effect on policy, 
because the length of treatment far outstretches the 
length of infectivity. 


LENGTH OF INFECTIVITY OF SOME BACTERIAL DISEASES 


Scarlet fever, whooping-cough, and Sonne dysentery 
are three examples of bacterial infections which are 
common in schools. In estimating the length of 
infectivity bacteriology can guide, but our conclusions 
must rest on a study of the natural history. Climatic 
conditions and the health of the tissue attacked will 
influence the length of infectivity. Healthy respiratory 
mucosa and intestines will recover more quickly than 
those which have been abused by constant irritation 
either from dust or from purgatives. 


Sonne Dysentery 

Sonne dysentery usually follows the ingestion `of 
infected food and was comparatively poorly recognised 
until 1930, though Sonne first described his organism 
in 1915 and Paterson and Nabarro (1922) recognised that 
some of the infectious diarrhoea in very young children 
was due to an organism closely resembling Sonne’s 
bacillus which they called B. coli anaerogenes. 

In an epidemic in 1931, 21 boys were attacked. Stool 
culture proved positive only i in those who had subsequent 
diarrhea, and not in those who only vomited. One 
boy, who could not accurately date the onset of his 
symptoms but certainly had nausea on July 15 and 
diarrhea on July 16, had on an average two diarrheic 
motions a day until July 23, when he first reported sick. 
Sonne organisms were cultivated from a stool passed 
on the 23rd, but as soon as he was put to bed he recovered 
uneventfully. There were no subsequent cases from these 
boys who went home at the end of term—i.e., fourteen 
days after the start of the epidemic, but in some instances 
only ten days from the onset of diarrhea. 

In February, 1936, 7 boys were attacked with typical 
Sonne dysentery from whom the organisms were 
cultivated in 6 cases. Specimens obtained after a saline 
purge were examined a fortnight later and all were 
negative, except in the case of one boy who became a 
temporary carrier, whose stools were negative a fort- 
night later, as they were again three months later when 
he had an unexplained attack of diarrhea. 

Since then I have had other epidemics and taken similar 
precautions to find out bacteriologically if the stools 
are still infectious; but I always send boys back to 
school when they are clinically free from symptoms, 
making them realise that they have had an intestinal 
infection, and that it is necessary for them to give their 
hands a thorough scrub after having been to stool. 
They have never given rise to return cases. 

It is possible that people may become true Sonne 
carriers, but the only suspicious person who would fall 
‘into this class was a boy of 15'/, who, on Feb. 18, 1934, 
was admitted with diarrhoea four times and a tempera- 
ture of 102°F. Next evening he passed a stool containing 
blood and mucus from which B. dysenterie was obtained. 
He had had three similar previous attacks but has had 
none since. There have never been any other cases of 
Sonne dysentery in this boy’s house. Purgatives or 
even regular aperients are never taken at Rugby and it 
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may be becguse these boys have healthy intestines 
that they throw off the infection very quickly. 

The management of Sonne dysentery in England can 
be summed up thus: early diagnosis, rest and warmth 
in bed on a generous diet, early discharge after the 
cessation of symptons, and hygienic disinfection of 
hands after possible contamination. 


Whooping-cough~- 

~ In our only large epidemic of whooping-cough, in 
July, 1935, catarrhal symptoms were absent, and vomiting 
and whooping were infrequent. Table v indicates the 
length of infectivity of whooping-cough. The days are 
counted from the very earliest cough, before it would 
give rise to the suspicion of whooping-cough except in an 
epidemic. 

Whooping-cough is infectious from an early stage 
but quickly loses its infectivity, and by the time the 
whoop arrives the child is probably free from infection 
though he may still be ill. Convalescence is often sorely 
needed, but usually nobody will have the child because 
of the symptoms. 


Scarlet Fever 

A streptococcus has now been proved to be the cause 
of scarlet fever. Streptococcal sore throat without . 
rash demands the same management as scarlet fever. 
In schools the problem is different from that in fever 
hospitals, but all of us must have read the article by 
Allison and Brown (1937) with real interest. They 
showed as clearly as possible that relapses in scarlet 
fever during stay in hospital was due to a reinfection 
by a streptococcus of a serologically different type from 
that producing the primary infection. The diminution 
of the number of return cases by early discharge was 
due to the fact that the longer children stayed in a fever 
hospital the more liable they were to be reinfected by a 
streptococcus of a different serological type. 

My experience of scarlet fever includes 13 outbreaks. 


: Two of these were single cases of surgical scarlet fever 


isolated for seven and fifteen days. In the remaining eleven 

outbreaks, 35 boys were attacked. The shortest tsolation 
was twenty-one days (2 cases); 14 other patients were 
isolated for less than four weeks, 8 others for less than 
five weeks, and 11 others for less than six weeks. The 
types of streptococcus differed on only one occasion, 
when two boys affected shared a four-bed ward and were 
both advised for their own sakes not to cough at one 
another. They were discharged on the twenty-sixth 
and twenty-seventh days without any untoward results. 
There were no relapses. 

Bacteriological examination of the nasopharynx of 
children with scarlet fever must be correlated with 
clinical findings. The diagnosis should, if possible, be 
confirmed by finding a streptococcus and by determin- 
ing its type. If the types are different, patients should 
be separated ; but how long should one continue swab- 
bing the throats? On one occasion, at the request of 
anxious parents, I did this at weekly intervals, but on 
the thirty-fifth day the swab was still positive. Neverthe- 
less, the parents decided to take the boy home, and on the 
thirty-seventh day his mother fell sick with scarlet 
Apart from this I have had no return cases, 
though the isolation has been shorter. | 

The lessons to be learnt are two: (1) to remember that 
the throat is a habitat of the streptococcus, and that the 
child should be trained not to cough over people, and 
fond parents should equally realise that they are lable 
to contract infection from their children; and (2) to 
realise that scarlet fever in schools is usually caused by 
the same type of streptococcus, and that the patients 
should therefore be segregated in the school sanatorium 
and not sent to fever hospitals. Allison and Brown 
(1937) suggested that scarlet-fever patients should be 
cubicle-nursed if possible: ‘ failing this they should be 


THE LANCET] DR. MATTICK, MR. HIRSCH: 
nursed by the bed isolation method in multiple-bed 
wards. By setting aside small wards it might be possible 
to keep together patients who are all infected by the same 
serological type of streptococcus. The number of such 
wards would tally with the number (usually three or 
four) of epidemic types current at the time.” This 
was written ten years ago and still generally remains 
a pious hope, but schools could adopt the principle of this 
recommendation by nursing their own patients, so 
preventing cross-infection, with the sequel:e of relapsing 
and return cases. If it is reasonably certain that the 
original infection has not been superimposed by a second 
or third serologically different type, a month seems 
ample time for isolation. In the only epidemic I have 
had of a streptococcal sore throat isolation for three 
weeks was enforced, with beneficial results. i 

For bacterial infection the length of isolation varies 
with many factors, all of which must be taken into account, 
but the two most important factors appear to be the 
health of the patient and the site of the lesion. 


CONCLUSIONS 


We must be realists over quarantine and base our 


policy on present knowledge and biological evidence. 

It is our duty to persuade lay authorities that 
quarantine of exposed persons is:wasteful, and that 
observation should succeed it. 

Boys should be healthy, so that they resist disease 
with maximal efficiency. 

When they fall ill with infection, it is our duty to 
isolate them for as short a time as possible but to provide 
ideal convalescence. 

Our experiments in the first instance will be based on 
impressions and are justified only if we make observa- 
tions to prove or disprove our theories. We will have to 
face occasional failures. 

As I reread the writings of Dukes and Simey I realise 
my debt to them, especially to their having created an 
atmosphere with successive headmasters so that they, and 
the governing body, turn to their medical officers for guidance. 
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FURTHER OBSERVATIONS ON AN 
INHIBITORY SUBSTANCE (NISIN) FROM 
LACTIC STREPTOCOCCI 
A. T. R. Mattick A. Hirscu 
B.Sc., Ph.D. Lond. B.Sc. Reading 


With a note by N. J. BERRIDGE, B.S8c., Ph.D. Birin. 


From the National Institute for Research in Dairying, 
University of Reading 


WE have already given some account (Mattick and 
Hirsch 1944, 1946) of the action in vivo of an inhibitory 
substance,* isolated from lactic streptococci, against 
streptococcal infections of the mouse. Later it was found 
that the substance was active in vitro against tubercle 
bacilli (Mattick 1946). We now describe the results of 
in-vivo trials with this and other pathogenic organisms, 
the method of large-scale preparation, and the toxicity 
of the inhibitory substance. 

The earlier literature contains scattered references— 
some vague, some well supported—to the inhibitory 
action of lactic streptococci on other similar organisms, 
and Whitehead (1933) noted the inhibitory action of 
some milk streptococci on the “starters”? used in 
cheese-making. He isolated and described the responsible 


* Group N Inhibitory Substance: (G) Nisin. 
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substance as protein or polypeptide; but, though he 
noted that coliform organisms and spore-formers were 
unaffected, he did not determine its action against 
pathogenic organisms. 

While our first note recording the action in vivo of the 
impure substance against pathogenic streptococci was in 
the press, Oxford (1944) published a paper describing some 
of the properties of a substance which he called diplo- 
coccin, isolated as a protein picrate from cultures of 
Strep. cremoris. This work was simultaneous with, but 
independent of, ours, and on conferring with Dr. Oxford 
we at first thought that the substances might be identical ; 
but it now seems that they are different, inasmuch as 
our substance is prepared from the cell-free medium in 
which Strep. lactis has grewn. It is stable towards 
ethyl alcohol and active against a wide range of micro- 
organisms. In contrast, diplococcin is prepared from 
Strep. cremoris and is partially inactivated by ethyl 
alcohol. In our experience more organisms are inhibited 
in vitro by the substances prepared from Strep. lactis 
strains than by those from Strep. cremoris strains. 

It is clear that the lactic streptococci of group N 
(Shattock and Mattick 1943) and apparently those of 
other groups may produce several inhibitory substances 
(Thompson and Shibuya 1946). In this work we have 
observed that some organisms may inhibit others which 
are so closely related biochemically as to be virtually 
indistinguishable. For example, strains of Strep. lactis, 
Strep. cremoris, and organisms intermediate between these 
species may inhibit each other (table 1). 


STRAIN SELECTION 


Several strains of inhibitory streptococci were investi- 
gated and found to give various yields. A strain was 
eventually found which gave good yields in broth and 
which has retained this property for two years at least. 
As adaptation to broth proceeds, yields of the inhibitory 
substances from growth in milk decline. 

The strains used for Iarge-scale production are kept 
in bullock’s heart medium and usually need 3-5 transfers 
before the yield of antibiotic substance reaches its. 
maximum. Strain to strain variation is well marked. 
Vacuum drying appears to be unsatisfactory, since the 
property of producing the inhibitory substance is Ors 
Freeze-drying has not yet been tried. 


METHOD OF ASSAY 


The Oxford cup method of Heatley (1944) could not 
be used for assay, because nisin does not diffuse through 
agar at about pH 7. A method of titration has therefore 
been devised. The test organism is a hemolytic strain 
of Strep. agalactiae grown in dextrose (1%)-° Lemco ’ 
r peptone (Evans 0:5%) broth, containing 0:5% 

a 

A portions of this broth are inoculated with 
0-001% of a 24-hour culture of the test organism, giving 
2000-10,000 viable organisms per ml. This bulk- 
inoculated broth is used to prepare serial dilutions of 
the substance under test, the dilutions usually being 
in powers of 2. Growth controls containing no inhibitory 
substance, and sterility controls containing inhibitory 
substance but no test organism, are incubated together 
with the test dilutions. 

When the growth control shows visible growth at 
37°C (usually 16-20 hours) the results are read, and the 
titre of the substance is taken as the dilution of the 
last tube in which growth is not visible. 


UNITS 


The results are now expressed as units, based on a 
standard partially purified preparation. One unit is 
taken as that amount of the preparation under test 
dissolved in N/20 HCl which gives the same inhibition 
as the standard preparation, also dissolved in N /20 HCl. 
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(A 0-:1% solution of the present standard preparation 
contains 10,000 units per ml. and has a titre of 1 po; 000 
by the dilution method.) 


ORGANISMS SUSCEPTIBLE 


The more important of these are shown in table 11. 

The following pathogenic organisms have been found 
‘to be ee in vitro: streptococci of groups A, 
B, E, F, G, H 
lysodeikticus, pheumococcus, neisseria, some types of 
bacillus, clostridium, corynebacterium, mycobacterium, 
lactobacillus, actinomyces, and erysipelothrix. The 
activity of nisin against these organisms is fully 
maintained in media containing serum, blood, or milk. 
None of the gram-negative. oeenene so far tested is 
susceptible. 

The relative sensitivities in vitro vary ; as shown in 
table 1r, the mycobacteria are about 25-100 times less 
sensitive than the streptococci. It should be stated 
specifically, however, that, for example, cultures of 
tubercle bacilli in Long’s medium are killed or rendered 
incapable of growth. 

Similarly a growing culture of the streptococcus 
producing the antibiotic has been shown to kill or render 
avirulent the tubercle bacilli in milk (Mattick and 
Hirsch 1946). (The concentration of inhibitory substance 
reached in the milk was about 80 units per ml.) 


MEDIUM FOR GROWTH 


For semi-large-scale preparation of the substance the 
following medium is used : 


Glucose ya AG g: KH,PO, .. .. 10g. 
‘ Yeastrel ’ ws 1 Be MgSO, .. ~. 02g. 
Na citrate .. 6g. NaCl 3g. 
K,HPO, . 10g Tap water to 1000 ml. 
i pH 7-2 


Before use the yeastrel is freed from an acid-soluble 
component by adjusting its solution to pH 8. This 
avoids an unnecessary contaminant in the later stages 
of preparation. No improvement in growth. or yield of 
inhibitory substance is obtained by increases in yeastrel 
.content beyond 0-7%. 

This medium is inoculated (in ies bulk) with about 
1% by volume of a 24-hour growth of Strep. lactis 354 
in broth of the same composition and incubated at the 
optimal temperature of 30°C. The most favourable pH 
and the most favourable proportion of salts and of the 
nutrient components of the medium were determined 
by experiment. This medium was found to be unsuitable 
for the preparation of the substance associated with 
Strep. cremoris. Niven’s (1944) synthetic medium was 
also tried and found to be satisfactory for Strep. lactis, 
but was considered to be impracticable on -the large 
scale because of its cost. 


METHOD OF PREPARATION 


After incubation for 48 hours at 30°C of 150-litre 
quantities of the medium described, the acidity changed 


from pH 7-2 to about 4:4, with an activity of about: 


80 units per ml. At this stage much of the active 
substance accompanies the bacterial cells, but on acidifi- 
cation to below pH 3 it virtually all passes into the broth, 
from which it may be recovered as follows : 


(1) Centrifuge, using a cream separator, after acidifying 
with 10 N.HC1 to pH 2, discarding the bacterial cells. 

(2) Adjust the centrifugate to pH 4-2-4-5 with 10 N.NaOQH. 

(3) Add 5% v/v of chloroform and 0:1% secondary octyl 
alcohol and stir the 150-litre bulk with a centrifugal pump 
to emulsify the chloroform in the medium (Sevag et al. 1938). 
Allow to settle and siphon off the supernatant inactive broth. 

(4) Centrifuge the stable chloroform gel remaining (usually 
about 10 litres) at about 1500 r.p.m. for 10 min. to remove 
the residual broth and unemulsified chloroform. The volume 
is now about 5 litres. 


INHIBITORY SUBSTANCE (NISIN) AND STREPTOCOCCI 


, K, M, and N, staphylococci, Micrococcus - 
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TABLE I-—INHIBITORY EFFECTS OF DIFFERENT STREPTOCOCCI 
. ON ONE ANOTHER 


Bem p ee aaa | gene | eer ere | eae | years 


Strep. lactis 


Nisin 
producers 
Intermediate 


Diplococcin Strep. cremoris | F | 160 
produgers 
G | 320| 10 |160 


a Fagores are dilutions at which inhibition just observable at 24 
ours. ` hi 


(5) Cool to about 4°C and add cold absolute alcohol. This 
dissolves the chloroform and precipitates the active substance. 
Alcohol is added until the precipitate sinks readily for removal 
by centrifugation. l 

(6) Dissolve the precipitate so recovered in N /20 HCl at 

50°C. Remove the residual chloroform by blowing in hot 

air, with stirring. The volume is now about 15 litres with 
an activity of 500-1000 units per ml., the solids content 
being reduced by 90-97%. 

(7) Raise the pH of the acid solutidn to 2-5-3 with N.NaOH, 
add an equal volume of cold alcohol, and keep the bulk in 
the cold for 24 hours. 

(8) Remove the inactive precipitate by centrifuging, and 
concentrate the alcoholic solution in vacuo at about 10°C 
to half its volume, maintaining the pH by additions of 
N.NaOH. Finally bring the pH to about 4 and keep the 
solution in the cold for a further 24 hours. 

. (9) Remove the active precipitate, wash it with neutral 
distilled water, dissolve in the smallest volume of. N/100 HCl, 


and freeze-dry the solution. 


This preparation contains no ash (except NaCh), has 
an activity of 1-2 million units per g., and is stable to 
boiling in acid solution.. The dry powder is stable for 
months at least and is not hygroscopic. The yield is 
about 16-20 mg./l. of culture medium—i.e., about 20% of 
the possible. 

EFFECT ON LEUCOCYTES AND RED CELLS 


With the technique of Abraham et al. (1941) even the 
very impure preparations, with a nisin concentration 
of about 1/250, had no observable effect on leucocyte 
mobility and caused no hemolysis of red cells. 


RATE OF EXCRETION 


_ It has not yet been possible to determine rates of 
excretion with the highly purified substance. With 
impure preparations it has been found that in the rabbit 
(2-3 kg.), after the intramuscular injection of 200,000 
units, significant concentrations—i.e., 4 units per ml. 
—remain in the serum after six hours. 

After intravenous injection of similar quantities the 
concentration declines more rapidly. After subcutaneous 
injection significant concentrations were maintained 
longer than when injections were made intramuscularly 
or intravenously, but the peaks were lower. Repeated 
subcutaneous injections led apparently to a build-up 
in the serum. In these experiments the concentration 
of inhibitory substance in the serum was determined by 
means of Strep. pyogenes (Richards). Active material 
was excreted in the urine of rabbits and guineapigs. 


TOXICITY 
With the impure substance the LD/50 observed in 


mice is very high—about 3-5 g./kg. of body-weight. 


A total dose, spread over four weeks, of about 9 g. /kg. 
of body-weight caused no observable macroscopic 
systemic effect in guineapigs. 


e- -o amma o ere 
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The impure preparations used in the in-vivo experi- 
ments with streptococci and tubercle bacilli reported 
here caused, on repeated subcutaneous injection, local 
edema and necrosis. The much purer preparations 
(107 units per g.) used recently caused no visible lesions 
at the site of inoculation. No systemic effects were 
apparent. ~ 
IN-VIVO EFFECT AGAINST BACTERIAL INFECTIONS 

Streptococci 

It has been found that antibiotic substances from 
natural sources may be active in vitro but not in vivo. 
We considered it wise, therefore, to attempt to assess 
the probable value of nisin by using impure preparations 
for in-vivo experiments before embarking on fairly 
large-scale purification. 

A.very impure preparation was therefore used in a 
small experiment against a mouse-pathogenic strepto- 
coccus in vivo. A single dose of 2 mg. had well-marked 
curative effects. 

A larger experiment with 20 control and 20 treated 
mice (each: received 10,000 lethal doses) was then 
carried out. <A total weight of 10 mg. given in doses 
three-hourly over 45 hours protected all the treated 
mice (all controls died within 24 hours), of which 40% 
survived after seven days, when the experiment was 
discontinued. In a further experiment, still using an 
impure preparation,~the interval between doses was 
extended from 3 to 12 hours. It was found that similar 
protection was conferred. 

When these experiments had been completed, it was 
found that cultures of streptococci in broth appeared 
to be sterilised within a few minutes of adding the 
substance. 

Another experiment with mice was therefore carried 
out. : The mice received 1000 lethal doses of a mouse- 
pathogenic streptococcus. After an interval of 12 hours 
the animals were moribund. They were then given 


TABLE YI—CONCENTRATIONS OF NISIN REQUIRED TO INHIBIT 
IN VITRO SOME OF THE MORE IMPORTANT SUSCEPTIBLE 
OBGANISMS 


Organisms susceptible ete oF red 
species to inhibit 
Streptococci groups A-M except C, D, L.. | 17° | 0-25-4 
Pneumococcus, type 1 nak ee. E ao 0-25 
| typel i sell 2 100 
Staph. pyogenes aS os es io | 6 100 
Neisseria oe “ 3 2-50 
Bacillus ae ee E ga ee 6 2-4 
Clostridium .. IV ies ae 8 0:25-80 
Corynebacterium .. se ois a 12 4-120 
Actinomyces ss oe 6 1-10 
Mycobact. tuberculosis 6 100 500 
3 2 


Erysipelothriz monocytogenes 


—— 


a single dose of 50 mg. (100,000 units) of the impure 
substance. 

All the treated animals were alive after ten days, 
when observations ceased. Some of the control animals 


died within 16 hours, and all were dead within 30 hours. 


Clostridium septicum 

In a similar experiment with single doses of the 
substance against Cl. septicum there was also well-marked 
protection, and 40% of the animals which were moribund 
survived for at least ten days. 


_ Strep. pneumonia 


Encouraging results were also obtained in the same 
way with Strep. pnewmonic (type 11). 
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Photomicrograph of nisin crystals. (x 500.) 


. Mycobact. tuberculosis (human) 


From the results of experiments in vitro it appears 
that the acid-fast organisms are considerably less 
susceptible than,.for example, the streptococci. This, 
coupled with the nature of the lesions and the general 
chronicity of experimental tuberculosis, makes it difficult 
to decide, in the first instance, how doses should be 
administered and spaced. Conclusions can at present 
be only tentative. . 

In a four-a-side experiment with guineapigs using a 
virulent strain of the\tubercle bacillus (C Weybridge) it 
was found that there was significant limitation, but not 
prevention, of infection by the impure material. The 
spleens of animals treated with six-hourly injections of 
100 mg. for four weeks were found at necropsy, six weeks 
after infection, to be completely free from macroscopic 
lesions, whereas all the controls were obviously severely 
infected. 

SUMMARY 


An antibiotic substance, nisin, isolated from liquid 
cultures of Strep. lactis, is active in vitro against many 
types of pathogenic and other organisms. 

A method of semi-large-scale preparation of the 
substance is described. 

Even in the impure state, nisin is effective in vivo 
against infections with Strep. pyogenes, Cl. septicum, 
and type 1 pneumococecus. 

Limitation of spread in experimental tuberculosis in 
the guineapig has also been observed. 

We wish to acknowledge our debt to Miss E. M. Barnes, of 
Messrs. Benger’s, for some of the data in table 11, to Dr. H. C. 
Collumbine, of Messrs. Benger’s, for observations on toxicity, 
and to Mr. L. J. Meanwell, of United Dairies, for strains of 
inhibitory streptococci. 


Further Purification of Nisin 
N. J. BERRIDGE 


Experiments with active material prepared by a 
method similar to that described above showed that it 
could be further purified by precipitation at pH, 6-1 
from molar phosphate buffer. The requisite amount of 
potassium dihydrogen phosphate was added to'a 5% 
solution of nisin in dilute hydrochloric acid at pH 1-8, 
and the pH was then raised to 6-1 with concentrated 
potassium hydroxide. The resulting precipitate had an 
activity of about 8,000,000 units per g. of organic dry 
weight. This precipitate, dissolved in dilute hydro- 
chloric acid at pH 1-9, was fractionated by partial precipi- 
tation with sodium chloride, the portion of intermediate 
solubility having an activity of about 20,000,000 units 
per g. of organic dry weight. By repeated fractionation 
this figure was increased to 30,000,000. 

Many attempts at crystallisation by the slow addition 
of sodium chloride to a solution of this material gave 
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occasional microscopic needles in a mass of amorphous 
matter; but, when the wet amorphous precipitate 
obtained in this way was dissolved in an equal volume 
of absolute ethanol and precipitated therefrom by slow 
cooling, the nisin appeared in the form of long filaments. 
Subsequent preparations gave slightly larger crystalline 
needles, of which an example is shown in the accompany- 
ing photomicrograph. This particular preparation, when 
dissolved in N/20 hydrochloric acid, gave a solution 
containing 800,000-1,600,000 units per ml. and an 
organic dry weight of 16 mg. per ml., giving for the 
dry material an ACY of 50-100 million units per g. 


Thanks are due to Messrs. Benger’s Ltd. for invaluable 
- help in the preparation of crude active material, and to 
Mr. N. J. Gruber for photomicrography. 
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EFFECT OF PENICILLIN . ON SEROLOGY | 


OF LATE AND LATENT SYPHILIS 


A STUDY OF 120 CASES FOLLOWED FOR 
SIX MONTHS OR MORE 


R. R. WILCOX 
M:-B. Lond. 


ASSISTANT, V.D. DEPARTMENT, ST. MARY’S HOSPITAL, LONDON ; 
FORMERLY ADVISER IN VENEREOLOGY TO THE WAR OFFICE 


It is well recognised that in late and latent syphilis 
serological reversal is not tantamount to a cure, and 
that, when such reversal has been achieved, the later 
complications of syphilis may stilt ensue. 

Jordon and Dolce (1946), who -described 169 cases of 
latent syphilis treated with ;various degrees of complete- 
ness with arsenic and bismuth and followed up ten years 
or more, had 2 patients both of whom developed syphilitic 
aortitis three and nine years after they had become 
seronegative. In the present series, where the period 
of observation was very much shorter, there was one 
instance of a relapse of active interstitial keratitis after 
seronegativity .had been reached. However, the sero- 
logical titre is a yardstick, and sometimes the only yard- 
stick, by which progress may be measured, and a change 
to seronegativity is one of the results to be desired 
as an outcome of successful treatment. In the large 
series described by Jordon and Dolce permanent sero- 
negativity was reached in about 40% of cases of latent 
syphilis, and it was suggested that, so far as the develop- 
ment of complications was concerned, a consistently 
strong titre was a bad, and a fluctuating one a good, 
prognostic sign. ` 

In preliminary reports on the action of penicillin in 
late and latent syphilis Stokes et al. (1944) suggested 
that the serological principles applicable to arsenic 
and bismuth were applicable to penicillin also, and 
that some reduction in serological titre was usually 
obtained with penicillin, which reduction was greater 
in cases showing a higher titre than in cases showing 
a low one, .and that such a decline in titre took place 
in 50-60% of cases treated. 

Later, presenting an interim report of two years’ work 
at a National Research Council meeting in Washington 
on Feb. 6, 1946, Stokes described 197 cases of neuro- 
syphilis followed up 120 days or more, and noted 
that the good effects of penicillin on the findings in the 
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cerebrospinal fluid (c.s.F.) were not always accompanied 
by a similar improvement in the blood—in only 31% 
was there similarimprovementin both. It almost seemed, 


he added, as if a different mechanism was involved in the ` 


responses of the blood and c.s.F., and that, within the 
limits of the period of observation, the blood findings 
had little relation to symptoms and c.s.F. findings. 
Little information was forthcoming at this conference 
about the effect of penicillin in either latent or cardio- 
vascular syphilis, though it was resolved to make a 
widespread investigation into its effects in latent syphilis. 

Dexter and Tucker (1946) described the effects of 
penicillin in 19 cases of gummatous syphilis with a 
strongly positive serological titre. There was a general 
fall up to three months, which gradually came to a level 
at i a year, though no case became seronegative. . 


PRESENT INVESTIGATION 


The present cases were all military personnel with 
late syphilis, both symptomatic and latent, treated -with 
penicillin at an Army military hospital. Most had 
received previous treatment with arsenic and‘ bismuth, 
which, though it confuses the analysis, makes it possible 
to compare “the results obtainéd with these drugs and 
those obtained with penicillin later. All cases were 
seropositive when penicillin. was given. Commercial 
penicillin was used in total dosage schedules of 2-4, 
4-0, and 4:8 million units in aqueous solution in three- 
hourly round-the-clock injections of 40,000 units, About 
two-thirds received American brands, and a third British 
penicillins. Some of these penicillins may have contained 
up to 30-40% of penicillin. K, but their exact contents 
are unknown. After-treatment with arsenic and bis- 
muth was given to some patients, usually those who had 
received no previous treatment; and, though this is a 
confusing factor in the few successes achieved with the 


combined treatment, it is assumed that a failure with - 


penicillin plus arsenic and bismuth may be safely regarded 
as a failure with penicillin alone. 
: About 150 cases of late’ and latent syphilis were 


treated with penicillin before April, 1946, and these. 


formed the subject of a brief announcement in a dis- 
cussion at the Medical Society for the Study of Venereal 
1946. Of these cases, 120 were 
followed up six months or more and are selected for this 
study, 81 of them were followed up nine months, and 
56 a year or more. 
was under observation was two years, the average being 
eleven months. A better follow-up was impossible, 
because this investigation was carried out in the teeth 
of demobilisation. A concerted effort was made to trace 
the patients into civilian life,; but, judged on the relation 
of work done to results achieved, this was not very 
profitable. However, in consequence of some 350 
letters, about 60 patients were traced to other treat- 
ment centres. 

Before penicillin was administered, all patients had a 
complete clinical and c.s.F. examination. The penicillin 
schedules have been described; but, where there were 
clinical signs of late symptomatic syphilis or a positive 


C.S.F., the initial dose of penicillin was only 10,000 units," 


which was increased to the maximum of 40,000 units 
within thirty-six hours. No serious complications 
developed during treatment, apart from a few cases of 
urticaria. The subsequent régime of surveillance 
consisted of serological tests once a month for six months, 
when the c.s.F. was again examined. After this, bloods 
were examined quarterly for a year, and then six-monthly 
for a further year, at the end of which time the C.s.F. 
was due to be examined again (none of t 
has yet reached this final stage). The serological tests 


consisted of a qualitative Wassermann and a quantitative | 


Kahn ; but, when seronegativity had already been reached, 


astandard Kahn was substituted for the quantitative test. 


The longest time that any patient. 


e 120 patients - 
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Clinically the cases were divided into four groups as 
follows : 


Cases 
Congenital syphilis ef we 25 
Early latent syphilis (known to have acquired 
primary or secondary syphilis within the 
previous five years) by : .. 33 
Latent syphilis (duration unknown) 34 
Late symptomatic syphilis - 28 


Of these 120 cases, 3 congenital, 5 early latent, 3 latent 
of unknown duration, and 3 late symptomatic cases had 
abnormal positive signs in the c.s.F. and were therefore 
regarded as having asymptomatic neurosyphilis also ; 
4 others with symptomatic neurosyphilis had abnormal 
cerebrospinal fluids. 

Of 80 patients who had received: previous treatment 
with arsenic and bismuth the subsequent administration 
of penicillin was followed by a favourable blood response 
in 45. The total dosage of penicillin was 2,400,000 
units in 61 cases, and 4,000,000—4,800,000 units in 59 
cases. There was no significant difference in the number 
of successes obtained in these two groups. Only 34 
patients received consolidation treatment with arsenic 
and bismuth after the penicillin ; 18 of these had received 
no treatment before penicillin, and 16 fell in the late 
symptomatic group and were selected on the basis of 
clinical severity ; 12 of them were regarded as successes, 
while in 22 the serology was unchanged. A high sero- 
logical titre was found in 28 of them when the penicillin 
was given, and only 8 of these showed serological improve- 
ment in spite of the combined treatment. 


CONGENITAL SYPHILIS . 


The 25 patients in this group had a mean age of 26-5 
years, and previous treatment had already been given 
to 21 of them to an average of 3-18 courses of arsenic and 
bismuth. At some time 7 had had interstitial keratitis, 
4 Clutton’s joints, 3 gummata, 2 neurological signs, and 
8 no signs other than facial or other stigmata; 1 was 
referred on the grounds of family history. | 

As a result of previous treatment 7 had low titres when 
penicillin was begun, and 5 of these reached sero- 
‘negativity in six months, though 2 later relapsed. One 
of them had a clinical relapse of interstitial keratitis at 
six months while the serum was still negative, though 
it later became weakly positive. In 2 instances the 
improvement was aided by adjuvant treatment. 

One other patient, who had received previous treatment 
but was strongly positive when the penicillin was 
administered, had previously had a fluctuating titre, and 
seronegativity was reached here without other measures. 
Of the remaining 17, 13 had had persistent high titres, 
and none showed any further improvement with penicillin. 
The remaining 4, who had had no previous treatment and 
had high titres, were not improved. 

Only 6 of the 25 received any treatment after the 
penicillin and 2 of these were successes. 
ment for the group: 6 out of 25 (24%). 


EARLY LATENT SYPHILIS. 


The 33 patients with early latent syphilis had a mean 
age of 28-3 years, and all had had previous treatment 
to an average of 3-35 courses of arsenic and bismuth for 
primary or secondary syphilis known to have been 
contracted on an average thirty months previously 
(extremes: nine months and five years). In all cases 
the serology was positive when penicillin was given ; 
so they were in effect cases of either sero-relapse or sero- 
resistance to an early infection. However, 11 had low 
titres as the result of previous treatment, and 22 had high 
titres, but 15 of these had at some time reached sero- 
negativity and were therefore now serological relapses, 
and 7 had been persistently seropositive throughout. 

Of the 11 with low titres, 9 had reached seronegativity 
at six months, but at nine months 2 had relapsed, and 


Total improve- ` 
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at twelve months 3 more. None had after-treatment 
before the relapse. Of the 7 with fixed titres only 3 
had improved at six months, but of the 15 who had at 
one time been seronegative no less than 14 became sero- 
negative again by six months after the penicillin, and 
there were no later relapses. Of the 26 cases showing 


. improvement only 3 received additional treatment after 
. the penicillin. 


The duration of the syphilitic infection being much 
lower for this group than for the others, the improve- 
ment-rate’ is considerably. higher. It is particularly 
notable that the known existence of a fluctuating titre 
is a good prognostic sign of the expected response to 


penicillin, though it is “probable that further metallo- | 


therapy would “have produced a similar result. Total 
improvement for the group: 26 out of 33 (78-8%). 


LATENT SYPHILIS OF UNKNOWN DURATION 


The group with latent syphilis of unknown duration 
comprised 34 patients with an average age of 30-6 years. 
All cases were asymptomatic, the positive serology 
being discovered in 10 at final tests of cure for gonorrhea 
or urethritis ; in 3 during attacks of epididymitis ; in 3 
during polyarthritis; in 2 in donors.for blood-trans- 
fusion; in 4 during investigation for quasi-venereal 
complaints; in 4 during investigation of sore throat, 
enlarged glands, or headache; in 2 during investigation 
of indefinite skin complaints ; )and in 6 the reason for 
discovery was unknown. 

Previous treatment had been given to 16 to an average 
of 3-1 courses of arsenic and bismuth: As a result of 
previous therapy 8 had an initially low titre; in “these, 
5 successes were obtained at six months, but 2 of them 
relapsed at nine months. Of 26 with initially high titres 
2 had previously shown fluctuating ‘titres, and both of 
these responded, whereas of 6 showing known fixed 
titres only one responded. The remaining 18 were 
previously untreated, and 8 had reached or approxi- 
mated to seronegativity by six months. In the whole 
group after-treatment was given only to 9, and 4 of them 
were among the successes. 
group: 16 out of 34 (47%). 


a ee ee 
LATE SYMPTOMATIC SYPHILIS 


The 28 patients with late symptomatic syphilis had 
an average-age of 35 years; 15 had gummata or late 
cutaneous syphilis, 3 leukoplakia, 3 cardiovascular syphilis, 
2 ocular syphilis, and 5 symptomatic neurosyphilis. 
Of the gummata 4 were testicular: 1 diagnosed by! 
biopsy, and 3 only after removal of the affected testicle 
before the patient was sent to the venereal-diseases clinic. 

Previous treatment had been given to 10 patients, 
to an average of 3-6 courses, and as a result 5 had initially 
a low titre, and there was improvement to seronegativity 
at six months in 4 (1 of whom had received after-treat- 
ment). Of the 23 with high titres, 5 had had previous 
treatment without response, and only 1 showed further 
improvement with penicillin at six months and 1 at 
nine. Of the remaining 18 untreated cases, only 3 
improved at six months, but 2 more had improved by 
nine months. After-treatment was given to 16, with 
only 3 successes. Total improvement for the group 
at six months: 8 out of 28 (28-6%). 


ABNORMAL CEREBROSPINAL FLUID 


In 18 cases the c.s.F. was abnormal before treatment 
15 of these had a further check after six months, of which 
9 were much improved, 1 was slightly improved, 4 were 
unchanged, and 1 was worse. 

Of the 18 cases, 3 were congenital syphilis, 1 being 
associated with an ocular palsy and 2 with interstitial 
keratitis. All had after-treatment, and previous treat- 
ment had been given to 2. In 2 the blood titres were 
initially low, and in I high. The high titre remained 


‘Total improvement for the 


e 


~ 
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unchanged though the c.s.F. became worse; 1 of the 2 | 


low titres improved in both blood and c.s.F., though 
the blood later relapsed ; and in the other there was a 


_ pronounced change for the better in the blood but only 


slight: improvement in the C.s.F. 
There were 5 cases of latent syphilis of known recent 
duration; 3 with high and 2 with low blood titres. 


All had had previous treatment, and after-treatment — 


was given to 2. Improvement in blood titre was noted 
in all 5 and of the 4 whose C.S.F. was examined at six 
months, 2 were much improved and 2 showed no change. 
_ There were 3 cases of latent syphilis of unknown 
duration, and none had had previous treatment, but 


1 had after-therapy. In 2 cases the ¢.s.F. was examined- 


after six months, 1 showing much improvement and 1 no 
change; but both still showed a high titre in the blood. 

There were 7 cases of late symptomatic syphilis ; 
4 were pure neurosyphilis, whereas 2 with gummata and 
l with aortitis had asymptomatic neurosyphilis. The 
blood titre was low in 1 but high in the rest. Of 6 
cases in which the C.S.F. was re-examined at six months, 
5 showed much improvement and 1 was unchanged, 
In only 1 was there improvement in the blood in the 
same time. One patient had had previous treatment, 
and all had further therapy after the penicillin. 

Thus, in the 18 patients with a positive c.s.F., 13 had 
a high and 5 a low serological titre when the penicillin 
was given. Previous treatment had been given to 8 
and after-treatment to 13. There was improvement 
in both blood and C.s.F. in 5 cases; improvement in the 
c.S.F. but not in the blood in 5; improvement in the 
blood ‘but not in the c.s.F. in 2; no change in blood and 
C.S.F. in 2; and in 1 the blood titre remained stationary 


°” while the c.s.F. became worse. In 3 cases the C.S.F. was 


not re-examined during the period of this study. 

Thus the findings in the blood and in the c.s.F. were not 
concomitant. Of the 9 cases showing much‘ improve- 
ment of c.s.F. only 3 showed similar improvement of 
the blood. 

SEROLOGICAL STABILITY 


The serological results can be arranged in four groups : 


(1) Low declining titre (due to previous treatment). 

(2) High fluctuating titre (known to have reached sero- 
negativity during previous treatment). 

(3) High fixed titre (completely . resistant to previous 
treatment). 


(4) High titre, stability unkhown (cases AGG treated 


previously). 
This arrangement discloses wide differences in the 
response of the blood serology to penicillin. In the 


following tables improvement is regarded as a reversal 
from a low titre to seronegativity, or from a high titre 
to seronegativity or near-seronegativity,-which means 


-that either the Wassermann or the Kahn was negative, 


or that both were only plus-minus reactions. 


No. of Improve 
(1) Low declining titre : CASES ment 
Congenital r 5 Big 7 5 
Early latent .. S g 11 9 
own latent as ae 8 5 
Symptomatic .. oo aa 5 4 
31 23 (74-2%) 


(5 later relapsed at nine months, and 4 at a year) 
(2) High Putut cine ‘ 
ital ; 2 Par 


Congeni 1 1 
Early latent .. 15 14 
Unknown latent wi 2 ee 2 
Symptomatic .. ee 48 0 as 0 


18 17 (944%) 
(No relapses) 
(3) High fixed ure 


Congenital ` ča oa 13 0 
Early latent .. a a 7 3 
Unknown latent Por é 6 1 
Symptomatic .. ee a 5 1 

31 “5 (16-1%) 


No relapses ; 


2 did not show any improvement until the 
ninth mon ) 
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. (4) High titre, KO ii 
Congenital 4 
Early latent .. ds si 0 
- Unknown latent za ik 18 
eee ši a Sla 18 


wooo 


11 (27-5%) 
(No rélapeee:: 2 later improved at nine months) 


It is readily seen that groups 1 and 2, both of which had 


` known fluctuating titres, brought a large measure of 


success, whereas group 3, which had previously failed, 
did not show much evidence of further improvement. 
Group. 4, containing a potential mixture of all the 
previous groups, had a mean of successes. 


SUMMARY š 


The effects of penicillin on the serology of 120 patients 
with late or latent syphilis followed up for six months 
or more are’described. 

Only 34 received any after-treatment and these 


‘ accounted for only 12 of the 56 successes obtained. 


Previous treatment with arsenic and bismuth had been 
given to 80 patients and served as a gauge of the likely 
response to further antisyphilitic measures. 
Improvement was greatest in latent syphilis of known 
recent origin and least in late symptomatic and congenital 
syphilis. . l 
= Cases with an initially low titre did much better at 
six months than those where the titre was high. How- 
ever, later observation showed no further improvement 
but an appreciable number of relapses in those with a 
low titre, whereas some of those with initially a high 
titre began to improve up to nine months, or continued to 
improve up to a year, with no such incidence of relapse. 
Those cases where the titre was fixed to arsenic and . 


bismuth did much worse than those where the titre was 


known to have been fluctuating. 

Previously untreated cases fell midway between these 
two groups. 

There was no concomitance between the response in the 
C.s.F.. and the serological titre. 
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LATE HOUSE-PHYSICIANS, RADCLIFFE INFIRMARY, 
RYCOTE PARK EXTENSION 


Poor development of the mandible, with regression 
of the lower jaw, is a relatively common congenital 
abnormality, is often associated with cleft palate, and 
leads to difficulties in respiration and feeding and death 
from athrepsia. 

In the third week of intra-uterine life the basic design 
of the face consists of a median frontal process and of 
separate paired maxillary and mandibular processes 
formed from the first branchial arch (fig. 1). Later 
development is more complex, but the median and 
lateral nasal processes develop and fuse together, and with 
the maxillary processes form nose, palate, and upper 
jaw, the two mandibular processes fusing to form the 
lower jaw. Formation of the face thus involves the 
orderly conduct of several pairs of primordia growing 
normally and fusing regularly and precisely. (See 
Keibel and Mall 1910.) 

Davis and Dunn (1933) suggest the following explana- 
tion of micrognathia. The mandible is formed earlier 
than the upper jaw, and acts as the matrix on which the. 
upper jaw is formed. In the foetus in utero, with the 


4 


THE LANCET] 


LATER STAGE 
( diagrammatic ) 


20 DAYS 
EMBRYO MIOBRAIN CEREBRAL 
/ HEMISPHERE 
SROCEeS. 7 „MED. NASAL PROCESS 
LAT. NASAL PROCESS 
MAXILLARY l - 
PROCESS vA ENE 
MANDIBULAR FIRST 
PROCESS ——/- BRANCHIAL ARCH 
SECOND ( HYOID) ARCH 
ORAL SINUS THIRD ARCH 
, FOURTH ARCH 
(e) (b) 


Fig. l—Embryological development of jaws: (a) at 20 days; (b) later. 
` (After Keibel and Mal! 1910.) 


weight of the body on the vertex, the pressure of the 
sternal region in contact with the mandible might force 
the jaws together; and, if the lower is united and the 
upper is not, the lower jaw might prevent union of the 
horizontal plates, causing cleft palate but allowing 
normal union of the alveolar ridge. This hypothesis 
explains the backward displacement of the tongue and 
its small size, though only one of the two cases described 
below showed these characters, and not all cases show 
cleft palate (Lapage 1937). 

At 8-10 weeks of foetal life the two lips project about 
equally, but at 10-12 weeks the upper lip and upper 
jaw grow more rapidly, with the result that at 4-5 
months there is a considerable projection of the upper 
jaw (fig. 2). 
between 6 and 9 months by a stronger growth of the 
lower lip and mandible, and Keibel and Mall (1910) 
have suggested that the early foetal arrangement may 
persist by a kind of inhibition of the latter process. 
Lanstrup (1925) declared 
that the process was most 
likely one of simple arrest 
of development, and an 
impressive series of 50 cases 
collected by Pfaff (1913) 
clearly showed that there 
was often some hereditary 
element, which in one case 
he traced through several 
generations. In the case 
reported by Lapage (1937) 
there was a family history 
of two previous babies dying 
because their lungs were 
never expanded, perhaps 
because of micrognathia and 
glossoptosis. 

Experiments on amniota have shown that bands or 
a deficiency in amniotic fluid can cause many deformities, 
and similar maldevelopment can be seen in the brachy- 
gnathia of the pekinese and pug-dog, while the ‘‘ hog jaw ” 
of sheep is another common example. 

It appears reasonable to suppose that all these factors 
can operate to cause deformity ; perhaps those cases 
with cleft palate are due to backward and upward 
. pressure on tongue and lower jaw in the early stages, 
whereas pressure at 4-5 months could explain the micro- 
gnathia in cases without cleft palate. 


receding chin in foetus at about 


Fig. Gard brad upper lip and 
n 
4th month. 


CASE-RECORDS 


Case 1.—No heréditary factor was found; both parents 
were normal, and the child was the first born after eight years 
of marriage. 


of difficulty in feeding, with frequent dyspnea and cyanosis 
due to respiratory obstruction. l 

She was small and greyish, going blue at times; the 
mandible was very poorly developed, but the most striking 
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This difference is gradually overcome . 


Birth weight was 6 lb. 11 oz., and the child ' 
was admitted at 22 days, weighing 5 Ib. 151/, oz., with a history — 
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feature was the respiratory obstruction. On inspiration there 
was regression of the lower jaw, with indrawing of the supra- 
sternal region and intercostal spaces. No breath was taken 
with several such efforts, until at the sixth or seventh attempt 
a noisy grunting inspiration was heard. A midline cleft in 
the soft palate and a large tongue could be seen, the latter 
closing off the airway completely when the child was lying” 
on its back. When the angles of the jaw were held forward, 
respiration was normal. i | 

The baby sucked heartily but with little effect, and was 
fed by pipette for several days. Respiration was fairly satis- 
factory when she lay on her side or face, with the foot of the 
cot raised, but she was often found distressed and cyanosed, 
because she had contrived to move to the supine position. 

A padded wire splint was fixed with tapes so that there was 
a constant pressure holding the mandible forwards (fig. 3). 
There was no soreness of jaw and head from the pressure of 
pads and tapes. On the tenth day after admission weight 
had risen to 6 lb. 4/, oz., but the soldered splint was broken ; 
the respiratory rate rose from 32 to 48 per min. over the next 
two days, and signs of bronchopneumonia developed. A 
second splint was made from one piece of tempered steel 
wire, and slow recovery ensued on sulphathiazole therapy. 

A month after admission the profile had already made some 
improvement, but there was still a noticeable difference when 
the splint was worn (compare figs. 3 and 4). Progress was 
slow but maintained, and 14 weeks after admission the child 
could breathe and feed without any help from the splint. 
She began to speak at one year, when she weighed 23 Ib. 14 oz., 


(a) (b) 


Fig. 3—Case |, with padded wire splint in position : (a) feeding 
(b) at rest. 


the defect in the palate was closed by operation, and ‘she 


now appears normal. 


Case 2.—No hereditary factor was found. There was one — 
sibling, reported normal. Birth weight was 7 Ib. 10 oz., and 
the child was admitted at 10 days, weighing 7 Ib. 6 oz., with 
a history of an abnormal mouth, an odd cry, and not taking 
feeds except by cesophageal tube. 

He was hypotonic, cyanosed, and thin. The mandible was 
very poorly developed. The tongue was very small and 
fell back into the cleft in the | 
soft palate. 

When the baby was in the 
supine position the respira- 
tory excursions were astonish- 
ing. The sternum was raised 
like the keel of a ship, and 
there was marked recession 
of the lower ribs. Five of 
these respiratory efforts failed 
to draw air into the lungs, 
but at the sixth attempt the 
air entry was moderately 
good. Ifthe baby was placed 
on his side or nursed upright 
the respiration was much | . | 
improved ; dyspnoea was also relieved by pressing . forward 
the angles of the jaw. 

A splint was more difficult to adjust than in case 1, partly 
because of pressure sores at the angles of the jaw. Eventually 
the splint used for case l] was applied for increasingly long 
periods of the day. | 

All food taken by normal bottle or spoon was regurgitated 
through the nose. The baby appeared to suck well, but 
really took very’ little. Four-hourly cesophageal feeds 


splint 


with 
removed. Compare fig. 3. 


Fig. 4—Case i 


` were therefore given. His stools always consisted of undigested 


food, containing much mucus and fatty curds. Lactic-acid 
milk, though digested best, would not pass through the 


Cd 
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cesophageal tube without curdling. The only food the baby 
could digest was Nestlé’s milk. He became dehydrated and 
had to have subcutaneous saline by drip and injection. 

When he was nearly 4 weeks old a special teat was devised. 
A fine rubber catheter was passed through a feeding-bottle and 
protruded 3/, in. beyond the end of the teat (fig. 5) and so 
projected the food over. the backwardly displaced tongue 
and beyond the cleft in the palate. 

As the baby’s powers of sucking developed, his digestion 
and the tone of the masseter, temporal; and pterygoid muscles 


Fig. 5—Feeding- bottle, with rubber catheter projecting through teat, 
: devised for feeding case 2. 


improved. At 9 weeks he could suck from an ordinary teat. 
At 6 1/, weeks he had a strangulated inguinal hernia, which was 
reduced, under local anesthesia, by Mr. E. Moloney at the 
Radcliffe Infirmary. The progress of the baby was in no 
way disturbed : 


Age Weight 


4 weeks 7 lb. 2 oz. (before using special teat). 
J Ss ss .. 81b. 4 oz. (after-using special teat). 
12 » : 8 Ib. 15 oz. (discharged). 


Progress since has been well maintained. 


DISCUSSION 


Case 1 differs in several respects from the usual - 


micrognathia ; the tongue was large, whereas usually 
it is much smaller than normal according to Davis and 
Dunn (1933), who describe how in their case the cleft 
palate alleviated the dyspnea to some extent; but 
in case l reported here the tongue dropped backwards 
and upwards and caused complete respiratory obstruction 
if the child lay on her back. 

At first sight it appears that, if the tongue could be 
anchored to the floor of the mouth, the respiration would 
be adequate, but such an operation always leads to 
bronchopneumonia. Postural feeding with the child 
lying on its side or upright has often been sufficient, and 
Dr. Chodak Gregory and Dr. Lilian Tracey (1943) 
nursed their cases in the prone position, the former 
allowing the head to project over a pillow, the latter 
using ‘ Elastoplast °? to maintain position. Davis and 
Dunn (1933) used in their case an adjustable lip guard, 
so that the baby was forced to bring its lower jaw forward 
to feed, with gradual and permanent improvement in 
profile. Eley and Farber (1930) describe a splint which they 
used, but Lapage (1937) found the appliance unsuccessful 
in his case. 

CONCLUSION 


Miscoumathia seems to be best treated by postural 
methods of ,feeding, using modified teats when cleft 
palate makes this necessary. If the tongue causes 
much respiratory obstruction the child should be kept 
prone or a light splint should be used to mole the mandible 
forward. 


We should like to thank Dr. V. Smallpeice for her encourage- 
ment and advice, and Sister Bromwich and the nurses for 
their efficiency and skill. 
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‘MANAGEMENT OF A PERMANENT 
= COLOSTOMY 
STUDY OF 100 PATIENTS AT HOME 


CUTHBERT E. DUKES - 
M.D. Edin., M.Sc. Lond., D.P.H. 
PATHOLOGIST, ST. MARK’S HOSPITAL, LONDON 


A PERSON with a permanent colostomy has to make 
many new adaptations to life. These can seldom be 
discussed fully when the necessity for the operation is 
first explained to a patient, because the whole outlook 
is dominated by the gravity of the urgent symptoms 
which make the colostomy necessary. It happens there- 
fore very often that a patient ‘“‘ wakes up,” so to speak, 
to find himself with a colostomy and turns to his doctor 
later for advice about its management. 

One of the first points which have to be settled is 
whether the colostomy patient should adopt the plan of 
a daily washout or should be trained in natural colostomy 
evacuations. On this question widely different views 
were expressed at a discussion of the section of proctology 
of the Royal Society of Medicine (1945), when some 
surgeons advocated regular daily washouts whereas 


others condemned them as unnecessary or even dangerous. 


There was a difference of opinion also on the degree of 
incapacity and inconvenience -caused by a colostomy, 
and the nature of the work ex-patients might undertake: 
A few. weeks earlier a leading article in THE LANCET 
(1945) very properly observed: ‘‘ The surgeon who gives 
a patient an artificial anus should always find time to 
teach him how to manage it. Often such patients are sent 
home with but little preliminary practice and instruction, 


. and the misery in the household while experience is being 


gained may then be intense.” 

I thought some of the points in dispute might be settled 
by visiting experienced colostomy patients in their own 
homes, so set out to visit 100 old patients from St. Mark’s 
Hospital, all of whom had undergone excision of the 
rectum for cancer, being left with a permanent colostomy. 
The visits were made between September, 1945,. and 


April, 1946. Most of the homes visited were in the east, ` 


and north-east of London, though some visits were also — 


paid in south London and some in the Home Counties 
and the Midlands. Nearly all the patients visited belonged 
to the hospital class and were either insured persons 
or in receipt of public assistance. They formed a fair 
sample of the outpatient class, but the conclusion to 
be drawn from this survey would not apply without 
qualification to other social classes. 

General information was collected about state of health, 
capacity for work, social conditions, diet, mental and 
emotional effect of colostomy, &c., but the main object 
of the visits was to find out whether regular daily 
washouts were undertaken, the frequency of action of 
the colostomy, and the manner of carrying out dressings. 
About three-quarters of the patients were seen person- 
ally; in the other cases interviews with relations or 
friends supplied the information required. 


GENERAL HEALTH 

Nearly all the patients visited were in good health. 
Only 2 were bedridden, and 8 or 9 were semi-invalids. 
Most of the patients were over sixty years of age, and 
their general health seemed as good as one would expect 
to find in any similar group of the same age and social 
class. Several of the patients had been living a colostomy 
life for many years. About half had’had the colostomy 
performed more than five years previously. Of the 100 


_ patients, 10 had had their colostomy more than twenty 


years previously, and 2 of them more than thirty years, 
the longest being thirty-five years. 


As examples of the way in which patients can adapt 


themselves to a colostomy life, brief reference may be 
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made to.a man who had had a colostomy for thirty-five 
years and a woman who had one for thirty-two years. 

Case 1.—A man, now sixty-eight, had a colostomy and 

ineal excision done by the late Mr. Swinford Edwards in 
1911, when the patient was only thirty-three years old. He 
has remained in good health since the operation, and for 
more than thirty years continued to work in a boot shop, 
only retiring when his business premises were demolished by 
a flying-bomb. He gave up daily washouts when the air-raids 
began in the first world war, about 1915. Therefore it is 
about thirty years since he ceased regular washouts; yet he 
has no trouble with evacuations, which take place naturally 
twice a day and sometimes at night. 

Case 2.—-The oldest woman patient visited was aged 
eighty-three. She was operated on by Mr. Lockhart Mummery 
more than thirty years ago, and for the greater part of this 
time has been living alone in a single room attending to all 
her own requirements. She was taught to give herself a 
washout when in hospital and has continued to do so regularly 
ever since without questioning its necessity. 


These then are two examples, one of whom has 
followed the washout technique for thirty years while 
the other has dispensed with it for a similar time. 


OCCUPATIONS 


. Nearly all the patients visited could do some sort of 
work, usually household duties, hobbies, or light work. 
Only 5 declared they could do nothing. Three-quarters 
of the men did something to earn their living. The 
follawing are some of the occupations recorded : musical 
instrument maker, wood-turner, tobacconist, optician, 
book-packer, taxi-driver, cabinet-maker, night-watch- 
man, and- clerical work of various kinds. Many also 
worked at gardening or allotments or repairing bomb 
damage. It may be an encouragement to other patients 
to mention a few details about some cases. 

Case 3.—This man acted as caretaker at a council school. 
In spite of his colostomy he served as a local air-raid warden 
throughout the war and received a letter of commendation 
from the mayor and corporation. This is framed ‘and hung 
on the wall above the enamel can from which he gives himself 
his daily washout. 

Case 4 has kept an optician’s shop for nine years. His 
colostomy works twice a day, night and morning, and is no 
trouble to him. He has never given himself a washout. 

Case 5 acted as head postman in a country town for nine 
years until he retired at the age of sixty. 

Case 6 worked as a district inspector on the railway for 
three years till he retired at the ave of sixty-five. He then 
took up bowls, and now at sixty-eight is a local champion. 

Case 7.—Perhaps the most remarkable story is that of a 
woman who was operated on eleven years ago for rectal 
cancer. During the war she wanted to work in a hospital as 
a nurse ; but, thinking she would be rejected if it were known 
that she had a colostomy, she kept this a secret and did not 
confide it to anyone. She was accepted and served through- 
out the war at her local hospital. She often worked in 
wards where colostomy patients were being nursed and was 
able to give them useful advice. She found many were very 
despondent at the thought of the difficulties they would meet 
at home; so, when no-one was about, she sat down and gave 
these patients a little first-hand information. Her advice 
was much appreciated, and patients often remarked that they 
were surprised she knew so much about the subject. The fact. 
of her own colostomy was never discovered. 


IS A DAILY WASHOUT NECESSARY ? 


Until the last three or four years all patients at 
St. Mark’s Hospital were taught to give themselves a 
daily washout and instructed to continue this at home, 
but more recently Gabriel (1945) has advised his patients 
not to wash themselves out, and some other surgeons 
have given similar advice. 

About a third of the patients visited continued to give 
themselves a daily washout because they had been told 
to do so, and about two-thirds had either never washed 
out the colostomy or had given up the practice some 
years ago. There seemed to be no difference in the 
general health of those who did and those: who did not 


“go each morning. 


wash out. Several patients who had been told to wash 
out the colostomy daily did so for some time after leaving 
hospital and abandoned the practice later without any 
deterioration in their health. Some of these said they 
resorted to a washout occasionally, but no patient who 
had been trained in natural colostomy evacuations 
adopted regular daily washouts after returning home. 
The ‘advantage of the daily washout is that if the 
patient has a “satisfactory clearance in the morning 
there is less likelihood of accidents later in the day. Its 
disadvantages are that it takes a great deal of time and 
is apt to be messy, unless the patie t` has undisputed 
~- possession of the bathroom and lavatory for an hour or 
Also the washout technique is not 
without risk, because the passage of the tube into the 
bowel has been known to cause perforation leading to 
fatal peritonitis. 
Surgeons who recommend regular colostomy washouts 
should bear in mind that these are apt to be a nuisance 
to the patient, his family, and fellow residents. In many 
houses visited there was no bathroom, and often the 
single Javatory was used by more than one family. 
Some houses had no indoor sanitation at all. Conditions 
are of course different in the homes of patients of other 
social classes. Regular washouts may be necessary for 
special medical reasons in some cases, but for the ordinary 
hospital patient the abolition of the washout would be 
a merciful deliverance. 


NATURAL COLOSTOMY EVACUATIONS 


Patients trained to natural colostomy evacuations 
mostly find that the colostomy works of its own accord 
two or three times during the day and occasionally at 
night. Many learn to pass a motion through the colostomy 
each morning after breakfast and then are not troubled 
again for most of the day. There may be another. smaller 
action in the afternoon or evening, but these secondary 
motions may also be made into regular habits. | 

The number of motions can largely. be controlled by 
diet. As a rule fruit and vegetables have a laxative 
‘action and have to be restricted. The best diet for a 
colostomy patient is a moderately mixed one containing | 
meat, fish, eggs, milk, bread, butter, and milk puddings, 
such as tapioca and semolina. Most vegetables and fruit 
have to be taken in moderation. Stewed-fruit, such as 
apples, can usually be taken in small quantities. Raw 
apples should ‘be very carefully chewed, oranges should be 

as a and all fruit with seeds or pips should be avoided. 

t is easier to acquire a regular evacuation habit if 
the motion is solid, and a well-formed motion is certainly 
more easily dealt with than liquid material. The regular 
passage of a formed motion keeps the colostomy healthy i 
and leads to better control of the evacuations. A tendency 
to constipation can generally be overcome by increasing 
the quantity of vegetables in the diet or by adding sọme 
stewed fruit. Laxative medicines should be avoided if 
possible ; but, if they are really necessary, a small dose 
of emulsion of magnesia or of liquid paraffin will probably 
be most suitable. If the motions become too frequent, 
the effect of reducing vegetables- and fruit should first 
be tried ; if this does not cure the trouble, a teaspoonful 
of ‘Normacol’ or kaolin taken at night will help to 
form a bulky semi-solid stool. 


BELTS ve 


Colostomy patients need a belt during the day to 
support the abdomen and keep the dressings i in position. 
Belts with a cup or a bag attached are unnecessary for 
most patients and may be harmful by encouraging 
prolapse. If more support is needed than is given by the 
belt alone, the best plan is to cut out a round piece of 
cardboard or celluloid about the size of a saucer and to. 
wear this between the dressings and the colostomy belt. 
This may be a help to those who have heavy manual 
work to do or are troubled with a chronic cough. At 
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night the colostomy belt may be discarded. All that 
need be worn at night is a wide crépe binder or closely 
fitting wrapper which will keep the dressing in position. 
COLOSTOMY DRESSINGS 

The most suitable ‘dressing is a pad of absorbent 
cellulose wadding about 6 inches square. Most patients 
find it best first to cover the colostomy opening with a 
small piece of linen or gauze smeared with soft paraffin 


or with a small piece of toilet paper, to prevent the 


cellulose wadding from sticking. The colostomy pads 
now used at St. Mark’s Hospital are made of white 
absorbent cellulose wadding but have a backing of pink 


non-absorbent - material which prevents any discharge . 


absorbed by the wadding from staining the belt or 
clothing. ‘Instead of this pink non-absorbent material 
ə square piece of jaconet may be used, or simply a folded 
towel or a pad of cotton-wool. The advantage of cellulose 
wadding as a dressing is that it is very absorbent, 
relatively inexpensive, and can’ be disposed of in a 
lavatory if it is thoroughly broken up with a stick. 
Cotton-wool and gauze are more expensive and will 
block the drain if thrown into a water-closet. The cellu- 
lose wadding costs ‘between ls. 6d. and 2s. a pound, 
which should make between thirty and forty pads. 


EMOTIONAL RESPONSE TO COLOSTOMY 

It comes as a great shock to patients to realise that 
they must live with an artificial opening for the rest of 
their lives. The fact that this opening is in an unnatural 
place, and that they. do ‘not seem to have complete 
control over it, at first weighs heavily on their minds. 
Most patients have gloomy thoughts about it as they 
recover from the operation, and if would be a help to 
have a talk with someone of their own age and social 
class who has made a successful adaptation to colostomy 
life. Later they become reconciled to it. They find it 
is not so bad as they anticipated, and learn to make the 
best of what has to be. 

On the whole, women manage their colostomies better 
than men do. 
““ colostomy conscious.” A man who has to go out and 
earn his living and mix with other people tends to become 
more apprehensive about the colostomy than does a 
woman whose duties are mostly in the house. Those 
trained to natural colostomy evacuations think less of 
the colostomy than those who give themselves a daily 
washout. 

A patient who is to have a colostomy, whether a man 


ora woman, is best off if married and in possession of 


a home. It was very touching to hear how men with 
colostomies spoke of the help they had received from 
their wives, and wives from their husbands. Incidentally, 
a colostomy does not seem to be an inseparable barrier 
to sex life. Among the 100 colostomy patients visited, 
at least one man and one woman had married after their 
operations. Two women, married at the time of colos- 
tomy, subsequently became pregnant. 

Though most hospital patients make a brave and 
successful adaptation to the disadvantages of a colostomy 
life, many are haunted by a secret anxiety about what 
will happen to them if they are taken ill. They wonder 
whether their relations and friends will be able to look 
after them, and are afraid lest the colostomy will be a 
barrier to their admission to a hospital or an almshouse. 
This survey has emphasised the special need for a 
convalescent home where patients can be initiated into 
the routine of a colostomy life, and for institutions willing 
to take bedridden colostomy patients during their last 


days. 


SUMMARY 

A survey of 100 colostomy patients of the hospital 

class, visited in their homes, has shown that many keep 

in good health, lead useful lives, and seem to be little 
handicapped by the colostomy. 


Women also seem to become less 


Daily colostomy washouts are unnecessary for patenis 
in good health. 
Most patients of the hospital class are less inconveni- 


' enced by the colostomy if they are trained to natural 


colostomy evacuations and use the oor wagging 
absorbent dressings recommended. 
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BRONCHOMEDIASTINAL TUBERCULOSIS 
PROGNOSIS AND TREATMENT * 


HARLEY STEVENS 
M.B. Sydney, M.R.C.P., D.P.H. 


MEDICAL SUPERINTENDENT, BERKS AND BUCKS JOINT 
SANATORIUM, PEPPARD COMMON, OXON 


VASCULAR dissemination of tuberculosis, after ‘the 
primary infection, is due to the fact that the disease 
remains active in mediastinal glands. 

Of the children admitted to the sanatorium at Peppard 
in the last three years 25% exhibited fluctuant sub- 
cutaneous swellings of the neck, or dirty granulating 
scars, the result of incising similar lesions. All had well- 
defined primary complexes in the chest. Many tuber- 
culous infections of cervical glands may be due to vascular 
dissemination ; Pagel (1942) puts the proportion very 
high, minimising the tonsillar route. Vascular dis- 
semination is often prolonged and massive. . Krause 
(1924) said that tuberculosis was a conspicuous example 
of metastasising infection either from the lungs to the 
rest of the body, or vice versa. 

Though tubercle bacilli introduced from without are 
conveyed to the lungs, the tracheobronchial glands may be - 
regarded as the nidus of infection, and we live in danger 
from our own lymph-nodes. 

A boy, aged 8 years, was admitted with ‘extensive pul- 
monary tuberculosis, active caries of the left carpus, and 
scores of discrete cutaneous nodules, one of which showed . 
typical giant'cell systems.. 


The bacilli, one imagines, came from a caseous tracheo- 
bronchial gland and eventually, reaching the skin 
capillaries, passed to the other tissues. 

The proximity of mediastinal glands, through lymph 
channels, to the blood-stream and their yery wide field 
of drainage make repeated bacillemia from that source 
seem relatively easy and comprehensible. Girdlestone 
(1940) says : 

“Tuberculosis of a bone or joint is a metastatic focus 
and a proof of disease elsewhere which is active enough 
to give rise to a bacillemia. In children it almost always 
comes from long-standing infection of the lymphatic glands, 
and this lymphatic infection, though often unsuspected, is 
the root of the disease. . .. The glandular disease was 
established long before its more disabling and evident 
metastasis brought the patient to diagnosis and treatment.” 


TUBERCULOUS ENDOBRONCHITIS 


Sometimes tuberculosis of mediastinal glands declares 
itself as a frank cold abscess. 

A young married woman first came under observation with 
a cough, husky voice, and copious purulent sputum containing 
tubercle bacilli. Radiograms of the chest were reported 
normal. 

Nine months later, on her admission to hospital, radio- 
graphy still did not show any pulmonary abnormality, but 
bronchoscopy revealed typical tuberculous granulation 
tissue obstructing the left main bronchus. 


Tuberculous endobronchitis may be the necrotic super- ` 
ficial portion of a collar-stud abscess and, like a dirty 
scar in the neck exuding beads of pus, be maintained by 


* Adapted from a paper read at a mene of the Tuberculosis 
Association, 
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a fistulous track from a caseous gland. Terplan (1945), 
in his studies of necropsy material, noted such fistule 
opening into the bronchi. 

The incidence of tuberculous endobronchitis is 
unknown, as the secondary bronchi, particularly those 
supplying the segments most commonly involved in 
parenchymatous disease, are not readily seen in the 
living. Perez (1944) reported endobronchitis in about 
a third Sf 100 consecutive necropsies on patients dying 
of pulmonary tuberculosis. 

Regional lymph-nodes drain each pulmonary segment 
as well as each lobe, and any one of them may be the site 
of caseous tuberculosis capable of forming a collar-stud 
abscess and discharging into its adjacent air passage. 
Cellular reaction about such glands leads to partial 
bronchial occlusion, lymph stasis, segmental exudate, 
and collapse. It may also lead to pleural effusions and 
probably is the cause of many, particularly in childhood, 
without bacillary invasion of the interpleural space. 
With recent methods of searching gastric contents, 


-positive findings in cases of pleural effusion are increas- 


ingly frequent, even though bacilli are not recoverable 
from the pleural fluid. . 

There are three types of pulmonary disease in which 
a caseating bronchomediastinal gland, with possible 
tracheobronchitis, is a prominent feature : 


(1) In children, in whom epituberculous reactions are 
more apparent. By refined methods tubercle bacilli 
can be recovered at some time from a considerable 
proportion. Occasionally, if the nurses are on the watch, 
children with a persisting epituberculosis or established 
bronchiectasis may have a coughing spasm and produce 
minute amounts of caseous material swarming with 
tubercle bacilli, but more often inoculation of the gastric 
contents into guineapigs gives a positive result. The 
bronchiectasis is probably secondary to tuberculous 
tracheobronchial adenitis in a very high proportion 
of cases. 


(2) Adults with minimal radiological evidence of 
parenchymatous infiltration but with a positive sputum. 
Artificial pneumothorax performed in such a case does 
not lead to the disappearance of tubercle bacilli from the 
sputum. i 


An airman, aged 22, after two years in the R.A.F., during 
which time he had three small hæmorrhages, reported sick 
/and was found to have a positive sputum with a very little 
infiltration in the upper lobe of the right lung. 

A right artificial pneumothorax gave concentric collapse, and 
no adhesions were present at a later thoracoscopy. But his 
sputum still contained tubercle bacilli, and bronchoscopy 
showed tuberculous granulation tissue in the right bronchus, 
confirmed by biopsy. l 
Sanatoria are providing long-term treatment for many 
such cases. The scepticism of a few years ago about 
positive sputum without definite or demonstrable paren- 
chymatous ‘ulceration has its logical and demonstrable 
answer in caseating tracheobronchial lymph-nodes. 


(3) Cases with ballooning cavities of one or both lungs 
in which every conceivable form of collapse therapy may 
be tried in vain. | 

A girl, aged 18, was admitted early in 1941 with a history of 
hemoptysis after bathing in August, 1940. She is still with 
us five years later. Many methods of splinting, with adhesion 
section giving free concentric collapse, have been used more 
than once.’ Her condition remains substantially unchanged. 
She has an obstructive wheeze and copious positive sputum. 
There are granulations in the right upper-lobe bronchus, and 
large cavities in each lung. 

On the other hand, Terplan’s (1945) studies led him 
to the view that primary complexes might heal com- 
pletely. At Peppard 10% of children under the age of 9 
years, admitted with radiological evidence of calcified 
hilaf nodes, do not show any reaction to intradermal 
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tuberculin. It is very difficult to avoid the corollary 
that, if a positive reaction is obtained, there is, or was 
recently, active tuberculosis in mediastinal glands due 
to an extension of a former primary focus. 

I do not ignore the intestinal route of primary infection 
with a regional postmesenteric gland complex, but 
recent figures tend to minimise its importance, and 
extension to the mediastinal glands in these cases is usual, 
with calcification of the abdominal lesions ; moreover, 
the human type of tubercle bacillus is commonly present. 


COLLAR-STUD ABSCESS 


The collar-stud abscess of tuberculosis is not confined 
to peripheral, cervical, and tracheobronchial adenitis. 
Tuberculous ulceration of the bowel is another example. 
Infection of the lymphoid tissue outside the lumen is 
either the result of lymphatic return after vascular 
dissemination from a central gland focus, or is achieved 
by phagocytic scavenging of the mucosa and conveyance 
of bacilli into the underlying tissues. There they set 
up a caseating process in lymph-nodes, which finally 
involves the mucosal surface. Circumrectal suppuration 
surely has a similar origin, the collar-stud in that case 
tracking caudally and pointing under the skin round the 
anus. Disease of bone often presents a collar-stud 
condition or cold abscess, of which the psoas abscess is 
a typical example. 

| PROGNOSIS 


If some of the many glands grouped round bronchi 
and trachea may be the site of active tuberculosis over 
a long period and the source of hematogenous dis- 
semination, we have a starting-point for considering 
both prognosis and treatment. 

The outlook for peripheral lesions depends on (1) 
elimination of the superficial part of an abscess as a 
source of toxzemia ; (2) the control of the deep end of the 
collar-stud either by general measures, local splinting, 
or excision ; (3) the encapsulation and continued quies- 
cence of any deep gland focus responsible for vascular 
dissemination ; and (4) the sum of heredity, environ- 
ment, and the ego, which make up the pattern of the 
individual life. 

Uncomplicated by persistent and obstructive regional 
adenitis, cavity closure in the lungs and sputum con- 
version may be relatively simple, either by general treat- 
ment alone or by general treatment and local splinting. 
In the presence of such adenitis, with or without ulcera- 
tive tracheobronchitis, collapse therapy is relatively 
futile ; moreover, a source of hematogenous dissemina- 
tion, the deep gland, may continue to shower the blood- 
stream and produce metastatic foci. In twenty years of 
medicine J can recall several adult deaths from’ tuber- 
culous meningitis unassociated with open lung disease 
but associated at necropsy with evidence of very definite 
mediastinal abscess. Therefore some of the two or three 
cases one sees annually of adult tuberculous meningitis 
and limited pulmonary. disease may derive the 
meningeal infection by vascular dissemination from the 


‘mediastinum. 


There does appear to be gome variation in the prog- 
nostic significance of the individual bacillemic metastasis. 
With the possible exception of lupus, cutaneous and 
superficial eye conditions heal. Cervical adenitis com- 
monly subsides. Lesions of bone and joint, though 
often tedious, have a good outlook with modern treat- 
ment. Circumrectal suppuration, if adequately dealt 
with, is not comparable in the seriousness of its outlook 
with disease of the reproductive organs; and definite 


ulceration of the urinary tract is often of grave 


significance in spite of the numbers we all know going 
about ‘the world with one kidney apiece. Young and 
Davis (1926) declared with little qualification that, when 
the urinary tract became involved in their patients, the 
prognosis was bad, and most of them died. Tuberculous 
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peritonitis, like tuberculous pleurisy, presents great 
variations in its course, and the associated lesions have 
a direct bearing on the outcome. If it is combined with 
pericardial effusion and later constriction, not uncommon 
in the second decade, the cardiac symptoms become 
prominent. In two such recent cases occasional positive 
sputum reports were received, though no pulmonary 
cavities were evident, and fistulæ from caseous tracheo- 
bronchial glands into the bronchi were assumed. Multiple 
lesions, developing at intervals, indicating persistent 
bacillemia, cause us almost to despair. 

Pottenger (1944) wrote that his conception of hae 
tuberculosis was that of a disease accompanied by 
repeated episodes of metastasis and body reaction, each 
of which, according to its relative severity, strengthened 
or weakened: the host’s resistance: ‘‘ New infection is 
prevented or accomplished, and the patient cures or 
kills himself according to the sum total of the effects 
of the multiple invasions . . . an endogenous source of 
reinoculation requires abové all other tuberculous lesions 
prolonged treatment, rehabilitation, and aftercare.” 


i 


TREATMENT 


In the recumbent treatment of bone and joint lesions 


it has many times been observed that associated pul- 
monary disease tends to improve, sometimes in a remark- 
able way, so much so that one does not hesitate to adopt 
a plaster bed in- the deliberate treatment of lung lesions 
where other less tedious means are not applicable. Were 
the lesions skeletal, the surgeons might plan much longer 
periods in plaster beds than we have so far attempted. 
Though Peck and Willis (1945) enlarged on the dangers of 
rest in bed, among which they placed lack of adequate 
pulmonary drainage, they perhaps underestimated the 
motility of ciliated epithelium and the fact that arrange- 
ments for frequent tilting in any plane can be made. ` 

It is remarkable how readily patients face the prospect 
of a long recumbency in a plaster bed when spine or hip 
is affected by tuberculosis. One hesitates to confess 
bluntly to a patient who has submitted to many things 
that the usual gamut of treatment for his pulmonary 
disease has been unsuccessful, and to offer the alterna- 
tive of a plaster bed for the bronchomediastinal gland 
affection ; but patients receive this verdict and sentence 
with the same fortitude and acquiescence as their ortho- 
pedic counterparts: They will as steadfastly and cheer- 
fully endure the long succession of uneventful days 
untroubled by the weekly weighings or thoughts of liberty 
. which tend to obsess patients once some exercise is 
permitted. 

The average duration of treatment may be no less than 
for spinal caries; but, unless one is indifferent to the 
production of tubercle bacilli and the very poor outlook 
of such unresolved conditions, it should continue until 
complete encapsulation and apparent quiescence are 
achieved. Tuberculosis is an inflammatory process 
which, if it is to be arrested, demands rest until the 
viable bacilli therein are liquidated. 

The first principle of treatment is adequate rest. 
Ambulant bilateral artificial pneumothorax as an initial 
measure in pulmonary disease may or may not provide 
rest but is as poor a thing to offer any patient for first 
choice as ambulant treatment of spinal. caries. The 
constitutional improvement so often manifest with 
recumbency and splinting in the fresh air we accept today 
as a matter of course, but the aim of exposure should 
be tonic and reflex, to which end a cool breeze is more 
potent than heat. 

Chronic inflammation of lungs leads to formation of 
fibrous tissue, with compensatory emphysema, and even 
normal lungs have but a brief period of maximal 
functional capacity, which varies somewhat between 
individuals owing to the inherited quality of their tissues. 
Inflammatory degenerative changes suggest that there is 
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more truth in the statement that a man is as old as his 
lungs than in the more often cited arteries or kidneys. 
The capacity to absorb oxygen is reduced, and in an 
otherwise healthy person an increase of 10-15% 
above normal in the hemoglobin content of the blood 
would be anticipated as a compensatory phenomenon. 


It follows that adequate transfusion of packed red cells. 


to raise and maintain the hemoglobin above 100% in 
patients with chronic tuberculosis whose hæmoglobin 
is deficient, and who rarely respond well to the exhibition 
of iron, may be expected to have a dramatically beneficial 
effect, reducing toxe#mic symptoms, improving local 
disease, and increasing the tolerance of bilateral collapse 
measures in the chest. Psychological improvement is 
common, and the amount of optimism which can be 
injected with the red cells from three pints of blood must 
be seen to be appreciated. 

A pulmonary cavity will not usually close and remain 
closed while the draining bronchus is the site of disease 
or is surrounded by diseased glands. Neither foreign- 


body occlusion nor complete bronchus stricture is © 


surgically sound, and this mechanism of cavity closure, 
though it. may work sometimes, is less attractive than 
a healthy bronchus giving free drainage and a free airway. 


It is a common experience, in suction drainage of a 


tuberculous cavity of the lung, that the secretions become 
serous, tubercle bacilli are temporarily absent, and 
partially occluded bronchi often become fully patent. 
It is doubtful if thoracoplasty should be performed for 
any considerable cavity before demonstrating that the 
Instead, suction drainage 
should be established until the airway is free, or else 
maintained during and after the major surgical procedure. 

The occurrence of this chronic, progressive, and 
obstructive bronchomediastinal adenitis in pulmonary 
tuberculosig is sufficiently common to impress one with 


‘ the need of its early diagnosis and subsequent modifica- 


tion ‘of the plan of treatment. There is no more 
inaccessible disease process in the human body; but, 


in summary, treatment is regulated by the foregoing . 


considerations, in which emphasis has been given to 
strict recumbency, open air, and a high hæmoglobin 
concentration, maintained, if necesgary, by repeated 
blood-transfusion. 

Local measures of splinting of parenchymatous 
disease may continue and are indeed required as urgently 
as when uncomplicated by obstructing lymph-nodes. 
Some additional risk is associated with artificial pneumo- 
thorax, and effusions are common. Particularly with 


excavation in the lower lobe, diaphragmatic paralysis 


and pneumoperitoneum may be nearly as effective and 
much less dangerous. 

My general practice in bacillary positive pulmonary 
tuberculosis is to induce an artificial pneumothorax or, 
if necessary, bilateral collapse, divide intrapleural 
adhesions, and be prepared to get out at any time. ` If 
cavities balloon, persistent atelectasis develops, or 
effusions proye troublesome, I substitute . interruption 
of the phrenic nerve and pneumoperitoneum. | 

After a trial of these measures, if the sputum or the 


gastric fluid still contains tubercle -bacilli, bronchoscopy 


\ 


. may be undertaken to inspect the air passages. Generally 


it is not a necessary adjunct of treatment before this time, 
and even then negative findings only exclude a fistula 
or a constriction of a bronchus from a limited field. 
Such lack of positive bronchoscopic evidence should 
not deter diagnosis of bronchomediastinal disease and the 
return of the patient to the most strict recumbency. 
When major surgical collapse is carried out in the 


- presence of bronchomediastinal disease, the persistence 


of bacilli in the sputum is to be expected. The criteria. 
of quiescence following thoracoplasty tend to be some- 
what lax compared with those measures with less finality 
about them, and the use of culture or of guineapig 
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inoculation of centrifuged gastric contents to determine 
the bacillary state is less common than in pulmonary 
disease otherwise treated. The end-results of thoraco- 
plasty would be improved if the high incidence of central 
glandular disease in cases requiring that operation were 
accepted and treatment were prolonged until secretions 
were free of tubercle bacilli by the most rigid tests. 


SUMMARY 2 


Regional tuberculosis is very often due to vascular 


dissemination from mediastinal adenitis. 

Tuberculous mediastinal adenitis is likely to cause 
repeated bacillamia. : 

Sometimes it causes endobronchitis, with collar-stud 
abscess, and sometimes pleural effusion. 

Bronchomediastinal tuberculosis is often found (1) in 
children ; (2) in adults with minimal radiological evidence 
of pulmonary disease but with positive sputum; and 
(3) in patients with cavities in whom collapse therapy 
gives no benefit. 

Prognosis of bronchomediastinal tuberculosis depends 
on (1) elimination of the superficial part of an abscess 
as a source of toxemia; (2) control of the deep end of the 
collar-stud abscess by general measures, local splinting, 
or excision; `(3) encapsulation or quiescence of the 
gland; and (4) constitutional factors. 

Treatment i is based mainly on strict recuinbency, open 
air, and the maintenance, by blood-transfusions if 
necessary, of a high hemoglobin concentration, combined 
with the usual local measures. 
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REPORT OF A CASE 


PATRICK COLLARD. Davip KENDALL 
M.B. Lond., M.R.C.P. D.M. Oxfd, M.R.C.P. 
LATE RESIDENT MEDICAL OFFICER LATE PHYSICIAN 
HURSTWOOD PARK NEUROSURGICAL UNIT 


THERE seem to be no published examples of cerebral 
amebiasis followed by recovery, so the case recorded 
here is of considerable interest. 


A sergeant in the regular Army was admitted to the Keden 
wards of the neurosurgical centre at Haywards Heath on 
August 4, 1943, from another hospital. Three weeks pre- 
viously he had suddenly become ill, developing pain over the 
right lower ribs anteriorly and fever. From then onwards 
he continued to have fever, malaise, nausea, and chest pain 
which was aggravated by coughing and deep breathing. 

He had served in the Middle East eight years, during which 
he had had numerous attacks of diarrhcea, but had never been 
diagnosed as having ameebic dysentery. He returned to this 
country a fortnight before he was taken ill. 

On admission he appeared cachectic, was sweating profusely, 
and had a very dirty mouth. Temperature 101-4°F, pulse- 
rate 84, respiration 20 per min. Abdomen not rigid or tender ; 
liver 'and spleen not palpable. 

Examination of the nervous system showed weakness of 
right external rectus muscle, moderate neck rigidity, and a 
bilateral positive Kernig’s sign. . 

A few basal crepitations in chest. 
discovered in cardiovascular system. 

Investigations—Lumbar puncture on August 5 5 gave clear 
colourless fluid under a pressure of 110 mm., no block, total 
protein 180 mg. per 100 c.cm., 10 lymphocytes per c.mm. 

Blood agglutinations on August 5 negative to salmonella 
and brucella organisms. Radiogram of skull on August 6 


No abnormality 


1 
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EMETINE HYDROCHLORIDE gr.! 


Saas 
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Fall of temperature by lysis after emetine. 
normal. Blood-culture on August 10 sterile. Paul-Bunnell 
test negative. 

White-cell count 14,200 per c.mm. 
lymphocytes 15%, monocytes Qn), 

Urine normal chemically and microscopically, 
sterile. No amæœbæ or Entameba histolytica cysts found in 
stools. Five stool specimens were examined by Dr. Joseph 
Bamforth and Dr. J. N. Cummings. 

The patient continued to have a remittent fever up to 
101°F in the evenings, and his general condition remained 
unchanged. 

On August 10 lumbar puncture was repeated. The fluid 
was clear and colourless at a pressure of 90 mm. Total protein 
60 mg. per 100 c.cm.; 17 lymphocytes per c.mm. 

On August 11 the patient developed definite tenderness 
in the right upper quadrant of the abdomen. A friction rub 
was now audible over the 5th right intercostal space in the 
erect and supine positions. The rub disappeared on turning 
the patient on his left side and was therefore regarded as an 
indication of perihepatitis. The liver was tender and palpable 
an inch below the costal margin. 

A course of emetine hydrochloride gr. 1 every night was 
begun, and within 48 hours improvement was evident. The 
temperature began to fall by lysis (see figure), the patient began 
to feel better, and the pain in the chest became less severe. 
After six days (August 16) the friction rub was no longer 
audible, and the right external weakness had recovered, but 
there was now some weakness on the right lower face. 

By August 17 the fever had become intermittent, rising 
in the evening to 99°F, and the malaise had vanished, but 
there was still an aching pain’in the right lower chest. | 

On August 24 a third lumbar puncture was done. The 
fluid was clear and colourless, under normal pressure, with 
total protein 70 mg. per 100 c.cm. and 1 lymphocyte per 
c.mm. The liver was still tender and just palpable. 

On August 27 convalescence was interrupted by an acute 
right-sided lobar pneumonia, which responded satisfactorily 
to sulphathiazole, and, by Sept. 15 the patient was afebrile, 
with no abnormal signs in the chest or nervous system, and 
the liver was no longer palpable. 

On Oct. 22 the chest was examined by screening. This 
showed the right dome of the diaphragm to be raised and 
moving poorly on respiration. The patient was sent on leave, 
and on his return on Nov. 8 he was given a course of E.B.I. 
er. 10, at the end of which he was feeling well and was free 
from abnormal signs in the con nervous system, abdomen, 
or chest. 

Further radiography of his diest on Dec. 1 still showed the 
right dome of the diaphragm to be raised and deformed. 

The patient was kept under observation as an outpatient, 
and when last seen on Feb. 26, 1944, he was symptom-free 
and no abnormal signs were elicited on physical examination. 
Sigmoidoscopy was performed once, but nothing abnormal 
was found. 


(polymorphs 83%, 


culture 


COMMENTS 


The diagnosis in this case was based on the history of 
diarrhoea in Africa, the appearance of a hepatic rub and 
tenderness, and the .dramatic response to emetine. 
This combination was thought to be a sufficient basis 
for the diagnosis, in spite “of the negative results of 


- stool examinations. 


Amæbic infection of the brain has been recognised 
for many years, having been described by Morehead in 
1856. Amæœæbæ were first demonstrated in the abscess 
cavities by Kartulis (1904). Legrand (1912) described 
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a case, and Armitage (1919) collected 48 cases from the 
literature. None of these workers, however, reported 
any recoveries. Neither craniotomy and evacuation 
of the abscess cavity nor treatment with emetine met 
with any success. 

The patient reported on here was presumably treated 
much earlier in the development of his cerebral lesion 
than were those who died. It seems likely that he had 
only foci of amebic encephalitis, which never proceeded 
to abscess formation. According to Armitage (1919) 
“ the process originates from small areas of true amæbit 
meningitis, the infection reaches the depths of the 
nerve tissue.” This concept may well be correlated. with 
the clinical findings in our patient, who presumably 
was cured before any significant invasion of the brain 
tissue had taken place. The transitory cranial-nerve 
palsies must be regarded as an indication of a basal 
amoebic. meningitis. 

REFERENCES 
Arm itage, F. L. (1919) J. trop. Med. Hwg. 22, 69. 
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Legrand, H. (1912) Pr. méd. 
Morehead, ©. C. 16° Clinical Researches on Disease in India, London, 
vol. I, p 


Reviews of Books 


Forensic Medicine 
KEITH Simpson, M.D. Lond., lecturer in ENEA medicine, 
Guy’s Hospital, London. London: Edward Arnold. 
1947. Pp. 335. 16s. 


THis short textbook, well printed on good paper, is 
intended primarily for the student, the general practi- 
tioner, and the barrister. Subject matter is well chosen, 
illustrative and vivid case-histories being briefly quoted 
in support of the text. The legal sections are concise 
and adequate. “The 114 illustrations are mostly good and 
always instructive. This book is the work of an expert 
with a wealth of material at his disposal. The practising 
pathologist is bound to find something of interest in it, 
though he will doubtless hope to see at some later date a 
more exhaustive volume, complete with references, by 
the same author. 


The Psychology of the Unwanted. Child 
AGATHA BOWLEY, PH.D., psychologist to the school 
psychological service, Leicester. Edinburgh: E. & S. 
Livingstone. 1947. Pp. 112. 6s. 


: THis is`a useful and timely book. Though well 
written, it demands only a modest degree of literacy 
in the reader, and can therefore be recommended to the 
kindly but ignorant who are venturing on the hard task 
of caring for the unwanted and: unloved child. Miss 
Bowley teaches psychology through vivid and convincing 
examples. She goes on to give advice whose only defect 
is a certain excess of dogmatism. The art of upbringing 
is to treat the child rather than the behaviour, and this is 
perhaps obscured a little in her sensible lists of Do’s 
and Don’ts. This does not detract from the value of 
the book as an introduction, especially for trainees who 
have experienced teachers to point out the subtleties 
that are here sacrificed to lucidity. | 


Handbook of Preventive Medicine 
Air Ministry. Air, Publication 1269B. London: H.M. 
Stationery Office. 1946. Pp. 312. 7s. 6d. 


RESPONSIBILITY for the health of a military unit rests 
ultimately with the commanding officer, but in the 
nature of things this duty will devolve for the most part 
on the medical officer.: Ignorance of the practical 
aspects of preventive medicine is an almost invariable 
characteristic of the doctor newly joined from private or 
hospital practice, and if he is wise he will make full use 
of a textbook such as this. Among civil publications 
there is no equivalent to the Service manuals of hygiene. 


This short book, in a loose-leaf binding, includes chapters 


not only on water-supplies, conservancy, and com- 
municable diseases but a detailed consideration of 
environmental hygiene. Indeed so much useful detail has 
been compressed into this chapter that one regrets that 
the chapter on water-supplies in the field does not supply 
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all the information the harassed medical officer is asked 
to supply at a moment’s notice ; one might add that the 
advised quarterly testing of an established water-supply 
is hardly sufficient for safety. There is little unnecessary 
matter, though the make-up of the vitamin-B complex 
might have been abbreviated to less than half of the 
space devoted to diet; the illustrations are good and the 
index sets a standard higher than is usual in Service 
manuals. At the risk of adding a little more length 
it would be helpful if this book contained references to 
the Air Council Instructions and other regulations: con- 
cerned ; there are few more dreadful tasks than a search 
through volumes of official instructions—supplemented, 
amended, and cancelled—to find authority for some 
routine procedure. : 


Uterotubal Insufflation . 
- I. C. RUBIN, M.D., F.A.C.S., clinical professor of 
gynecology, College of Physicians and Surgeons, 
Columbia University, New York. London: H. Kimpton. 
1947. Pp. 453. 50s. 

THis book, though not for the general reader, will be 
welcome to the specialist. As the originator of utero- 
tubal insufflation, Professor Rubin writes with authority, 
and his book is one of the most comprehensive and 
thorough discussions of the method so far published. 
Illustrative cases, kymographic records, and X-ray plates 
have been s y chosen, and there are innumerable 
drawings (some of them rather fanciful) and tables. 
He deals in detail with the anatomy, physiology, and 
pathology of the fallopian tubes, and their relation to 
ovarian function. The technique of insufflation is 
minutely described, and its diagnostic and therapeutic 
value and its dangers are compared with those of utero- 
salpingography. . He sent out questionaries to some- 
3000 workers using insufflation in all parts of the globe, 
and from replies received has constructed tables giving 
information about some 70,000 insufflations. A biblio- 
graphy of nearly 1000 references also testifies to the care 
and thoroughness given to this work. 


Asclepius l 
A Collection and Interpretation of the Testimonies. 
Emma J. EDELSTEIN; LUDWIG EDELSTEIN. Baltimore: 
Johns Hopkins Press. London: Oxford Universit 
Press. In 2 vols. 1946. Pp. 470 and 477. 50s. 

Tus fine work is for the student and connoisseur of 
ancient history rather than the ordinary reader, But 
whether one is dealing with the legendary Asclepius or 


the mortal physician of that name, later to be deified. 


as a man-god, the story is one of absorbing interest. 
The first volume may be said to be explanatory, while the 
second is devoted to analysis and interpretation of the 
data. It seems clear that Asclepius practised his art, 
with an ever-increasing reputation, about the Homeric 
era. Of his actual birthplace, life, and death little or 
nothing is known; but his fame as a healer of wounds 
and disease spread all over Greece, and preventive medi- 
cine was a factor especially extolled and practised in the 
Asclepian cults. In spite of the advent of Christianity 
the worship of Asclepius at Epidaurus and elsewhere 
outlived that of all the other Greek gods. He was: 
indeed regarded as the Greek Saviour ; for was he not the 
God of Medicine who performed miracles, cured the . 
sick, and showed charity to all? Much of his devotion 
2 humanity finds a parallel in the life and teaching 
of Christ. 


Essentials of Syphilology (2nd ed. Oxford: Blackwell. 
1946. Pp. 465. 25s.).—The first edition of Dr. Rudolph H. 
Kampmeier’s informative book appeared in 1944. Unfortun- 
ately the new edition bears no evidence of recent revision, 
references still being confined to papers published before that 
date, and the only note on penicillin is the hasty paragraph 
crowded in at the end of the first edition. The value and 
drawbacks of penicillin treatment of syphilis can now be more 
accurately assessed, and it should have taken its place beside 
classical methods in the long section on treatment. This 
remains a solid and instructive textbook, though not now 
fully contemporary. 


_ Corrigendum.—The English publishers of Early Ambulation 
(reviewed on June 7) and of Renal Hypertension (reviewed on — 
June 21) are Blackwell Scientific Publications, of Oxford, and 
not Messrs. Bailliére. 
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Control of Epidemics in Public Schools 


EVERYONE agrees that boys or girls in residential 
schools found to be suffering from an infectious 
disease should be isolated—preferably in the school 
sanatorium—at the earliest possible moment ; but 
when we come to the length of their detention, which 
turns on the duration of infectivity, there is diversity 
of opinion and practice. Nor is there unanimity on 
the advisability and length of quarantine for those 
exposed to infection. Quarantine, a term with a long 
and chequered history, has been defined! as “ the 
limitation of freedom of movement of such susceptible 
persons . . . as have been exposed to communicable 
disease equal to the longest incubation period of the 
disease to which they have been exposed.” Its value 
as a measure of control can be assessed on its results 
in practice, but its duration for any particular infectious 
disease is difficult to decide until we possess more 
accurate knowledge of the length of incubation periods 
in terms of infectivity. 


In his presidential address to the Medical Officers, 


of Schools Association (p. 1 of this issue) Dr. 
R. E. Situ recalls that at Rugby School quarantine 
gave place many years ago to observation during the 


incubation periods of those deemed to have been. 


exposed to infectious diseases. As the result of his 
own experience and that of his predecessor, A. I. 
SmmeEy, he is satisfied that quarantine is an extremely 
wasteful procedure—a conclusion which was reached 
by Scorr? from his analysis of its results in the 
quarter of a million members of the Post Office staff. 
At Rugby from 1933 to 1947, of 203 boys exposed to. 
one or other of the common fevers about half had 
had no previous attack, yet only 3 boys suffered 
clinical attacks, and in the sixteen years 1931-47, 
during which 75 outbreaks of infectious diseases 
occurred at the school, “not one of the originators 
had the slightest idea that he had been exposed to 
infection.” A “susceptible ” to an infectious disease 
is prima facie one who has not had a previous overt 
attack or who cannot be shown to possess immunity 
by specific tests where these exist ; but, as Dr. SMITH 
shows, besides those presumably immunised by pre- 
vious attacks there are many boys who have had 


either doubtful attacks in earlier years or no recognised — 


attack at all, and who yet pass unscathed through 
several epidemics. He thinks they are “ probably ” 
immune. It has long been known from the results of 
Schick and Dick tests that large numbers of children 
become immune to diphtheria and to scarlet fever 
—that complication of hemolytic streptococcal infec- 
tion, as SCHOLES,’ of Melbourne, regards it—without 
suffering overt clinical attacks. The cultivation of 
viruses on chick embryos now includes the causal 
agents of mumps and measles. Complement-fixation 
tests carried out with mumps virus and blood-serum 


1. Control of Communicable Diseases: Report of the American 
Public Jfealth Association. New York. 1945. 


2. Scott, W. L. Lancet, 1941, ii, 739. 
36 Scholes, F. V. G. Med. J. Aust, 1946, ii, 617. 
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have enabled the members of the American Army 
commission on measles and mumps‘ to determine 
that whereas only 60% of the population of the U.S.A. 
gives a history of clinical mumps, 33% of young 
adults possess a high degree of immunity to the 
disease. STOKES, discussing the use of gamma- 
globulin derived from large pools of adult blood 
plasma, concludes that “the presence of antibodies 
against infectious discase in human plasma appears 
to depend upon exposure to antigenic stimuli resulting 
from both subclinical or inapparent infections and 
from clinical infections.” Thus Dr. Smiru’s “ prob- 
ably ” becomes virtual certainty. But his conclu- 
sions are hased on boys of public-school age excep- 
tionally fortunate in their school environment, and 
one should bear in mind the cautionary note of the 
school epidemics committee of the Medical Research 
Council ê : 
“ Great differences,” they say, ‘in house organisation 
are to be found especially in the boys’ schools, while in 
standards of accommodation wide variations occur not 
only between different schools, but between different 
houses in the same school, and between different dormi- 
_ toriesin the same house. All these variations complicate 


epidemiological questions to an extent which renders 
comparative deductions very dilficult.’’’ 


Abolition of quarantine might succeed in public schools 
where the basal immunity to the common fevers 
is relatively high, and the attack-rates consequently 
low, but be unsuited to preparatory schools receiving 
children of lower age-groups containing a large pro- 
portion of susceptibles. Nevertheless, epidemiologists 
on both sides of the Atlantic do not recommend 
quarantine as a measure of control of the common 
fevers except in one or two instances and then in 
modified form.! As to isolation, there is no doubt 
that the periods still imposed in some school sana- 
toria, and in some fever hospitals for that matter, are 
unduly long and result in unnecessary pressure on 
the accommodation, tedium for the patient, and 
dislocation of parental plans for the holidays. For 
this the various and varying ‘ codes ” are in part to 
blame ; and it is to be hoped that a uniform procedure, 
such as that followed in the U.S.A. since the code of 
the American Public Health Association was officially 
adopted, will be possible here. 

In such bacterial diseases as diphtheria (rarely 
encountered in public schools), scarlet fever, and 
whooping-cough, the batteriologist can tell us, with 
varying degrees of certainty, whether the patient is 
yet free from infection, but in the virus diseases 
length of infectivity is still based on empiricism and 
experiencé. Yet, as Dr. SMITH points out, the length 
of infectivity is influenced by such factors as climate 
and the health of the tissues attacked. Thus it is 
reasonable to conclude that healthy public-school 
boys are infectious for a shorter time than the average, 
and that earlier release from isolation is thereby 
justified. But if this is so, it will be impossible to 
determine by planned experiments a constant period 
of infectivity in individual virus diseases, which is 
what Dr. Smiru desires. A duration of infectivity 


= worked out in public-school boys would not necessarily 


be applicable to the child in the tenement. Dr. 


4, Bull. U.S. Army med. Dep. 1947, 7, 237. 
5. Stokes, J. R. jun. Ann. intern. Med. 1947, 26, 353. 


6. Epidemics in Schools. Spec. Rep. Ser. med. Res Ca n, 
no. 227, 1938, p. 50. 
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Smita believes, like the late J. D. ROLLESTON and 
most other epidemiologists, that in mumps swelling 
and infectivity disappear simultaneously. In measles, 
too, infectivity has certainly ceased by the time the 
rash has faded, and Dr. Smitu’s criterion for freedom 
from infection—4 or 5 days’ convalescence after the 
temperature is normal—is ample. As to scarlet fever, 
next to the progressive decline in the severity of the 
disease, nothing is more remarkable than the shorten- 
ing of the period of isolation in fever hospitals, a 
change in practice initiated, or at least accelerated, by 
A. C. Parsons’s report? 20 years ago. ‘The 6 weeks’ 
detention for the uncomplicated case, which was then 
usual, became 4 and of recent years 3—4 and in a few 
hospitals not much over 2 weeks. Hence the month’s 
detention that Dr. SMITH advocates is even a little 
generous. Incidentally, it has been shown 8 that the 
dangerous carrier of the hemolytic streptococcus is 
not the pharyngeal but the nasal carrier ; hence the 
importance, if terminal swabbing is resorted to, of 
including the nose. The experience with whooping- 
cough at Rugby School is unusual inasmuch as 

catarrhal symptoms were absent and vomiting and 
whooping were infrequent—another difference between 
patients of public-school age and younger children. 
The schoolboys probably possessed some degree of 
immunity which modified their attacks. Dr. SMITH 
believes that by the time the whoop arrives a schoolboy 
will be free from infection, but this is certainly not 
- always true of younger children, whose postnasal swabs 
are sometimes positive for H. pertussis in the second or 
later week of the paroxysmal stage. 

Dr. Smitx has given a valuable lead ; his experiences 
should be extended and diversified by medical officers 
of other schools and the combined findings presented, 


perhaps, in a further report by the school epidemics 


committee of the M.R.C. It is only by such means 


that epidemiological problems can be viewed in their 


entirety and in correct perspective. 


The New Zealand Scene — | 


It is now nine years since the New Zealand Social 
Security Act was passed, and for the last five of these 
years its principal medical provisions have been in 
operation. The developing pattern of the Dominion’s 
health services is growing clearer, and a time has come 
when one should be able to assess gains, recognise 
mistakes and shortcomings, 
possibly . suggest changes and extensions. All this 
is attempted in a short but instructive book ® by 
Mr. Dovatas Ross, of Auckland, and it is remarkable 
how many of the topics he deems of current and 
urgent importance in New Zealand are ones that also 
demand attention here in Britain. The great shortage 
of nurses, the unexpectedly high wastage of nursing 
students during their training, the scarcity and mal- 
distribution of full-time consultants, and the lack 
of postgraduate instruction for general practitioners— 
these are our problems too. In addition Ross 
touches on the need for more and larger medical 
schools in New Zealand, and makes interesting com- 
7. Some Administrative Aspects of Scarlet Fever. Rep. publ. Huh 

med, Subj., Lond, no. 35, atts 
8. Hamburger, M. jun., Green, M. J., Hamburger, V. G. J. infect. 
is. 1945, 77, 96; Hamburger, M., Lemon, H. M. J. Amer. 
med. Ass. 1946, 130, 836. 
9. Health Reform in New Zealand. By Douglas Robb, F.R.0.s. 5 
F.R.A.C.S8. Christchurch :- Whitcombe & Tombs. Pp. 103. 
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ments on reform of the medical curriculum, and on 
the relative importance of the subjects taught to 
students. But for readers here the most important 
sections of his book are those that survey the progress 
made so far in the State provision of general-practi- 
tioner, hospital, and consultant services in New 
Zealand. Be 

Of the general practitioners a few, in sparsely 
populated areas, are paid by salary; a few are paid 
by capitation fee; but the large majority choose to | 
be paid on an item-of-service basis, by direct claim or 
by one of the “refund ”’ systems.!°!! For each item 
of service given, the State gives the doctor 7s. 6d., 
beyond which additional payment is often arranged 
with the patient. -As was to be expected when fee- . 


` for-service claims were chargeable to a “ bottomless ” 


fund, a premium has been placed on quantity rather 
than quality of work, and Ross is able to write : 


‘The emphasis is placed . . . on the number of acts 
done rather than on quality. Indeed we find the 
doctor personally doing a number of trifling things 
in his practice that ought to be done by a nurse or 
secretary, but are not so done because it is worth 
7s. 6d. a time to the doctor if he does them. 


‘* The distribution of doctors under present arrange- 
ments is interesting. The poor man’s cough is now 
as profitable as the rich man’s, and certain areas both 
urban and rural formerly poorly served have now 
medical men on the spot. So far so good, but a further 
effect is to concentrate medical men in the cities as 
against country districts where the travelling i is greater, 
and where social amenities are fewer. ' Moreover, as 
between general practice on the ‘one hand, and 
specialist, scientific, and teaching work on the ‘other, 
there is a disproportionate attraction to the former. . 
The quality of service rendered under general practice 
suffers under the ‘ fee-per-service’ structure, with. its 
emphasis on quantity rather than quality. The 
tendency inevitably is towards quick superficial work, 
and the avoidance of difficult subjects, times, and 
places. The. patient in genuine need of help at night 
or during a holiday is too often at a serious dis- 
advantage.” 

“ Perhaps the worst feature of the present arrange- 
ments for general practice lies in their assumption 
that the style and scope of general practice as we 
knew it before 1940 was good and left nothing to be 
desired. Only make it universally available and all 
will be well! The truth is that many medical leaders 
had become more than doubtful of this proposition, and 
were trying to wean both people and doctors away from 
their addiction to the old style and methods with their 
inevitable bottle of medicine. Far from helping this 
endeavour, the Social Security Act has confirmed the. 
old methods, and entrenched their already vested 
interests with richer rewards. than ever.” 


The truth of these remarks is borne out by a study 
of the pharmaceutical costs. In the year 1942-43 
these totalled £563,247. In the following year they 
exceeded £760,000, and we then commented"; 
“This sum represents ‘a drug expenditure of. 9s. per 
head of population, and as it excludes all medicines 
supplied to inpatients in hospitals, and takes no 
cognisance of any expenditure on patent or other 
remedies privately purchased, it seems unexpectedly 
large. One must conclude that the new service has 
not deterred, but rather encouraged, ‘the bottle of 
medicine habit ’.”” Now, two years later, the annual 
expenditure has risen to £1,133,366, or 13s. 6d. per 
head of population. The sum paid for drugs is nearly 
as much (78%) as the sum paid out for general 


10. See Lancet, 1944, ii, 731. 
11. Ibid, p. 762. 
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medical care in the same year. But the costs to the 
State of general medical care have been rising too, and 
ROBB says : | 
“ Under these schemes, the doctors have rapidly 
become extraordinarily prosperous. It is com- 
paratively easy to work up a good income almost 
anywhere, except perhaps in rural districts where a 
lot of travelling is still necessary. Actual figures of 
doctors’ incomes are not published, but some which 


are almost fantastic are commonly mentioned in 
Parliament.” 


And yet it is difficult to understand how this comes 
about, unless there are large undisclosed sources of 
income from private practice, for the amount being 
paid out by the State per year still only amounts to 
16s. 10$d. N.Z. (or about 12s. 9d. English money) 
per head of population, a capitation fee that would 
hardly be regarded here as adequate, particularly 


as the ratio of practitioners to population in New ` 
Zealand makes it unlikely that the practitioner can _ 


on average care for more than about two thousand 
patients. True, there are also payments for maternity 
work and in some practices for mileage; but even 
if these extras are included in the general-practice 
budget the annual income from State sources does not 
exceed the equivalent of 15s. English per capita. 
Moreover, among these payments are some that are 
being made to full-time or part-time specialists for 
consultant services, for as ROBB points out: 


“ Under Social Security any patient may claim a 


refund of 7s. 6d. per attendance by a specialist, whether 
in hospital or consulting-room, on presenting the 
receipted account. This provision was made partly 
as a relief to those incurring specialists’ bills, and is 
a considerable relief, particularly to patients whose 
hospital stay is a long one.” 


It must not be forgotten, too, that quite large numbers 
of the doctors working in general practice in New 


Zealand have taken higher qualifications, and could 
well claim to be regarded as part-time specialists. 


Ross is aware of this but a little undecided about the . 


desirability of encouraging the continuance or exten- 
sion of the tendency. He remarks on the high pro- 
portion of New Zealand graduates who have travelled 
to Britain or the United States for special post- 
graduate experience and study, and says of them: - 


‘* A large number returned to New Zealand—more 
than could be occupied as genuine medical or surgical 
consultants. The majority combined gencral practice 

_with medicine or surgery in a main centre, country town, 

or even small town, perhaps in later years dropping 
the general work, and practising as consultants. A 
few have succeeded in consulting practice from the 
outset, but only in the main centres. 


‘ This system over the years has brought a large 
amount of good practical experience to the country.... 
It has produced the characteristic all-round man 
whose type is admired by many in New Zealand—the 
man who will do a large general practice, with obstetrics 

and anesthetics, and also hold a visiting medical or 
surgical post at a large hospital. This type has 
certainly produced great labours, and for general 
competence and commonsense he would be hard to 
beat. He showed at his best in a country town with 
a small hospital. In a large town he was often very 
successful but tended in time to lose interest in his 
. general work, and at the same time to be overshadowed 
in his special work by his colleagues who were in 
straight-out consulting practice. Some have in time 
become good consultants, but others, through years 
in general labours, and the unavoidable loss of the 
student and scientific attitude, have never attained 
a good level. 
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“The few who have attempted consulting work 
from the beginning have as a rule achieved more in a 
medical sense, but have been hampered by the general 
status of the hospitals, the arrangement of appoint- 

ments in the hospitals, and the general scantiness of 
laboratory, scientific, and library assistance. Moreover, 
consultation has never been fully used in New Zealand, 
largely owing to the circumstances referred to under the 
‘all-round man’ where consultation often seemed 
superfluous to both doctor and patient.” 


It becomes obvious that Ross is himself hoping for 
conditions which will favour a functional separation 
of general practice and specialism, leaving the pre- 
ventive, educational, and psychological approach 
particularly to the general practitioner, while the 
specialist concentrates on a higher technical skill and 
perhaps on a more critical mental attitude to new 
developments in medicine. ROBB maintains that 
“no man can serve his patient adequately as both 
general practitioner and specialist—one branch or 
other, or both, will be done poorly.” Rather he 
believes that ‘‘ general practice should be planned in 
health centres, and that specialist practice should 
be based in the general and special hospitals, with 
outpatient departments or polyclinics for’ consulta- 
tion and investigation. The one arm should utilise the 
other freely for help whenever possible, but it only 
perpetuates present confusion to have dissimilar 


- functions performed by the same man in the same 


place.” He holds that New Zealand is too small a 
country to afford both public and private hospital 
and consultant services, and he therefore favours a 
salaried specialist service based upon government- 
provided hospitals. He believes that New Zealand 
should have tackled the problem of hospital provision 
much more radically than it has. He commends the 
courage with which the new Act in Britain sets out 


_to weld all the hospitals in the country into one system. 


New Zealand has been content to allow its hospitals 
to continue under their former ownership and manage- 
ment, and has arranged for the payment of grants- 
in-aid in respect of all patients using the hospitals. 
These were at first 6s. per day, and are now 9s. per 
day; they are payable in all hospitals, public and 
private alike, the difference being that whereas in 
public hospitals any cost beyond this grant is borne 
by rates or taxation, in private hospitals the patient 
has to make up the deficit. And Robs explains that 
private-hospital costs and fees have risen so steeply 
of recent years that the benefit to-the patient of this 
grant-in-aid is hardly noticeable. The smaller private 
hospitals—of the type we should call nursing-homes— 
find it hard to keep going. : | 


“ The Government through the Health Department, 
in an apparently laudable endeavour to raise standards 
in these smaller hospitals, have imposed conditions 
that are impossible of fulfilment, and if possible would 
be prohibitive in cost. The result is almost a whole- 
sale closing down of smaller private hospitals, particu- 
larly maternity homes. For example, during the 
twenty-two months ending in September, 1946, the 
number of private maternity hospitals dropped from 
172, representing 1059 beds, to 113, representing 700 
beds.” 


“ No one would say these private hospitals are ideal, 
but many do good work of an individual type which 
constitutes a real community service. At least they 
carry part of the burden of hospital services of the- 
country, and until the public system is rationalized and 
made adequate toits task, we can ill afford to lose them 
—perhaps not even then.”’ | 


a 
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The cost of the social services to New Zealand 
is very high. Even at this time of full employment, 
and among a population with a comparatively small 
proportion of elderly people, the cost represents 
a charge of over 10% of the gross income of the 
inhabitants. So far they seem uneasily conscious 
that they are getting less for this great expenditure 
than they have the right to expect : 

‘ The people as a whole want something better than 
they have got. Political power at the moment is 
fairly evenly divided in the country, and there is reason 
to believe that both parties have accepted the broad 
idea of the social organization of health services, and 
also are aware that what we have got under that guise 
at the present time is, for a variety of reasons, 
inefficient, wasteful, and altogether unworthy of the 
people and the country. a 


“ The Social Security scheme at present operating 
in New Zealand attempts to provide the benefits of 
modern medicine for everybody. But it offers a 
service far inferior to that which modern medicine 
could give us. At the huge price paid, it is dearly 
bought.”’ a 

Ross concludes that “‘ it should be our aim—and more 
specifically the aim of the government and of the 
medical profession—to plan a service based on 
function : 
people, and the capacity of the medical profession, 
with all the resources of modern knowledge and 
organization, to meet those needs.” 


Mechanical Aids in Cardiology 


SINCE the fashion was set up by WENCKEBACH and | 


MACKENZIE cardiologists have been pioneers in applied 
physics. 
ment from STEPHEN HALE and his measurements 
of blood-pressure in the horse. The cardiologists of 
today are keeping pace with the rapid advances in. 
physics and ingeniously harnessing the latest discoveries 
to the service of the patient with cardiovascular 
disease. 


The development of modern electrical amplifying 
systems, has given a new impetus to electrical stetho- 
scopes. QOLson! has introduced an acoustic stetho- 
scope which transmits the heart sounds very much 
more truly than the orthodox stethoscope which 
accentuates -certain frequencies at the expense of 
others, so that the listener hears a series of sounds 
which are quite different from those actually produced 
in the heart. From the clinical point of view this 
may not be important,’ since the doctor soon 
establishes his own normal and learns to detect and 
interpret variations from it; but the research-worker 
may get some -useful information from these new 
stethoscopes. It is in phonocardiography that the 
greatest advances have taken place. There are two 
methods of registering the heart sounds graphically : 
the direct, in which an optical capsule system is used,? 
and the indirect, in which a series of electrical 
devices amplify and record the sounds. A further 
refinement is MANNHEIMER’s ? calibrated phonocardio- 
graph, in which the heart sounds are split into six 
frequency bands. Another development, which should 
be invaluable for teaching, is the accurate amplification 
of the heart sounds so they can be heard by groups 

Olson, H. F. Electronics, 1943, 16, 185. 

z. Orias, O., Braun-Menendez, E. Heart Sounds in Normal and 


Pathological Conditions, London, 1939 
3. Mannheimer, E. Acla pædiatr., Stockh., "1940, 28, 1. 
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that is to say, on the real needs of the- 


One might even trace this line of develop- ` 
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of students, either with headphones or a loudspeaker. 
For, this purpose they can be recorded on a disk, on 
cinema film, on wire tape, or on plastic or paper tape 
coated with a finely divided metallic powder. 


In electrocardiography the string galvanometer is 
being replaced by electronic-valve amplifiers, robust 
mirror galvanometers being used for recording. Valve 
amplifiers, with mechanical recorders which trace the 
electrocardiogram on a miniature scale, have been 
devised, and cathode-ray tubes, especially those 
fitted with a long-persistence screen, are increasingly 
popular. Mirror galvanometers with ultraviolet light 
as the source of radiation and lag-belt viewing screens 
are also being used, and ink-writer recorders have 
been adapted for this work. As a result of these 
refinements it is now, possible to register the electro- 
cardiogram of the embryonic chick > and the human 
foetus. Likorr and his colleagues 7 have made an 
electrocardiograph capable of recording continuously . 
for up to twenty-four hours. (ésophageal and even 
intracardiac leads are sometimes used. Another 
development is the recording of the vectorcardiogram 
on the screen of a cathode-ray tube,® this being a 
graphic representation of the magnitude and direction 
of the electromotive force produced by the ‘heart at 
a given instant. Hitherto the vectorcardiogram has 
had to be deduced from leads 1 and 3 of the electro- 
cardiogram, a laborious process. — 


Multiple recording apparatus is sometimes useful 
in clinical work as well as in research and teaching. 
In the phonoelectrocardioscope 9 a double-beam 
cathode-ray oscilloscope makes it possible to follow, 
on a single long-afterglow screen, the phonocardiogram 
and electrocardiogram, or the phonocardiogram and 
sphygmogram, while the heart sounds are heard 
simultaneously through an electrical amplifying 
stethoscope or loudspeaker. Of the many methods 
of plethysmography, two may be mentioned. In the 
photo-electric method ?° light is directed through a 
finger or toe, and the emergent beam strikes a photo- 
electric cell which changes variations in the intensity 
of ‘light, due to changes in the blood-flow to the part, 
into corresponding variations in an electric circuit. — 
The electrical variations are amplified by a valve 
amplifier and recorded with an oscillograph. The 
electrical impedance plethysmograph is based on the 
principle that rhythmical changes in electrical impe- 
dance occur with each heart-beat, when high-frequency 
This method 
is so accurate that it makes it easy to register pulse 
curves from animals as small.as the frog in states 
of shock, or from a small body segment such as a 
finger. In the radiography of the heart the R wave 
of the electrocardiogram can be made to operate the 
X-ray exposure so that it occurs at any desired stage 
of the cardiac cycle. Cineradiography ™ has also been 
combined with electrocardiography, and even contrast. 


; Henriques, C. V. Lancet, 1937, i, 686. 

E. C., Kramer. T. C., Du Bois, 'D., patie, B. H. Amer. 
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radiography of the chambers of the heart is now a 
practical proposition. Perhaps most startling of all 
to the orthodox clinician is the optical recording of 
intracardiac pressure pulses by means of intracardiac 
catheterisation.!3 


Annotations 


THE MEDICAL PROTECTION SOCIETY 


THe London and Counties Medical Protection Society 
owes its name to the time, soon after its foundation in 
1891, when provincial committees were set up to sup- 
plement the central council. With a membership of 
over 22,000, in all parts of the world except the United 
States, the society has long needed a more apt title; 
and at the general meeting on July 16 members will be 
asked to approve abbreviation to The Medical Protection 
Society. 

With accumulated funds of over £112,000 the society 
is in a strong position. During the past year, reviewed in 
the annual report, 1894 new members were elected, 
compared with 1087 in 1945. Of the 1410 applications 
for advice and assistance, many were concerned with 
the implications of the National Health Service Act. 
Several topical subjects are covered by the society’s 
solicitors, Messrs. Le Brasseur & Oakley, in their section 
of the report. It is not always understood, Mr. Le 
Brasseur says, that where a practitioner has retired or 
died in the period between the passing of the Act and 
the appointed day, and the goodwill of his practice has 
not been sold, that practitioner or his representatives 
can apply for compensation payable under the Act for 
the loss of the right to sell the practice. Discussing 
proceedings for alleged wrongful certification under the 
Lunacy Act, the solicitor comments: ‘ It is surprising 
that even in the legal profession it is not fully appreciated 
that no such proceedings will lie except with the leave 
of the High Court.” He also recalls that coroners have 
no power to impose an obligation to notify them of all 
deaths occurring within forty-eight hours of admission to 
hospital. Most cases undertaken by the society involve 
allegations of negligence. Even when unjustly charged, 
some doctors are disposed to avoid further worry by settle- 
ment out of court; but no settlement, says the report, 
is ever secret. 

Almost any member of our profession could find profit 
as well as interest in the records of misfortune and error 
given in this report.!4 Thanks to the society, they 
mostly had happy endings—at least so far as its members 
were concerned. 

SOUR MILK AND TUBERCULOSIS 


THE search for an efficient therapeutic agent in human 
pulmonary tuberculosis goes on intensively, but progress 
is dificult. For a drug to succeed in this field it has to 
overcome three obstacles over and above those present 
in the chemotherapy of streptococcal infections. The 
first is the relative resistance of the bacterium to drugs, 
possibly owing to its fatty constitution. The second is 
the necrotic and non-vascular nature of the lesions, 
as compared with those in other infections and indeed 
with those in experimental tuberculosis in animals, 
making them inaccessible to the drug. Lastly, in this 
chronic disease many drugs which are quite safe for the 
treatment of streptococcal infections show disturbing 
evidences of latent toxicity. The sulphone compounds, 
‘Diasone,’ and ‘ Promizole,’ will 
retard experimental tuberculosis and have been given 
clinical trials but they are too toxic for general use in 
man. The same seems to be true of helvolic acid. 
13. Bloomfield, R. A., Lauson, H. D., Cournand, A., Breed, E. S., 

Richards, D. W. J. clin. Invest. 1916. 25, 639. 


14. Obtainable from the s secretary, Dr. R, W. Durand, at me society” 8 
office, Victory House, Leicester Square, London, W. 


Streptomycin has given even more promising results in 
animals, and has produced some startling remissions in 
tuberculous meningitis and miliary tuberculosis, but so 
far it has not fulfilled the early hopes in pulmonary 
infections. . 

Now the humble domestic lactic streptococci which 
turn our milk sour in hot weather may be pressed into 
service. In 1933 H. R. Whitehead noted that some milk 
streptococci prevented the growth of the organisms used 
in cheese making. Following this up at the National 
Institute for Research in Dairying,! Mattick and Hirsch 
discovered a strain of group-N lactic streptococci that 
could kill, or render avirulent, a heavy inoculum of 
human tubercle bacilli in milk. In this issue they give 
details of the purification and properties of Nisin, 
the antibiotic concerned. It is highly active against 
gram-positive bacteria, much less so against the tubercle 
bacillus, and inactive against gram-negative organisms. 
In this it follows the common pattern: for most anti- 
biotics. It keeps its activity in the presence of blood 
—a prime necessity for a therapeutic agent—and it is 
of low toxicity against leucocytes and in the intact animal, 
though the injection of impure preparations causes some 
necrosis. Its chemotherapeutic activity in animals is 
very striking. A single dose of 50 mg. saved mice which 
were in a moribund state twelve hours after 1000 lethal 
doses of a streptococcus. Ten years ago this would 
have appeared miraculous, but we have grown used to 
substances which can kill streptococci at incredible 
dilutions. In a preliminary experiment with impure 
material, nisin was found to limit but not prevent 
tuberculous infection in animals. 

Nisin is probably not the long-awaited answer to the 
tuberculosis problem, but it marks one more step forward 
in man’s advance against this ever-present foe. 


THE COST-OF-LIVING INDEX 


` WE have already noted ? the projected changes in the 
cost-of-living index recently accepted in principle by 
the Minister of Labour and National Service. He now 
proposes to act on the proposals for an interim index 
based on the results of a sample survey of 10,000 working- 
class household budgets done in 1937-38. The interim 
nature of this index is emphasised in the explanatory 
note announcing this decision? : as every woman knows, 
the range of choice in her purchases is now severely 


limited compared with 1938 ; while, on the other hand, 


an index based on today’s purchases would, we fervently 
hope, be out of date fairly soon. Despite these limita- 
tions, the interim index, including as it does the near- 
necessities of modern life such as cinema tickets, soap- 
flakes, and children’s wellingtons, will be a much more 
realistic indicator of the present pattern of expenditure. 
The inclusion of so many new items raises the question of 
the relative importance to be assigned to them in the calcu- 
lation of the interim index ; where in 1914, 60% of the 
budget was being spent on food, in 1938 food accounted 
for only 35% of the family’s expenditure. This does not 
mean that less food was bought in 1938 ; indeed, greater 
quantities of food were purchased, but the relative 
proportion of the family budget spent on food was much 
less. The new ‘“ weighting’’ for food in the interim 
index thus becomes 35 instead of 60. Similarly, 24% of 
the “ weighting ° is now accounted for by items not 
covered in the 1914 index. 

Such considerations’ may seem a trifle academic at 
this stage; but cost-of-living indices could have an 
urgent personal importance to doctors in the new health 
service. If, for example, remuneration scales were tied 
to cost-of-living indices, a decrease in the cost of meeting 

. Mattick, T. R., Hirsch, A. Lancet, 1946, i, 417. 

A Lancet, 1947, i, 455. 
. Interim Index of Retail Prices. 


Ministry of Labour and National Service. 
Office. 1947. Pp.7. 2d. 
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the needs of a working-class household would be reflected 
in a‘reduction of professional salaries. In other words 
what might be gained on the present inflationary swing 
might well be lost on a future deflationary roundabout. 
That, some may say, is only just; but if justice is to be 
dealt out in this way, then we may plead that the cost- 
of-living index for a middle-class profession should be 
based on the purchases required to maintain at least 
some of the necessities, cultural as well as dietetic, of 
middle-class existence. 


A STREPTOMYCIN BUREAU 


Tue following statement has been issued by the 
Medical Research Council in association with the Volun- 
tary Hospitals Emergency Bed Service : 

Doctors in southern England, including the London 
area, wishing to propose cases of acute miliary tuber- 
culosis or tuberculous meningitis for admission to a 
Medical Research Council trials centre for streptomycin 


treatment should, from July 4, make their request 


through the Emergency Bed Service, London (tele- 
phone: Monarch 8515—day and night service). 
The service will be kept fully informed of the number 
and type of cases which can be admitted to each centre, 
and where a bed is available will direct the inquiry, 
to the appropriate medical officer. It should be 
emphasised that the number of cases which it will be 
possible to admit for treatment during the period of 
the present tests is still limited. 

Trials of streptomycin in tuberculous meningitis 
in children aged up to eight years are also being made, 


under the council’ s authority, at the Alder Hey . 


= Children’s Hospital, Liverpool, and the Royal Hospital 
for Sick Children, Glasgow. 


This is excellent news. It means that doctors in the 
south of England will no longer have to explore a variety 
of official and non-official sources of supply when they 
have a patient with tuberculous meningitis or miliary 
tuberculosis. Henceforward the telephonists of the 
Emergency Bed Service will quickly put the doctor in 
touch with a representative of the Medical Research 
Council, who control the distribution of all the strepto- 
mycin made in or officially imported into this country. 


An obvious and urgent need is for a similar arrangement | 


- to be devised for the rest of the British Isles. 


‘ BETHLEM 


THE Priory of St. Mary of Bethlehem, founded and 
endowed in 1247 by Simon Fitz Mary, has made good 
use of the past 700 years, and can be counted on to 
keep up the tradition, as Sir Arthur Rucker implied 
when he wished Bethlem Royal Hospital godspeed in 
the 700 years of service to the community now to come. 
He was replying to the toast of The Guests, proposed 
by Sir George Wilkinson, at the luncheon given in 
honour of the hospital’s birthday at Monks Orchard, 
Beckenham, on June 28. He pointed to the immense 
opportunities the new era of administration is bringing 
to hospitals and especially to mental hospitals. 
must be, he said, much closer association between the 
treatment of mental and physical illness ; and he recalled 
the two great obstacles now hindering our advance in 
this and other directions within the health services—lack 
of buildings, lack of nurses. In proposing the toast of 
the hospital, Mr. Ralph Assheton, mM.P., mentioned its 
links with the real Bethlehem, where the Basilica of the 
Nativity was endowed in the year a.D. 330 by Constan- 
tine—the only Roman emperor both born and proclaimed 
in Britain. The ancient bond between the church and 
the hospital served as preface for his plea that psychia- 
trists and ministers of religion should endeavour to work 
together more closely for the care of patients. In his 
reply, Sir Bracewell Smith, lord mayor of London, spoke 
of the proposed amalgamation between Bethlem Royal 
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and the Maudsley Hospital. This proposal was approved 
by the London County Council at its meeting last- 
Tuesday. 

Bethlem, which moved from its old buildings in 
Southwark 17 years ago, is a modern well-equipped 
hospital, built on the villa plan. ; and takes 250 patients. 
The villas include an admission block, treatment blocks, 
and a convalescent block; and there are besides an 
administration block, a unit for treatment and research 
containing laboratories and an up-to-date theatre, and 


a separate occupational therapy unit where patients can 


learn weaving,. pottery, needlework, painting, basket- 
work, and other handicrafts. The kitchens and stores 
are housed in a separate building, with the engine-house 
alongside. The chapel stands close to the main gates, 
opposite a well-built nurses’ home. All these buildings 
are set in ample wooded grounds which give room for ` 
orchards, lawns, a cricket field, tennis courts, and gardens. 
The home farm, placed at. one corner of the grounds, 
supplies many of the hospital’s needs. Patients’ rooms 
are simply but pleasantly furnished, and painted in 
light colours ; and the common-rooms—light, airy, and 
charmingly decorated—are the proper sort of surround- 
ings for mentally sick people. If all our mental hospitals 
would accept this principle, the change might well be 
reflected in a higher recovery-rate. — 

During the afternoon of the birthday celebrations, 
H.M. Queen Mary, president of the hospital, paid it a 
visit. With an unerring flair for fundamentals, she 
At Bethlem the part played by 
good food in the recovery of patients is appreeiated ; 
but there are other hospitals in the country where it 
seems they will never learn—not in 700 years. 2 


PROPHYLAXIS OF WAR 


pacifists have found the atomic bomb a positive 
godsend. Their line of argument runs as follows: How- 
ever fallible the methods adopted to secure world peace, 
they simply must be successful : . either we secure world 
peace or we face extinction in a last cataclysm: war has 
finally outlawed itself by reason of its immeasurable 
destructiveness.” 


Dr. Edward Glover, in his further essays on group 
psychology and war,! has the accumulated impatience 
of fourteen years to explode on us. The causes of war, 
he says again, are in the unconscious ; and the causes of 
pacifism are identical with the causes of war-mongering. 
His argument is telling if long; briefly, our attitude to 
war is engendered and moulded by our infantile loves and © 
hates. Frustrated love for the mother and jealous hate 
of the father are primary motives for rivalry between 
men ; for since, as he points out, both primitive loves and 
primitive hates are by their nature destined to frustration, 
the strong instinctive drives which lie behind them must 
be used in other ways. As the child develops a superego 
(old terminology, conscience) he finds opportunity to 
use them. Hopeless love gives the superego power to 
approve whenever the ego obeys accepted canons ; 
hopeless hate gives it power to avenge misdeameanours. 
The stronger the hate the greater the frustration, and the 
greater the sense of guilt by which they are punished. 
The child thus carries in him not only the power to 
punish himself but the ability to feel that punishment 
is deserved. In this way the superego, mirroring the 
strong and vengeful father of the child’s guilty imagin- 
ings, uses up much of his thwarted aggression. But 
when the child comes to manhood and is called to serve, 
in a war an extraordinary situation develops for his 
unconscious mind: he is called on to kill “ the enemy,”’ 
the rival, the other man, as he has so often killed the 
rival father of his fancy; and he is allowed to do this 
with full parental sanction—with the blessing, in fact, 
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not only of the superego but of the “ fatherland.” For 
once he may turn all his aggression outward, and do his 
worst ; he is given a free dispensation from guilt. But his 
unconscious guilt is not to be assuaged by a mere licence 
to practise crime: the need for punishment remains, and 
in war is fully satisfied—he may be killed himself. Herein 
lies, Dr. Glover thinks, the great unconscious appeal of 
war: it frees men to kill or be killed, or to die vicariously 
in the person of a comrade. - The unconscious asks no 
more: it delights in this chance to escape from a life- 
time of anxiety, frustration, and guilt. 3 
Much of this is now common ground. Thus in an 
essay Which has just been reprinted ? Prof. J. C. Flugel 
writes more placidly of the same unconscious gratifica- 
tions brought by war, together with others, such as 
pleasure in danger and adventure, in comradeship, and 
in the release from the daily round. Perhaps, indeed, 
Dr. Glover would find more open support for what he 
says if he did not say it so aggressively. Unfortunately, 
too, his anxiety to drive home the pathology has some- 
what deflected him from prophylaxis. Here he has 
little to offer, for (as he himself says repeatedly) we really 
know next to nothing about the unconscious origins of 
war, and we spend very little time and money in finding 
out about them. In the first edition of this book he 
suggested a good plan of research; and it remains a good 
plan. Apart from this, ‘‘ we ought,’ he says, “ first 
of all to try bringing up children free from the avoidable 
anxieties, guilts and despairs that promote unconscious 


hostilities and so promote war-readiness.”” Exactly: 
but how is it done ? 
Meanwhile we are driven to think fast. However 


inept it may seem to Dr. Glover, the pacifist argument 
quoted above remains reasonable; and it is he who 
fails in realism. When chased by a tiger one does not 
pause to consider the unconscious’ motivation of big- 
game hunting. By all means let us try to discover the 
unconscious causes of war; if we live long enough 
the knowledge is sure to come in handy. In the mean- 
time he must excuse us if we try to find a way out of our 
darkness by the dim glimmer of the conscious mind. 
It is just possible that we may blunder on some solution 
acceptable to our unconscious motives. If we can’t be 
clever we must at least try to be quick. 


' NARCOTICS FOR THE FAMILY 


OnE of the points raised by the case of Dr. Clements 
is how far a doctor may prescribe narcotic drugs for 
himself or for his wife or other near relation. If Dr. 
Clements had had no criminal intent, was there any 
reason why he should take precautions to conceal the 
fact that he was buying such drugs for his wife’s use ? 
The answer depends on whether the drugs come under 
the Pharmacy and Poisons Act or under the Dangerous 
Drugs Acts. The barbiturates are schedule-4 poisons, 
which means that they can be dispensed only on the 
prescription of a registered doctor, dentist, &c.; but, 
whatever the ethical objections, there is nothing in the 
law to prohibit any doctor on the Register, whether in 
practice or not, from prescribing one of these drugs for 
himself or his wife and family, and the chemist will 
normally dispense it without question, provided the 
dosage is reasonable. Narcotics of the morphine, 
cocaine, and heroin groups, on the other hand, come under 
the D.D.A. regulations, and though any doctor may 
prescribe these, he may have them in his possession only 
so far as is necessary for the practice of his pro- 
fession. Any doctor on the Register may therefore 
prescribe morphine for himself or his wife if, for example, 
one of them has an attack of renal colic; and a doctor 
in practice may keep a supply of these drugs in stock. 
2. The Problem of War and Peace. Reprinted in the Year Book of 
` he amar ge 1946. London: Imago Publishing Co. 1916. 
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But a doctor who has retired from practice, or is engaged 
in some non-clinical branch of medicine, may not keep 
any dangerous drugs at all in stock, even though he is 
still a registered medical practitioner. If the doctor 
or his wife becomes an addict, the Home Office takes 
the view that to supply such a person with drugs is not 
in accordance with the doctor’s authority, and if the 
doctor continues to order large quantities of drugs 
merely to maintain the addiction the Home Office will 
take action as soon as the matter comes to its notice. 


TO ENCOURAGE MATERNITY 


AMONG studies carried out for the Royal Commission 
on Population, a survey of childbearing in Britain, made 
by a joint committee of the Royal College of Obstetricians 
and Gynecologists and the Population Investigation 
Committee, has just appeared. The health visitors 
of 424 maternity and child-welfare authorities inter- 
viewed all mothers of babies born between March 3 and 9, 
1946 ; and 13,687 of these mothers codperated. Analysis 
of answers showed that childbearing is costly, the outlay 
ranging from £22 among wives of farm labourers to 
£47 for wives of professional and salaried workers. From’ 
two-thirds to three-quarters of the cost went on clothes 
and equipment, and only about a fifth on medical and 
institutional fees. For the lower-income groups the 
relative outlay in proportion to income is much higher 
than among the well-to-do, and they are also more 
likely to be confined at home, and to resume domestic 
duties and responsibilities earlier. In home confine- 
ments wives of professional and salaried men get relief 
of pain three times as often as the wives of manual 
workers. The committee conclude that there are still 
great inequalities in the care received by mothers of 
different degrees of prosperity. The high cost of child- 
bearing can only be reduced by lowering the costs of 
baby clothing and equipment. 


THE REGIONAL BOARDS 


Havine defined the 14 regions into which England 
and Wales will be divided for hospital purposes, the 
Minister of Health has now appointed the boards whose 
task it is to plan, codrdinate, and provide hospital and 
specialist services in each area. The names which we 
print on another page will have general approval, and the 
new regulations, so far as they go, support the Ministry’s 
claim that ‘‘ the boards will enjoy the maximum measure 
of real freedom of action in exercising their responsi- 
bilities.” Their first care will no doubt be to appoint 
officers, of whom the “ administrative medical officers ” 
They 
will then have to review their resources, consider 
how the hospitals should be grouped under management 
committees, and appoint the members of these com- 
mittees. A formidable amount of work lies before 
them in the twelve months before the National Health 
Service comes into being. 


AT the annual meeting last Tuesday, reported on 
another page, the Royal Society of Medicine’s gold medal 
was conferred on Sir Alexander Fleming, F.R.S., and 
(in absentia) on Sir Howard Florey, F.R.s. The Hickman 
medal, awarded triennially for outstanding work in 
anesthesia, was presented to Prof. R. R. Macintosh. 
The four new honorary fellows of the society are Prof. 
Naguib Mahfouz Pasha (Cairo), Prof. Einar Key (Stock- 
holm), Sir Edward Mellanby, P.R.S., and Dr. C. M. 
Wenyon, F.R.S. 


Srx leading pharmaceutical firms announce a reduction, 
from July 7, in the prices of coloured penicillin sodium salt 
and penicillin oil-wax suspensions. The prices of white 
penicillin are unchanged. l 


1. Population Studies, 1947, 1, 1. 
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REGIONAL HOSPITAL BOARDS 
MEMBERS AND PROCEDURE 


THE Minister of Health has now set up hospital boards 
for the 14 regions of England and Wales which were 
defined last December and which are shown in the 
accompanying map. These boards are to act as the 
agents of the Minister for organising and developing 
the hospital and specialist services of each of their areas, 
and they are to “enjoy the maximum measure of real 
freedom in exercising their responsibilities.” In their 
hands lies the appointment of the hospital management 
committees which will undertake the day-to-day admini- 
stration of all hospitals in the region, other than the 
teaching hospitals which will have their own boards of 
governors appointed by the Minister. 

In selecting the members the Minister has consulted 
a vefy wide range of organisations interested in hospital 
services,“ and besides experienced members of local 
authorities and of the governing bodies of voluntary 
_ hospitals they contain doctors, dentists, nurses, univer- 
sity teachers, industrialists, and trade-unionists. The 
total number in each board varies from 22 to 32. All 
the appointments are honorary and unpaid. 

Roughly a third of the members will retire each 
iyear (they will be eligible for reappointment), and the 
following list shows the names printed in three groups : 
(a) those retiring in March, 1949; (b) those retiring in 
March, 1950; and (c) those retiring in March, 1951. 
(The chairmen will hold office till March, 1950.) The 
names of members of the medical profession are shown 
in bold type. 

NEWCASTLE REGION 


Chairman: Sir Walter Thompson, J.P. (chairman, New- 
castle health committee). 


(a) T. H. Bates, m.p.; Thomas Benfold, c.B.E., J.P. ; 
E. F. Collingwood, c.B.E., J.P.; Alderman Alfred Cooper ; 
D. ©. Dickson, F.R.C.S.E.; John Foster; William Fraser, 


M.B.; J. A. Hutchison; Robert Muckle; T. A. Wright. 

(b) Miss D. R. Gibson, S.R.N.; Prof. R. B. Green, F.R.C.S. ; 
Prof. W. E. Hume, c.m.c., F.R.C.P.; J. R. Murray, M.D. ; 

. Lord Eustace Percy, P.C. ; Viscountess Ridley ; T. C. Squence, 
0.B.E.; William Waddell; Lord Westwood, 0.B.E. 

(c) Alderman A. J. Best, J.P.; Leslie Bird, M.B.E.; G. D. 
Cochrane, J.P. Alderman Jock Cohen, J.P.; Alderman 
P. S. Hancock, O: B.E.; T. B. Harston; R. E. Jowett, M.D. ; 
G. P. Milne, M.B.; Prof. F. J. Nattrass, F.R.C.P.; James 
Oliver. - 

l LEEDS REGION 


Chairman : J. E. Fattorini (chairman, Bradford Infirmary). 

‘(a) Alderman H. J. Bambridge, 0.B.E., J.P.; Alderman 
Lewis Chambers; Lawrence Crowther, 0.B.E., J.P.; Miss 
Mary F. Dykes, S.R.N.; Prof. William MacAdam, F.R.C.P. ; 
D. C. Muir, F.R.C.P. ; Prof. Matthew Stewart, F.R.c.P.; Alder- 
man Arthur Sugden, J.P. 

(6) Alderman David Beevers, J.P.; G@. W. Black, F.R.C.S. ; 
Prof. Andrew Claye, F.R.c.o.c.; Harry Denham; B. Hazell, 
M.B.E.; W. L. Lawton, C.B.E., 3.P.; J. I. Russell, M.D. 

(ce) S. Clayton Fryers; J.C. Hunter; W. S. Macdonald, 
M.C., M.B., J.P.; Mrs. I. Barbara Shaw; Alderman R. E. 
Smith; Prof. R. E. Tunbridge, 0.B.E., F.R.C.P.; Arnold 
Walker; Donald Watson, F.R.c.s. 


SHEFFIELD REGION 


Chairman : Sir Basil Gibson, J.P. (late town clerk, Sheffield). 

(a) Alderman C. F. Bowmer, J.P.; J. W. Brown, F.R.C.P. ; 
Alderman Henry Deer, J.p.; Mrs. F. Julia Everard; A. W. 
Harrison; C. M. Hobson; Lord Quibell; Alderman Edward 
Sheerien, J.P. ; Prof. E. J. Wayne, F.R.c.P. ; Miss A. Wetherell, 
S.R.N. - 

(b) Miss Margaret G. Bott, r.x.c.o.a.; R. E. Dewberry ; 
K. K. Drury, m.c., M.D.; J. P. W. Jamie, M.C., M.D.; A. R. 
Martin; Theophilus Pearson; Prof. G. L. Roberts, M.B., 
B.D.S.; E. W. Scorer, 0.B.E.; Alderman Robert Shaw, J.P. ; 
Alderman W. E. Yorke, J.P. 

(c) Alderman W. Bayliss, J.P. Malcolm Brown ; 
Gladys Buxton, ).p.; Prof. E. F. Finch, F.R.C.S. ; 
Ford; J. L. A. Grout, m.c.. F.F.R.; W. B. Jarvis; 


Mrs. 
Harvey 
Lieut.- 
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Colonel N. G. Pearson, D.S.O., M.C. ; 
A. B. Slack, M.C., M.B. 


EAST ANGLIAN REGION 
Earl of Cranbrook (county councillor, East 
Suffolk). 


(a) Mrs. Hester A. Adrian, J.P.; C. R. Caselton; P. F. 
Dennard; Robert Ellis, m.p.; T. S. Hele, 0.B.E., F.B.C.P. ; 
J. V. Morris, m.s.; Miss J. G. Thompson, S.R.N.; Alderman > 
Mrs. Mary Whitmore. 

(b) Alderman John Brooksbank, J.P.; Alderman William 


G. H. Round, J.P. ; 


Chairman : 


. Brown ; M. W. B. Bulman, F.R.C.S. ; Rev. Canon J. D. Day ; 


R. B. Fawkes, D.S.O., M.C., M.R.C.P.; James Grantham ; 
Alderman Sam Peel, y.p.; E. W. Plumpton, J.P. 

(c) Mrs. Ena Binfield; R. W. Butler, F.R.c.s.; Oswald 
Chivers; J. B. Coster, J.P.; W. B. Gourlay, M.C., M.B. ; 
R. B. Keefe; Sir Cecil Oakes, c.B.E.; R. H. Parker, m.c. ; 
W. H. York. 


NORTH-WEST METROPOLITAN REGION 


Chairman : Fred Messer, M.P., J.P. (chairman, Middlesex 
county’ council). 

(a) Colonel the Hon. J. J. Astor, J.P. ; Mrs. Flora Baker, 
C.B.E., J.P.; H. E. A. Boldero, F.R.C.P.; Miss Vera Dart; Henry 
Fletcher; Horace Joules, F.R.c.P.; Alderman Mrs. Martin- 
Smith, M.B.E. ; A. C. Morson, 0.B.E., F.R.C.S. 

(b) Miss Elizabeth Cockayne, S.R.N.; Prof. §. J. Cowell, 
F.R.C.P.; A. S. Gough, F.R.c.s.; Henry Lesser, 0.B.E.; Prof. J. M. 
Mackintosh, ¥.R.c.p.; Sir Owen Morshead, K. 0.¥.0., D.S.O., 
M.C.; J. R. Rees, C.B.E., F.R.C.P.; Miss "Esther Rickards, 
F.R.c.8.; Mrs. F. M. Suggate, J.P. ; H. W. C. Vines, M.D. 

(c) F. J. Ballard; D. B. Brinton, F.r.c.P.; G. B. Jeffery ; 
Miss Katharine Lloyd-Williams, M.D. ; Sir Alexander Maxwell ; 
Alderman H. R. Neate; L. W. Plewes, F.R.Ç.S.E.; A. G. de 
Rothschild ; Reginald Stamp; Stephen Taylor, M.D., M.P. 


NORTH-EAST METROPOLITAN REGION 


Chairman: J. W. Bowen, C.B.E., J.P. (late chairman, 
L. C.C. mental hospitals committee). 
` (a) Alderman C. E. S. Blackmore ;, Mrs. Hilary Blair-Fish, 
eae ; Captain H. Brierley, 0.B.E., M.0.; C. C. Carus-Wilson, 
' Somerville Hastings, F.R.C. S., M.P.; Alderman S. F. 
Sanon. J.P.; E. T. Neathercoat, C.B.E., C. S. B. 
Wentworth-Stanley. ; 
(b) Prof. S. P. Bedson, F.R.C.P., F.R.S. ; 


J.P. ; 


Louis Comyns, 


L.R.C.P.E., M.P.; Lieut. -Commander Horace Denton; Miss 
Helen Mackay, F.R. c.P.; Rolf Stram-Olsen, m.p.; . Major 
R. P. Woodhouse. - 

(c) H. W. Butler, M.P.; George Graham, F.R.0.P.; Mrs. 


A. L. Hollingsworth, J.P.; Robert Poots, M.B.; R. W. Reid, 
F.R.0.S.; Alderman C. H. Simmons, J.P.; W. V. Wakefield. 


+ 


SOUTH-EAST METROPOLITAN REGION 
Chairman © K. I. Julian (chairman, Royal Sussex Hospital, 


(a) Alderman R. H. Burslem, J.p.; F. W. Chambers, 
O.B.E., J.P.; Dame Barrie Lambert, D.B.E., M.B., J.P.; Alder- 
man T. E. Morris, J.P. Rev. Harcourt Samuel ; H. A. 
Treble, B.m. ; J. R. H. Turton, F.R.C.S.; S.J. Worsley, D.S.O., 
M.C. 

(b) E. R. Boland, c.B.E., F.R.c.P.; Miss E. K. N. Cumming, 
s.R.N.; Lord Cunliffe ; ; F. E. Feilden, F.R.C.S.E.; Alderman 
Miss Alico Hudson, M.B.E., J.P.; A. T. Rogers, M. B.; E. C. 
Sherwood. 

(c) C. W. Brook, m.R.c.s.; The Hon. Ruth Buckley ; 
W. Kelsey Fry, C.B.E., M.C., M.R.C.S., L.D.S.; Alderman 
S. C. C. Harris ; The Hon. Mrs. Sylvia Henley ; J. B. Hunter, 
C.B.E., M.C., F.R.C.S. ; W.C. H. Luckett, J.P.; W. G. Masefield, 
M.R.C.S., J.P. 


SOUTH-WEST METROPOLITAN REGION 


Chairman: F. H. Elliott, D.L., J.P. (chairman,. Surrey 
health committee). 

(a) Alderman A. E. Allaway, J.P.; Alderman Colonel 
C. H. Gibson; P. H. Mitchiner, c.B., C.B.E., F.R.C.S.; J. A. 
Tulk, J.P. ; N. E. Waterfield, F.R.c.s.; Sir Arthur Watson, 
C.B.E., J.P.; Alderman F. J. Woolley; J. M. Wyatt, F. R.C.S. 

(b) Miss E. C. Batho; Desmond Curran, F.R.C.P.; Mrs. 
Helga Feiling; C. B. S. Fuller, m.c., M.R.0.P. ; Miss P, Loe, 
M.B.E., S.R.N. ; Alderman Alan Lubbock, J.P. ; M. F. Nicholls, 
C.B.E., F.R.C.S.; J. L. Williams. 

(c) N. F. Adeney, F.R.c.s.; G. E. Coke; E. F. Crundwell; 
Arthur Hague-Winterbotham ; A. G. Linfield, 0.B.E. ; 
G. H. Macnab, F.R.c.s.; | D. Stark Murray, M.B.; Richard 
Sargood, M.P., J.P. ; George Thompson. 


` Brighton). 
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OXFORD REGION 
A. Q. Wells, v.31. (chairman, Oxfordshire 


‘Chairman : 
health committee). 

(a) E. ©. Bevers, F.R.C.S. ; 
Lord Henley, J.P. ; 
Miss R. R. Jolliffe; P. C. Raffety, J.P.; A. J. B. Selwood ; 
J. 8. I. Skottowe, M.D. 

(b) A. R. Banham, F.r.c.s.; Prof. A. W. M. Ellis, F.R.c.P. ; 
D. S. Jones, 4.R.c.s.; Colonel C. B. Krabbé, 0.B.E.; Miss 
Rosemary Spooner; J. A. Stallworthy, r.r.c.s.; Rev. J. D. 
Turner. 

(c) Miss Clara Adams, J.P.; Sir Oliver Franks, K.C.B. ; 
L. M. Paterson; W. R. Robins, J.P.; Prof. H. J. Seddon, 
F.R.c.S.; Miss Janet Vaughan, F.R.C.P.; Alfred Woodley. 


SOUTH-WESTERN REGION 
H. G. Tanner, J.P. (treasurer, University of 


Prof. A. D. Gardner, D.M. ; 


Chairman : 
Bristol), . 

(a) Alderman Walter Barrett; C. P. Brown, J.P.; A. L. 
Candler; R. E. Hemphill, m.v.; J. R. Makeig Jones ; 
Samuel McClements, m.r.c.s.; Alderman J. J. Milton, J.P. ; 
Alderman Mrs. J. M. Phillips, J.P.; J. W. G. H. Riddell, 
M.C., F.R.C.0.G. 3 Miss R. C. Shackles. 

(b) C. T. Andrews, F.R.c.P.; A. C. Bowden; Egbert 
Cadbury, D.S.C., D.F.c., J.P.; Mrs. K. A. Goddard, J.P. ; 
Sir Philip Morris, c.B.E. ; Brigadier Joseph Morrison, M.B.E. ; 
William Niccol, x.B.; P. E. Russell; Colonel H. B. Stokes, 
M.B.E. 

(c) Miss M. F. Awdry; Prof. R. J. Brocklehurst, D.M. ; 
C. J. Fuller, F.R.c.P.; G. G. Gilmour-White, 0.B.E., J.P. ; 
S. C. Morland: Mrs. Jacquetta Marshall; Alderman H. G. 
Mason, J.P.; Prof. R. Milnes Walker, F.r.c.s.; Mrs. M. F. 
Williams. 

WELSII REGION 


Chairman: Sir Frederick Alban, C.B.E., J.P. (secretary, 
Welsh National Memorial Association). 

- (a) B.D. Aiyar, F.R.c.s.E.; A. H. Coleman, 0.B.E., F.R.C.S.E. ; 
Alderman E. A. Cross, M.B.E., J.P.; H. G. Davies, M.R.C.S. ; 
Richard Davies; Alderman Richard Gronow; Alderman 
T. J. Kerrigan; A. S. W. Johnson, J.P. ; Prof. E. A. Owen ; 
Mrs. Eleanor Owen ; Rev. B. Waldo-Lewis. 

(b) Hubert Alexander, J.P.; Alderman William Casey, 


J.P. ; I. J. Davies, r.R.c.P.; T. P. Davies; Alderman W. C. 


Alderman J. J. Panes, 
Prof. O. H. 


J. Lloyd 


Alderman Thomas 


Davies; Alderman Joseph Dicks ; 
0.B.E.; Alderman D. H. Pennant, D.s.0., M.D. ; 
Williams, F.R.c.s. 

(c) W. J. Canton ;_ 
Davies, 0.B.E., M.D. ; 


Prof. T. B. Davie, F.R.C.P. ; 
H. T. Edwards ; 
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Evans; William Evans, J.P. ; 
J.P.; Thomas McDonald ; 


J. H. O. Roberts, M.D. ; 


BIRMINGHAM REGION 


Chairman: R. R. Adam (chairman, Worcestershire health 
committee). 

(a) Mrs. A. L. Barker; Norman Duggan, F.R.c.s.; Captain 
L. H. Green, M.B.E., J.P.; Major Cyril Hotchkiss, J.P.; 
Prof. H. F. Humphreys, 0.8.E., M.C., M.B., M.D.S.; J. J. 
O'Reilly, m.B. ; Sir Leonard Parsons, F.R.C.P.; Arthur Smith, 
J.P.; W.T. Smith, J.P.; H. S. Waites. 

(b) J. A. Brown, m.D.; L. A. Dingley, F.R.c.s.; E. T. Hobley; 
Sir Ernest Johnson; J. Latham; R. E. Priestley, M.C. ; 
Miss Smaldon ; G. Alan Thompson ; Alderman L. Whitehouse, 
J.P. è 

(c) Alderman A. F. Bradbeer; L. E. Bury; Alderman 
W. L. Dingley ; D. J. Evans; V. W. Grosvenor, J.P.; C. O. 
Langley; J. H. Sheldon, F.R.c.r.; Prof. A. P. Thomson, 
M.C., F.R.C.P.; A.J. Watson, F.R.c.s. * 


Mrs. K. W. Jones-Roberts, 
Prof. R. M. F. Picken, M.B. ; 
Alderman the Rev.'W. D. Thomas. 


MANCHESTER REGION 


Chairman: Sir John Stopford, F.R.C.P., F.R.S. 
chancellor, University of Manchester). 

(a) Walter Briggs, M.B., J.P.; Prof. Daniel Dougal, {.c., 
F.R.C.0.G.; Miss L. G. Duff Grant, S.R.N.; Alderman Joseph 
Eastham, J.Pp.; N. G. Frank; George Gibson, c.Ħ.; Alder- 
man Thomas Halstead, J.P.; Major E. F. Pilkington, J.P. ; 
Sir Thomas Tomlinson, J.P. 

(b) F. W. Boggis, J.P.; Joseph Fielding, J.P.; Alderman 
G. D. Hastwell; Stanley Hodgson, M.D., J.P. ; William Onions, 
J.P. ; Prof. H. S. Raper, c.B.£., F.R.C.P., F.R.S. ; C. M. Skinner ; 
J. D. Silverston, m.B. ; Mrs. E. A. Watson. 

(c) Frank Bussy ; Albert Cook, J.P.; W. A. Davies, C.B.E., 
J.P.; Edwin Hall, J.P.; Prof. Geoffrey Jefferson, C.B.E., 
F.R.C.S., F.R.S.; R. L. Newell, F.R.c.s.; Mrs. F. A. Ogden, 
J.P.; Prof. Harry Platt, F.R.C.s.; Alderman John Shorrock, 
J.P. ; James Sillavan. 


(vice- 


LIVERPOOL REGION 

Chairman : Thomas Keeling, J.P. (chairman, management 
committee, Royal Southern Hospital). 

(a) T. H. Harker, m.p.; Miss Mary Jones, 0.B.E.; Miss 
D. C. Keeling, 0.B.E., J.P.; J. F. Mountford; D. R. Owen, 
F.R.C.S.E.; Alma Parkin, J.P.; Alderman David Plinston, 
J.P.; Ernest Smethurst; Prof. H. H. Stones, M.D., M.D.8. 

(b) Miss A. L. Bulley ; Prof. Henry Cohen, F.r.c.p.; H. D. 
Ellidge; T. W. Harley, M.B.E., M.C.; J. E. Nicole, 0.B.E., 
L.M.s.s.4.; W. S. Rhodes, J.P.; Prof. A. Leyland Robinson, 
F.R.C.0.G. , 

(c) E. E. Ashton; Frederick Bidston ; Alderman Nathaniel 
Birch, J.P.; Prof. T. B. Davie, F.R.c.P.; Miss A. D. Eills, 
M.B.E., J.P. ; Prof. W. M. Frazer, 0.B.E., M.D.; John Taylor. 


Members of boards may resign on giving notice to the 
Minister, and persons appointed to fill casual vacancies 
will hold office for the rest of their predecessors’ term. 
If a board resolves that a member’s conduct is prejudicial 
to the efficient performance of its functions the Minister 
may direct that he shall no longer be a member. ; 

The boards may (and if so directed by the Minister 
shall) appoint committees, consisting wholly or partly 
of their own members, to exercise any of their functions, 
subject to such conditions as the Minister may impose. 
If, during six months, a member has not attended a 
meeting of the board or committee to which he belongs, 
the Minister (unless satisfied that his absence was due to 
illness or other reasonable cause) will declare vacant his 
seat on the board or committee. 

The rules laid down for the conduct of meetings 
of regional hospital boards will apply also to meetings 
of boards of governors of teaching hospitals and of 
management committees. If the chairman refuses to 
call a Meeting when six members ask him to do so they 
may themselves call the meeting. No business will be 
transacted unless at least a quarter of the members are 
present, and all questions will be decided on a majority 
vote of those present, the person presiding having a 
second or casting vote. The provisions of the Local 
Authorities (Admission of the Press to Meetings) Act 
1908 (a) will apply. : | 
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Hospital management committees will be appointed 
by the regional boards. A third of the original members 
will hold office until March, 1950, a third until March, 
1951, and the remaining third until March, 1952. 


The Scottish Regions 


The five regions in Scotland for which regional hospital 
boards will be constituted are defined in an order laid 
before Parliament on June 27. They are: 

Northern.—Counties of Caithness, Inverness, Nairn, Ross and 
Cromarty, and Sutherland. 

North-Eastern.—The city of Aberdeen and the caunties of 
_ Aberdeen, Banff, Kincardine, Moray, Orkney, and Zetland. 

Kastern.—The city of Dundee and the counties of Angus, 
Kinross, and Perth. ' 

South-Hastern.—The city of Edinburgh and the counties of 
Berwick, East Lothian, Fife, Midlothian, Peebles, Roxburgh, 
Selkirk, and West Lothian. 

Western.—The city of Glasgow and the counties of Argyll, 
Ayr, Bute, Clackmannan, Dumfries, Dumbarton, Kirkcud- 
bright, Lanark, Renfrew, Stirling, and Wigtown. 


In determining these areas it was borne in mind that 
the regions must be such that the hospital and specialist 
services can be provided in convenient association with a 
university having a school of medicine. As in England, 
the boundaries of the regions will not in themselves imply 
any restriction on’ the admission of a patient from one 
region to a hospital in another, or the provision of 
consultant services from one region for a patient in another. 


THE INDIAN MEDICAL SERVICE 


SPEAKING at the annual dinner of the Indian Medical 
Service in London on Juné 12,! Lieut.-General Sir 
Bennett Hance, medical adviser to the Secretary of 
State for India, said that the forthcoming transfer of 
control would mean that the careers of some 500 I.M.S. 
_officers would be prematurely ended. Three courses are, 
he said, open to European officers, of which the first 
and third are open also to Indian officers: (1) to continue 
in the service of the new government or governments 
under existing terms, this being contingent, for European 
officers, on an invitation to do so; (2) if individually 
suitable and in certain age-service groups, to transfer 
to the medical service of one of the Armed Forces, or 
to the Colonial Medical Service; or (3) to retire on the 
proportionate or other pension earned under the existing 
rules, plus the amount of compensation laid down in 
the white-paper published last April.2 The rights of 
officers electing to remain in the service have been 
guaranteed by the present interim government of India ; 
but the position may be modified by political events, 
and it is to be hoped that the British Government, 
which has already promised reconsideration in the event 
of intransigeance by provincial governments, will give 
similar attention to the effects of partition. The terms 
announced for those electing to retire—and these will 
apparently be in the majority—are equitable, though 
not unduly generous. 

The end of the I.M.S., said General Hance, is an event 
of immediate importance to India, and it is by no means 
unimportant to British medicine. This year marks the 
end of an association which began 330 years ago. Of 
the service’s work for humanity history can speak : 
the vector of malaria was discovered and its trans- 
mission proved by an officer of the I.M.S.; another 
I.M.S. officer dead-heated with the sister service in the 
discovery of the parasite of kala-azar, while the discovery 
of its vector and the final definition of its transmission 
is the achievement of yet another ; . cholera was robbed 
of half its terrors and three-quarters of its ‘mortality, 
the treatment of amoebic dysentery was established, 
and the therapy of leprosy was advanced by the work 
of a single officer of the service; the foundations of 
surgery of the prostate gland and of modern plastic 
surgery were laid by I.M.S. officers; while their con- 
tributions to ophthalmology are common knowledge. 

History provides no parallel of a service “at once 
civil and military, political and penological, educational 


r See Lancet, 1947, i, 893. 


Cmd. 7116. H.M. Stationery Office. 1947. 
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and executive, preventive and curative.” Alone of all 
the great administrative services, the I1.M.S. was fully 
prepared to hand over; it bequeaths to India its two 
lineal descendants—the provincial civil medical services 
and the young but efficient Indian Army Medical Corps. 
It leaves, too, a highly organised independent medical 
profession of over 45,000 doctors, most of whom were 
taught by I.M.S. officers. The service can justly claim to 
share with Wren the proud epitaph, ‘‘ Si monumentum 
requiris circumspice.”’ : 


MATERNITY AND CHILD WELFARE 
INTERNATIONAL CONFERENCE IN LONDON 


AN international conference, organised by the National 
Association of Maternity and Child Welfare Centres and 
for the Prevention of Infant Mortality, was held last 
week in London, under the presidency of Mr. Aneurin 
Bevan, Minister of Health. The conference was attended 
by delegates from 23 countries. 

The first day’s meeting, on June 25, was opened by 
Dr. Jane H. Turnbull, chairman of the association. 
Speakers in a discussion on the Future of Maternity and 
Child Welfare Administration in Great Britain included 
Dr. Greenwood Wilson, Dr. Fraser Brockington, and Sir 


Allen Daley. The afternoon session was opened by 


Sir Andrew Davidson, who spoke on the training of 
Doctors, Health Visitors, and Midwives. In the evening 
the Government gave a reception for the delegates at 
Lancaster House. 

On the second day Europe during the War and Present 
Needs were discussed in the morning ; and in the after- 
noon Europe—the Outlook. Meetings on the third day 
were devoted to Nutrition, Immunity against Tubercu- 
losis, Marriage Guidance, and the Future of the Family 
Unit. 

| Europe—the Outlook 

The discussion of the outlook in Europe, under the 
chairmanship of Sir Gerald Campbell, was opened by. 
Dr. Emilie Lukasova, Czechoslovakia, who said that in 
her country a child-welfare organisation was being set 
up in which the State was participating. Of all con- 
finements, 70% take place in private houses; here the 
standard of midwifery is often inferior, but the training 
of midwives is to be extended to two years and they 
are to become State employees. Each district is to have 
a maternity and pediatric unit. ; 

Prof. Arvo Ylppö, professor of pediatrics at the 
University of Helsinki, said that in Finland provision 
for child welfare was originally restricted to care under 
the poor-law. In the last thirty years, however, private 
organisations have grown up; the most important of 
these is the Mannerheim League for Child Welfare, 
founded in 1920, which in 1922 started the first modern 
child-welfare centre in Helsinki. By 1940 similar 
centres, gradually developed by private organisations, 
numbered 140. Every city and rural community must 
now maintain at least one *‘ health centre ” for maternity 
and child-welfare work. Mobile ‘‘ health centres ” were 
started during the late war and have been continued : 
in remote areas young doctors, accompanied by health 
visitors, go from village to village, and often from house 
to house, giving advice in the care of children and 
distributing foodstuffs. The immediate tasks are: 
(1) to train skilled nursing staff; (2) to foster antenatal 
care, thus reducing premature births; (3) to improve 
the care of the newborn; (4) to provide public-health 
education, particularly in the prevention of upper- 
respiratory and intestinal infection; and (5) to promote 
immunisation against infectious diseases. A new chil- 
dren’s clinic, with 350 beds, built at Helsinki during the 
war, has become an important centre. | 

Dr. F. Lube, health officer, Brunswick, explained 
present difficulties in Germany by the example of 
Brunswick. Here two-thirds of the buildings have been 
destroyed, while the population has risen from 191,000 
to 199,000; thus in relation to accommodation the 
number of inhabitants has increased threefold. In most 
towns, though not in Brunswick, births slightly exceed 
deaths. Of 2025 children born in Brunswick during 
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1945, 43% died before they were one year old. Since 
then the mortality among this group has probably not 
risen, but the death-rate among older children has risen 


considerably, especially during the first three months of- 


this year. 

Prof. Gino Frontali, director of the Pediatric Clinic, 
Rome, said that, largely through the help of UNRRA, 
the rise in infant mortality resulting from wartime 
conditions, had been curtailed. The mortality in Rome, 
123 per 1000 during 1944, was reduced to 85-70 in 1945 
and to 69°28 in 1946. Without help from abroad 
conditions might again become serious. 

Dr. M. Skokowska-Rudolf said that in Poland the daily 
ration of food, taking all sources into account, would 
amount in 1947 and 1948 to no more than 2000 calories 
a day. Largely as the result of the war, there are more 
than 100,000 orphans and more than a million part- 
orphans; more than 50,000 orphans are being cared 
for in government orphanages. A comprehensive 
maternity and child-welfarej; organisation is to be 
established. | 
© Dr. C. O. S. Blyth Brooke suggested that in some 
countries women might well be encouraged to take a 
greater part in the management of child-welfare schemes. 
Programmes should, he said, not be obstructed by internal 
political differences. He favoured the formation of an 
influential body, including perhaps leaders of the Church, 
to foster child welfare among the nations. 


KING EDWARD’S HOSPITAL FUND FOR 
`~ LONDON 


AT the 50th annual meeting of the council of the Fund 
in London on June 27 a message was read from the 
King, as patron, recalling that the Fund had been 
founded by King Edward VII in 1897, to provide 
additional support for the voluntary hospitals at a time 
of difficulty and uncertainty. 

The Duke of Gloucester, president of the Fund, said 
that when the distinction between the voluntary hospitals 
and those maintained by the local authorities was ended 
the Fund would help both kinds of hospital. ‘' The 
fact that in this great reorganisation the Fund remains 
free to do its work in its own way is, I think, a mark 
of public confidence in its management.” 
said, had recently been made for travel; representatives 
of Charing Cross Hospital had been enabled to make a 
short continental tour to study hospital construction, with 
a view to planning the new Charing Cross Hospital to 
be built at Harrow. 

Sir Edward Peacock, the treasurer, reported that 
total general receipts for 1946 amounted to £491,409, 
compared with £464,710 in the previous year. 

Dr. H. Morley Fletcher, chairman of the nursing 
recruitment committee, said that the nurses’ health- 
record forms issued by the Fund were selling at the rate 
of 30,000 a year. During the year over 4000 candidates 
for training had been advised at the Nursing Recruitment 
Centre. The Fund was, he said, continuing its annual 
grants of up to £5000 to group preliminary-training 
schools for nurses. 

Sir Harold Wernher, presenting the report of the 
emergency bed service, said that 10,500 calls for help in 
finding a hospital bed for a patient had been dealt with 
during the year—an increase of 55% over the preceding 
year. The shortage of beds, even for urgent cases, was 
more acute than ever, even though the London voluntary 
hospitals had reopened since the end of the war no less 
than 3000 beds and now had only 15% of their pre-war 
complement closed. ‘‘ The overall shortage of beds,” 
according to the committee’s report, ‘‘ is so serious that 
a point can be reached when no hospital, voluntary or 
municipal, can take in a patient even when urgent 
surgery is required.” 

Sir Hugh Lett, presenting the report of the committee 

on hospital diet, spoke of the value of meetings which 
had been instituted for catering officers. The standard 
of feeding in hospitals in the King’s Fund area was, he 
added, definitely improving. 

Sir Henry Tidy, chairman of the convalescent homes’ 
committee, said that a directory of homes was being 
prepared. The committee had assisted in the reopening 
of homes closed during the war. 


KING EDWARD’S HOSPITAL FUND FOR LONDON 
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Public Health 


Smallpox 


THE only known focus of infection is at Bilston, where 
1 further case has occurred during the past week. This - 
patient, the wife of a patient removed on June 17, 
was admitted to hospital on June 29. She was vacci- 
nated at the time of her husband’s removal. This 
couple had very few contacts. Unfortunately the same 
does not apply to the other Bilston family involved, 
from which 5 children were admitted to hospital on 
June 20. and 21. The diagnosis of smallpox is not 
confirmed in 4 other patients under observation. 


Poliomyelitis l 


There was a further increase in notifications of polio- 
myelitis from 31 in the week ending June 14 to 44 in 
the week ending June 21. Some of these notifications 
were connected with the localised prevalences mentioned 
last week, but in addition small numbers were notified 
from all over the country except from the West and 
from Wales. There appears to have been a succession 
of cases in some localities. For example, in Ulverston, 


- near Barrow-in-Furness, there were 7 notifications, falling 


roughly into five generations, between April 6 and 
June 21. Although notifications of polioencephalitis 
had not increased in the week ending June 21 (2 noti- 
fications), cases have occurred where the diagnosis 
between poliomyelitis and polioencephalitis has been 
doubtful. 

Suspected Botulism 


On June 6, 5 persons who had eaten lunch at a small 
tea-shop in the London area on the previous day noticed 
abdominal discomfort followed by obstinate constipation. 
Of these, 2 vomited, and all subsequently developed 
difficulty with vision, and/or speech and. swallowing. 
l man died on the twelfth day, and some still have 
signs of poisoning with a persistent neurotoxin involving 
the brain stem. 2 have remained ambulant throughout. 
Although the origin and nature of the poison are still 
under investigation, a tentative diagnosis of botulism 
has been made and preventive action taken. It is not 
improbable that several, perhaps half a dozen, other 
persons were involved, and this note may help practi- 
tioners to make a retrospective diagnosis: ptosis, fixed 
pupils, and diplopia may still be present. The attention of 
medical officers of health should be called to suspicious, 
cases. 


Notification of Puerperal Fever in London 


Whereas puerperal pyrexia is notifiable both | in 
London and the provinces, puerperal fever is notifiable 
in London only. Here the regulations are confused ; 
the separate notification of puerperal fever has been 
found to serve no good purpose, and the resulting 
statistics have proved valueless. The London County 
Council’s hospitals committee has therefore suggested 
that the Public Health (London) Act, 1936, should be 
amended by the removal of puerperal fever from the list 
of notifiable infectious diseases. i 


Infectious Disease in England and Wales 
WEEK ENDED JUNE 21 | 


Notifications.—Smallpox, 7; scarlet fever, 870; 
whooping-cough, 2107; diphtheria, 220; paratyphoid, 
11; typhoid, 7; measles (excludng rubella), 10,632; 
pneumonia (primary or influenzal), 328; cerebrospinal 
fever, 39; poliomyelitis, 44; polioencephalitis, 2 ; 
encephalitis lethargica, 2; dysentery, 47; puerperal 
pyrexia, 121; ophthalmia neonatorum, 64. No case of 
cholera, plague, or typhus was notified during thejweek. 

The 7 cases of smallpox were notified at Bilston, Staffs. 


Deaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (1) from scarlet fever, 2 (1) from 
diphtheria, 7 (1) from measles, 13 (3) from whooping- 
cough, 78 (1) from diarrhoea and enteritis under two years, 
and 1 (0) from influenza. The figures in parentheses are 
those for London itself. 

The number of stillbirths notified during the week 
was 258 (corresponding to a rate of 26 per thousand 
total births), including 25 in London. 
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MODERN CARE OF OLD PEOPLE a 


Modern Care of Old People 


VI 
MUNICIPAL INSTITUTIONS 
Birmingham’s Example 


BIRMINGHAM’s provision for the old‘ includes four 
large homes, administered by the public-assistance 
committee, for those requiring no special medical care. 
Of these four, housing altogether 831 people, one was used 
during the war as a hospital but is to be reopened next 
month. A fifth, and rather more elaborate, home is 
planned ; this will be self-supporting at a cost to each 
occupant of about 50s. a week. The average cost of 
each person in the existing homes is 32s. 4d. a week ; 
and each is expected to contribute according to his 
means. Those who can afford no contribution are 
maintained without ‘charge ; those with means, however 
small, retain a small amount for personal use; while 
those over 65 years and without means are provided 
with pocket-money. 

Two of the homes are for men and two for both men 
and women. 


Dining-hall and new block. 


place for such mixed homes ; these even include suites 


for married people, which surprisingly are not in great - 


demand. 
_ ARRANGEMENTS FOR MEN 
Before going to one of the other homes, men spend 
a few days in a receiving home, with 101 beds, while 


the superintendent decides which home will best suit — 


them ; and where possible, the new entrant goes to the 
home he chooses. Though nominally simply a receiving 
centre, this home also retains some who want to remain, 
besides the very few who have given trouble at the other 
homes. If, after observation, a man continues to be 
troublesome he is admitted to an infirmary ; but this is 
necessary in only one or two instances each year. 


QUINTON HALL 

The principal home for men is at Quinton Hall, on 
‘the outskirts of the city. Here a former theological 
college, surrounded by lawns and open fields, has been 
adapted and extended to take 310 old people. Linking 
the old with the new block is a large octagonal dining- 
hall, containing a stage for concerts and furnished with 
tables for 6 and 12. 

Sitting-rooms and dormitories occupy the rest of the 
ground floor. About one in three of the residents is 
incapable of climbing stairs, and needs a ground-floor 


bed. The dormitories vary in size, some containing 


as few as 4 and others as many as 30 beds; but the 

committee proposes to subdivide the larger rooms. ` 
Each man has his personal locker, which is soon to 

be replaced by a full-length wardrobe. New clothes are 


The committee is convinced that there is a 
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issued where necessary, but uniform is shunned; each 
man has his own three sets of underclothing. The 


paint is war-worn and rather drab in colouring; but 


-it is. being renewed in fresh light colours as quickly as 


supplies permit. White bedspreads, though they look 


‘rather bleak, have been deliberately chosen, because the 


first signs of soiling are easier to detect on white than 
on coloured materials. Pastel shades, however, show 
soiling nearly as quickly, and give a pleasanter look 
to a ward or dormitory. 

The bathrooms contain a simple and effective device 
for helping old people to raise themselves in the bath : 
a cross-bar is attached to the end of a rope suspended 
from the ceiling. Some years ago hand-rails were fitted 
throughout the corridors; the Jess able get along by 
gripping the rail with one hand ae a stick with the 
other. 

SITTING-ROOMS AND RECREATION 


Leading off the ground-floor corridor is a series of 
airy sitting-rooms, containing from 20 up to about 90 
chairs ; the larger rooms are shortly to be divided to give 
a more intimate atmosphere. These too are to be 
decorated in light colours as soon as possible. Experi- 
ence with different chairs has shown that most of these 
elderly people favour a straight-backed wooden arm- ~ 
chair, with or without a head-rest; low divans and 


easy chairs, which are also provided, are preferred by 


some of the more agile residents. _ 

For entertainment, besides concerts in the winter, 
there are a billiards-room, a large library, cards, various 
other games, and a bowling-green. The superintendent 
and matron retail sweets to the residents, and use the 
profits for prizes in competitions. In the summer a 
cricket team, organised by the visiting doctor and 
superintendent from the staff and others, plays once a 
fortnight in the grounds and attracts an enthusiastic 
following. 

ADMINISTRATION 


There are only two rules: the old people are expected 
to attend promptly at meals and to be in bed normally 
by nine o’clock. Though the bedtime rule needs no 
enforcement (indeed many go to bed after their tea 
at 4 o’clock, without waiting for supper) and though 
residents may, if they tell the superintendent before- 
hand, come in or go to bed later, the principle of a 
fixed bedtime is perhaps a little at variance with the 
sense of liberty which the Ministry of Health wishes to 
encourage in such homes, especially as everybody 
over sixty has been in the habit of choosing his own bed- 
time ever since he grew up. During the “day residents 


Dining-hall. 
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can come and go as they will, however, and they can 
receive Visitors at any time. - | 

Work is not forced on the residents, but those who 
like can garden or undertake other useful tasks; and a 
workshop is to be opened. There is no question of 
training them in profitable crafts, for their average age 
(though lowered by one or two cripples in the forties) 
touches 75; but it is thought that, even if they do not 
make much, they may like to use their hands and to have 
the workshop as an additional social centre. In the last 
few years the age at entry, and thus the average age, 
has been creeping up, perhaps because men of 65-70, 
who would formerly have been retired, have been retained 
in industry. | 

There are few complaints, except about the price of 
tobacco ; and this is not peculiar to a home for the old. 
The work is not easy for those in charge: it calls for 
patience and understanding, some firmness, and above 
all a feeling that the job is worth doing. Regular visits 
are paid by members of the public-assistance committee ; 
but they recognise that the atmosphere of the home is 
made by the superintendent and matron; and since 
these have been hand-picked the atmosphere is very 
happy. ‘These officers are so carefully chosen that the 
committee often has difficulty in finding suitable people 
even among a large number of applicants. 


THE PSYCHOLOGY OF AGE 


For an elderly person entry to any institution is a 
big step, taken with considerable fear and foreboding. 
At the reception home small dining-room tables for four 
have proved their value, for if a lonely newcomer is 
uncomplainingly disinclined to eat the other three at 
his table immediately notice and pass on the news to the 
matron. Tables are rather larger at Quinton Hall, 
since each man eventually attaches himself to a group, 
which forms a small community in itself; and on first 
arriving every man is placed under the charge of an older 
inhabitant until he has established himself. 

For those who have reached 75 it is a shrinking world, 
often bounded on the one hand. by sleep and on the 
other by food. In between these two the demand is 
principally for comfort and freedom from irritating 
restrictions. In the Birmingham homes these wishes 
are satisfied. 


Reconstruction 


THE DOCTOR’S PENSION 
" SUPERANNUATION UNDER THE ACT 


THe draft regulations! which we noticed briefly last 
week set out a contributory superannuation scheme for— 


(a) Officers and servants of regional hospital boards, 
executive councils, and other bodies constituted under the 
National Health Service Act. 

(b) General medical practitioners, and general 
practitioners on the lists of executive councils. i 

(c) Other persons engaged in health services, whether 
provided under the Act or otherwise. 


dental 


The scheme, which will be administered by the 
Minister of Health, will be financed by contributions 
from the participants and from Exchequer moneys. 
The major benefits are a pension and a lump-sum retiring 
allowance, together with a widow’s pension. Subsidiary 
benefits include a death gratuity, an incapacity pension, 
an injury allowance, a short-service gratuity, and an 
option to a pensioner to allocate part of his pension to 
his wife or any dependant. , 


Provision is made for preserving rights in respect of . 


previous superannuable service, and superannuable 


employment in the central health service is made inter- 


1. H.M. Stationery Office. Pp. 88. 1s. 10d. 


THE DOCTOR’S PENSION 


[JULY 5, 1947 3] 
changeable with superannuable service in thé civil 
service, local government .service, and teaching service. 
“ The scheme also extends and modifies the Local Govern- 
ment Superannuation Act, 1937, . . . by substituting bene- 
fits similar to those provided by the draft regulations 
for the benefits of the Act of 1937... . Similar pro- 
vision is made in relation to the superannuable staff 
employed by local education authorities for the purposes 
of the school health service.” 

The scheme is comprehensive in that there can hardly 
be any health worker accepting whole-time or part- 
time employment in the new service who does not fall 
into one of the three categories (a), (b), or (c). Included 
in them will be doctors, dentists, -nurses, midwives, 
physiotherapists, hospital, technicians of all kinds, lay 
administrators, almoners, clerical and domestic staffs, 
and many types of manual worker. The great majority 
will be paid by salary, directly or indirectly by the hos- 
pital board, or the executive council, and will come into 
category (a). The doctors and dentists under contract 
with the executive council will be paid differently, 
their remuneration being made up of capitations, or fees 
for items of service, both of which may vary widely 
from year to year; they are therefore placed in a different 
category, (b), with a different scheme for the assessment 
of benefits. The chief beneficiaries under (cy are local- 
government officers and officers of the school medical 
service for whom special provision is made though they 
do not become direct employees of the central authority. 

The contributions payable by the “ employee” and 
“ employer ” respectively are 6% and 8% of the 
remuneration (except for manual workers where it is 
5% and 6%). In the case of practitioners, an allowance 
for expenses, assessed according to a formula to be laid 
down by the Minister, will be subtracted from total 
remuneration before the percentage levy is made. A 
principal employing an assistant in general practice will 
have to pay the employer’s contribution in respect of 
his assistant. Anyone who resigns or is discharged 
from the service before becoming entitled to pension or 
other benefit will (except if his resignation or dismissal is 
in consequence of fraud or misconduct in connexion with 
the performance of his duties) be entitled to a return of 
his contributions plus compound interest at 21/,%. 


MAJOR BENEFITS 


Pension.—In categories (a) and (c) the amount of 
pension is for each year of contributing service one- 
eightieth, and for each year of non-contributing service 
one-hundred and sixtieth of the average remuneration 
(defined as the annual average of the remuneration 
for the last three years of employment). The maximum 
pension is to be forty-eightieths of the average remunera- 
tion. In category (b) the pension is for each year of 
contributing service 11/,% of the remuneration for 
that year. Should there be more than 40 years’ con- 
tributing service only the last 40 years can be counted. 

Lump-sum retiring allowance.—This immediate pay- 
ment on retirement amounts to the equivalent of three 
times the annual pension earned, but only a third of 
this is payable ‘in the case of a married male officer in ` 


‘respect of whose service a widow’s pension may become 


payable.” 

Widow's pension.—This amounts to a third of the 
pension the officer was receiving when he died, or would 
have received had he retired on the day before his death. 

This represents a considerable advantage over previous 
schemes (including some applicable to Government 
servants) where the pensioner’s benefits ceased entirely 
on his death, and his widow was left with no continuing 
remuneration. i 

The widow’s pension is subject to increase should she 
be older than her-husband, or decrease should she be 
younger, on an actuarial scale included as a schedule in 
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the draft regulations. “ A widow’s pension shall cease 
to be payable to a widow if she remarries, or in respect 
of any period during which she is cohabiting with a 
man as his wife.” 
SUBSIDIARY BENEFITS 
Death gratuity.—This is the equivalent of the retiring 
allowance, and is payable to the officer’s legal personal 


representatives should he die before reaching retiring 
age. Again the amount is equivalent to three years’ 


. pension as then accruing, and again it is reduced by. 


two-thirds if a widow’s pension is payable. 

Incapacity pension becomes payable if an officer is 
no longer employable by reason of permanent ill health 
or infirmity of mind or body. In amount it is the same 
as the retiring allowance. i 

Injury allowance is payable if an officer ceases to be 
employed in consequence of permanent incapacity .due 
to an injury sustained in the discharge of his duty. 
This is a variable sum not exceeding two-thirds of his 
annual average remuneration. 

Short-service gratuity.—This, which is payable to an 
officer who has to retire through ill health before becoming 
entitled to an incapacity pension, amounts to one 
year’s “ average remuneration.” 


QUALIFYING PERIODS 


The periods of service which have to be completed 
before the above benefits are payable are as follows: — 

Pension.—Ten years’ service, on or after reaching age of 
60 (55 for mental-health officers, female nurses, physio- 
therapists, midwives, and health visitors). 

Retiring allowance. _Five years’ service, on or after age of 
60 (or 55 for categories as above). 

Widow’s pension.—Ten years’ service. 

Death gratuity.—Five years’ service. 

Incapacity pensions.—Ten years’ service. 

Injury allowance.—No qualifying period needed. 

Short-service gratuity.—Five years’ service. 


OTHER PROVISIONS 


Ordinarily if a pensioner after retiring accepts other 
work remunerated from public funds his total remunera- 
tion from pension and earnings may not exceed the annual 
“ average remuneration ” as assessed when his pension was 
granted. Should it do so, the pension will be reduced 
accordingly. This proviso is waived in the case of 
practitioners receiving pension who continue to practise 
between the ages of 65 and 70. If they continue to 
practise after 70 it becomes operative. 

Those doctors or nurses at present included under 
superannuation arrangements such as those of the 
Federated Superannuation System for Universities or 
the Federated Superannuation Scheme for Nurses and 
Hospital Officers may if they so request continue in their 
present scheme (the Government taking over the 
employer’s responsibility) and not transfer to the new 
scheme. Similar arrangements are allowed to local- 
government officers, who need not transfer to the new 
scheme unless they so wish. There seem, however, 
to be some advantages which will induce some of these 

‘officers to transfer—not the least being the opportunity 


they are given to opt to make payments which will - 


allow a period of non-contributing service to be reckoned 
for pension as if it had been contributing service. 

Practitioners in contract with executive councils 
who have already entered into commitments with life- 
assurance companies may opt out of the superannua- 
tion scheme and receive instead the 8% of their remunera- 
tion (ordinarily set aside as the Exchequer contribution 
to superannuation) for use to help to pay their i insurance 
premiums. 

Another useful provision allows the Minister to direct 
“if he is satisfied there are exceptional reasons for so 
doing ” that in the case of late entrants into the scheme 


research, from  local-authority. to 


. accounted for. 


(e.g, a person who becomes an officer ‘of an employing 
authority after attaining the age of 35) the years of 
service for calculating benefit may be treated as eight- 
fifths of the actual years served. 3 

Finally it appears that every effort has been made to 
ensure that no bar or difference between superannuation 
provision in the different parts of the future medical 
service shall remain to. hinder the free movement of 


members of the service from district to district, or from 


one branch of the service to another. Movement from 


‘general practice to part-time or whole-time specialism, 


from clinical to academic medicine, from teaching to 
aE rs 
service, are all foreseen and facilitated. 

The architects of this very complicated, and at many 
points entirely unprecedented, scheme, have tackled their 
task courageously and with no small measure of success. 


Medicine and the Law 


Overdose of Proprietary Medicine 


AT an inquest in-Manchester on June 24, evidence 
was given that a 21/,-year-old boy had died after drinking 
half of a bottle of a proprietary medicine which was said - 
to have contained in all about one grain of morphine. 
The medicine, known as ‘ Johnson’s Celebrated Infants 
Preservative,’ had previously been given by the dead 
boy’s mother to another (infant) son for the relief of 
flatulence. ‘‘ It seems to me criminal,” said the deputy 
city coroner, ‘‘ that this sort of thing is sold indiscrimi- 
nately to parents who are not told that it can be just as 
poisonous as carbolic acid.” He returned a verdict of 
death through misadventure by morphia poisoning. 


Another Missing Swab 


The death of a woman last April at a maternity 
hospital after a cesarean section was the subject of a 
recent inquiry in the Paisley sheriff court. A post- 
mortem examination disclosed the presence of a swab 


measuring 24 x 8 inches in the body. Death was due to 


peritonitis. 

The hospital routine was described to the court. 
After an operation, and before the wound was stitched, 
the nurse who had been handing out the clean swabs 
had to check the soiled swabs which had been collected 
by two other nurses, so that she could see that all were 
Then she had to report to the nursing 
sister—in this case the matron—who in turn had to 
report to the surgeon if any swabs were missing. After 
the operation last April the nurse reported three swabs 
missing. The matron told her where she would find 
two of them; these two were then retrieved. The 
matron omitted to report to the operating surgeon that 
one swab was missing. The sheriff observed that the’ 
matron had failed in her duty. There was evidence 
that she was feeling overworked after a long period 
of physical strain; but the whole system of checks 
which the hospital very properly insisted upon, and 
which it was her duty to see enforced, had been laid aside. 

In very similar circumstances recently an English 
coroner placed a share of the liability upon the operating 
surgeon. It is interesting to note that Sheriff Hamilton 
at Paisley made no such suggestion. 


CHILDREN WITH DEFECTIVE SPEECH.—On June 28 Mr. G. 
Tomlinson, Minister of Education, opened Moor Hurst School 
at Hurst Green, Surrey, which is the first school in the country 
for children with speech defects. The West End Hospital 
for Nervous Diseases bought the house with funds raised from 
voluntary sources after discussions between the Ministries of 
Health and Education in 1943, at which Sir Harold Gillies 
urged the need for intensive ‘speech training for children 
who had been operated on for hare lip and cleft palate. 


Originally intended for these children, the school has also 


admitted aphasic children who are unable to speak, although 
not deaf. At the formal opening Mr. Tomlinson said that 
local education authorities needed a further 150 speech 
therapists for the 75,000—100,000 children requiring treatment. 
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A Running Commentary by Peripatetic Correspondents 


Tue illegal immigrant ships still come in. My job is 
merely to minister to the medical wants of the troops 
guarding the dock area, a task which resolves itself 
into sitting in the back of my ambulance and keeping 
brother officers away from my small stock of ‘‘ medical 
comforts.” So far my only patient has been a private 
soldier who drank half a beer-bottleful of urine under 
the impression that it contained its original commodity, 
a sad reflexion on somebody—probably on those who 
make the beer rather than the thirsty victim. Those 
M.0.s who run the R.A.P. on the wharf itself see some 
cases—hysterical immigrants with pains in various 
places; and sometimes as many as half a dozen preg- 
. nancies, which provide them with an opportunity for 
discovering how difficult it is to distinguish a breech 
from an occiput. The troops do their job well, main- 
taining a remarkable patience in marshalling the queues 
to go into the searching tents, considering how long they 
have been standing by before the ship even comes into 
dock. - ‘‘ Come on,.Miss, this way. Its your birthday 
today !’’ and ‘‘ Keep in’ line, there’s no hurry; you'll 
all get your turn!’’: this last a bit cynical. The 
immigrants—at any rate by the time they reach port 
—are mostly well behaved, and their philosophical 
acceptance of the searching of their baggage and their 
persons, and the squirting of D.D.T. powder inside their 
clothes, seems to indicate a sadly long apprenticeship in 
being on the wrong side of officialdom. 

* * * 


It is very difficult to decide what to do when one sees 
a case where the diagnosis has been missed by somebody 
else. I mean cases where a hospital or consultant of 
repute has seen the patient recently and it is obvious 
that the disease is not a new development but was 
genuinely overlooked through some omission in the 
history-taking or examination. It looks so conceited if 
one writes to a consultant to tell him where he slipped 
up. No-one has ever written to me telling me of some 
howler which has been discovered at another hospital, 
but I have no doubt that at hospitals all over the country 
patients whom I have misdiagnosed are being set right. 
Disseminated scleroses are having their spinal tumours 
removed, presenile dementias are having malarial 
therapy for G.P.I., and fibrositises of shoulders are 
having their carcinomas of bronchus investigated. I 
suggest a central bureau for bricks, to which everyone 
would send reports of howlers they had uncovered. 
The sinner would then receive a tactful note from the 
bureau explaining that such and such a case treated 
by him for inoperable carcinoma of the stomach was a 
classical pernicious anzemia, now quite well on liver treat- 
ment, thank you. There would be no mention of the 
hospital or consultant responsible for the discovery. 
I have seen a lot of motes in other people’s eyes recently 
and I wish I could be told about some of the beams in 
my own. No marksman has a chance of hitting the 
bull consistently unless they signal from the butts to 
show where the wide shots have landed, and I would 
like to hear about some of my magpies and outers. 
Poor fellows, I hope they’re doing better now. 

* * * 


Tempora mutantur et nos in illis. How great the 
changes are was lately driven home when the specialist 
decreed that my convalescence would be hastened by 
arm-swinging and breathing exercises. The prescription 
caused me some dismay, for the last occasion on which 
I was let in for organised physical training was during 
the 1914-18 disturbance. The first session was an 
agreeable surprise (session is the right word, for we sat 
on stools which eased the situation a good deal), and the 
exercises, methods, and aims were all new to me. 

The even precision of the old drill methods has heen 
replaced by the loose smooth rhythm of easy movement. 
The only reference the instructor made to muscles was 
to tell us to loosen them and relax; we were told 
“ unscrew your head slowly and then screw it back on 
again and never mind the creaks.’’ His emphasis was on 
the eee and on giving the lungs sufficient room 
to work. 
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Some simple codrdination exercises hit the class in a 
weak spot. It looks easy enough to stick out opposite 
legs and arms first forw4rds and then sideways, but in 
practice our class would have been a howling success 
on any music-hall stage. The proceedings were held up 
more than once by the almost hysterical laughter of those 
in the back rows (I was in front). More exercises were 
done lying on a mattress (an excellent idea, I felt), and 
then we graduated to rhythmic contortions with broom- 
sticks and medicine-balls. After the first two days I 
thought my. rectus femoris would never be the same again, 


but this rapidly passed and I began to enjoy the sessions 


thoroughly. Moreover I was agreeably astonished by the 
speed of my recovery. The instructor certainly knew 
his job, and not only on the technical side—he had a 
tactful yet stimulating ‘‘ gym-side manner ”? which won 
the support of our collection of crocks. 

It seems to me that in general practice far greater use 
should be made of simple exercises in convalescence, 
and that would mean much wider opportunities for such 
therapy. The exercises must be done under skilled 
direction, or they will certainly be useless and may 
be harmful. Perhaps it will be possible to organise 
something of this kind in connexion with the health 
centres. ° 

What is being done in medical schools today to instruct 
students on the uses and limitations of physiotherapy ? 
In my own medical school all we had was a few lectures on 
massage—and even that was unusual at the time. Until 
I sampled modern exercise therapy myself and saw its © 
effects on the other patients I had no idea either of its 
efficacy or its scope. I don’t suggest that every student 
should become an expert physiotherapist but he should 
learn enough to pass appropriate cases to the expert with 


proper instructions. 
* * 


For some time I have been carrying out a health survey 
in industry which necessitates asking uncomplaining 
subjects a lot of personal questions. -.On the whole my 
questionees have answered with great good will, but 
as it seems only fair to let them have a go at me after 
I have cross-examined them, I usually end the inter- 
view by saying, ‘‘ Now I have asked you a lot of questions 
is there anything you would like to ask me?” Often 
there isn’t, but sometimes there is, and just occasionally 
I get properly caught. A few days ago, when for the 
thousandth time I asked my usual formula, the man 
looked at me for a moment, then answered, ‘‘ Yes, 
will you join me in a pint? ”?” It was fortunate that I 
had already got most of the day’s work done, for it was 
several hours before I got back to see the next patient. 


* * + 


I am no longer peripatetic. A cellulitis has immobilised 
me as completely as even my enemies might desire. But 
the mind still has its flights of fancy, and as I chew my 
own particular brand of sulphonamide tablets, I speculate 
on whether the streptococcus or the granulocytes will 
pack up first. Yesterday it was anybody’s guess. Today 
the enemy wavers and the turning movement seems likely 
to come off. l 

Are people ever threatened with an illness ? Probably 
they’ve either had it or they haven’t, but there must be a 
time when it begins if one can only mark it. On Sunday 
at 10 p.m. I cracked my elbow—both it and the skin 
—and I was quite well until 5.30 p.m. next day, when 
I suddenly felt exhausted. Half an hour later the arm 
was painful and I knew that the fight was on because of - 
the sense of exhilaration. A few months ago a peri- 
patetic correspondent described the euphoria which 
often marks the beginning of a head cold. I have had 
that all my life, and for a few glorious hours at these 
times of impending misery I feel really efficient.. Normally 
I have little or no sense of smell but it comes back with 
the euphoria and I recapture delightful associations. 
‘So it was when the cellulitis started. ° © 

As I lay yesterday ruminating on the prospects of 
victory I received a wire from the Editor asking for 
a note on an old friend who has passed on. I knew him 
well, liked him, and was in a position to appraise his 
work—but suppose I hadn’t liked him! It’s a sobering 
thought. The streps are putting up a stout rearguard 
fight. I must make a note to book my reviewer. | 
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` Letters to the Editor 


THE STUDENT AND THE ALMONER 
Sir,—If students are to gain any insight into the social 


' problems uncovered by regarding the patient as a human 


being with family, living, and income-earning problems, 
some way must be found of introducing them under 
expert guidance into a large number of homes. 

Hospital almoners are already overworked; but 
physicians on hospital teaching staffs can stimulate 


‘interest through the questions they put, and their 


comments ; and midwifery on the district often makes the 
more imaginative aware for the first time of aspects 


untouched by the writers of textbooks. I am, however, 


convinced that a month spent with a general practitioner 
who took the students into such homes as he: could, and 
who discussed other cases as he went round, would be 
the most valuable method. I should like this training 
inserted between the final examination and qualification. 
Those of us who teach must be aware of a certain 


impatience among students towards knowledge that does . 


not help in examinations; but when these are passed 
there is a swing-over towards practical knowledge. 

' Both practitioner and student would find the experi- 
ence entertaining and illuminating. There are difficulties, 
as Dr. Harding (June 21) says; but the plan is feasible. 

London, N.W.1. S. R. EASTWOOD. 


SUCCESSFUL REVACCINATION 


Sır, —Dr. Geoffrey Edsall’s letter of June 21 will be 
of great interest to many of your readers, and his theses 
as to the interpretation of the reactions to vaccination 
seem to be sound. They do not, however, provide a 
solution to the problems that concern the quarantine 
officer in practice, and Dr. Edsall’s contention that a 
“ nil” reaction should not be accepted (no matter how 
many failures to take the patient has already experienced) 
is not a practical proposition for those who wish to 
RE if mney wish to travel in some 
haste 

The United States ahont have recently laid down 
that no person shall be admitted to the States from this 
country unless he can produce a certificate of successful 
vaccination performed within the last three years. 
This, following Dr. Edsall’s contentions, has the effect 
of excluding certain people, including myself, from any 
possibility of going to the United States. 

I was vaccinated in infancy with four criss-cross 
insertions, the scars of which are still clearly visible. 
I was revaccinated on the opposite arm by exactly the 
same method at the age of twelve and took successfully. 


_ Since then, though I have been revaccinated on many 
occasions, I have never had the slightest suggestion of a © 


take, and the so-called immunity reactions have been 
barely perceptible. On the last occasion that I came into 
contact with a suspected case of smallpox, only a few weeks 
ago, I decided to be vaccinated as brutally as possible— 
that is, by four large insertions (two on one leg by the 
criss-cross method, two on the other leg by multiple 
puncture) using fresh lymph obtained from the Govern- 
ment laboratory. A few hours afterwards I had a slight 
trauma reaction, which rapidly cleared up, .but no sign 
whatsoever of any take or immune reaction. 

Dr. Broom would certify me as ‘“insusceptible to 
vaccination,” which seems a reasonably good description 
of the state of affairs, but which I take it does not 
necessarily mean that I am immune to an attack of 
smallpox, though the fact remains that I have seen and 
handled a number of cases of smallpox in recent years 
and have not been attacked. 

What is to be done from the point of view of travel 
and immunity from quarantine measures for people 
who, like me, fail to take ? We do not object to a reason- 
able amount of revaccination, though it is a bit of a 
nuisance to have to be revaccinated every eight days 
for an indefinite period. What is more serious is the 
risk that we run, in leaving the country, of having to 
submit to ‘“‘ surveillance,” or possibly to revaccination 
with a doubtful lymph applied by methods that may 
not be above criticism, or even of being refused permission 
to embark, or to land, because we have not a certificate 
of successful vaccination. 


SUCCESSFUL REVACCINATION 
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If Dr. Edsall can suggest an alternative to the term 
‘ insusceptible ’’ in such cases, or suggest some inter- 
national agreement whereby after, say, three unsuccessful 
revaccinations the vaccinee will be exempt from further 
vaccination and from all quarantine measures, he will 
be rendering us a good service. Even then the vaccinee 
would have to wait 24 days before embarking, by sea 
or air, for say the U.S.A. You will appreciate, Sir, the 
serious effect on travel and commerce of such 
impedances. 

The fact is that we are a non-immune population, at 
considerable risk of invasion by smallpox, and we 
have only ourselves to blame for it. While we 

can do what we like with our people, we must not 
whine if other countries .dislike our practices and take 
precautions. 

It is up to the authorities to decide how to protect us, 
if not from smallpox, at least from serious interference 
with our liberty to travel and to trade. 

M. T. MORGAN 
Port M.O.H., London. 


CONSENT TO DEATH 
Sm,—In your annotation of June 7 you quote from 
Dr. Harry Roberts’s book, Euthanasia and other Aspects 
of Life and Death, published in 1936. In the passage 
quoted, Dr. Roberts criticises as being unduly complicated 
the procedure given in the first draft of a Bill which 


‘followed suggestions made in my presidential address to 


the Society of Medical Officers of Health. May I point 
out that the provisions of the Bill sponsored by the 
society which I represent, and introduced into the House 
of Lords by the late Lord Ponsonby, are much less 
complicated. There is no reference to a magistrate, 
the nearest relative does not have to be informed, and 
there is no delay of seven days. Practically all of Dr. 
Roberts’s criticisms have therefore been met. 
C. KILLICK MILLARD 


Hon. Secretary, Voluntary Euthanasia 
Leicester. Legalisation Society: 


COLD AGGLUTININS IN ATYPICAL PNEUMONIA 


Sir,—I was associated with Dr. G. E. O. Williams in 
part of the work on cold agglutinins in atypical pneu- 
monia, which he reported in your issue of June 21 (p. 865), 
and would like to make a few comments. 

Dr. Williams’s views on the etiology of cases with high 
titres are strongly supported by the work of Eaton 
and others. They have isolated a virus from cases of 
atypical pneumonia, grown it in the chick embryo, and 
transmitted it to cotton rats in which it produces a pneu- 
monic illness. Serum from cases in convalescence, but not 
in the acute stages, protected the rats from infection (the 
basis now of a diagnostic test °). They found high cold- 


agglutinin titres in 12 out of 16 cases from which the 


virus had been isolated.? Such titres have been described 
in several outbreaks of atypical pneumonia,‘* whereas 


‘apart from trypanosomiasis they are uncontmon in other 


infections (note éspecially Finland’s*® series of over 
800 controls). It is difficult to resist the conclusion 
that most cases of atypical pneumonia with high cold- 
agglutinin titres are due to a specific virus. 

The common radiological findings of mottling and 

patchy consolidation in Dr. Williams’s cases with high 
cold-agglutinin titres might have been predicted from 
the findings at post mortem in a case from whom Eaton 
and others? isolated the virus. The lung contained 
nodules, discrete in some areas, confluent in others. 
The pleura over superficial nodules was inflamed. 
. Stimulated by Dr. Williams, I set out to determine the 
clinical picture presented by infection with the supposed 
virus, taking 1:128 as a diagnostic cold-aggtutinin 
titre. I was able to collect only 12 cases. Nevertheless 
the case-records are similar to one another and to 16 
cases from which the virus had. been isolated described 
by Eaton and others.* I would therefore'like to sketch 
tentatively what I suspect to be the picture of the 
. Eaton, M. D., Meiklejohn, G., van Herick, W. J. exp. Med. 


1944, 79, 649. 
; Eaton, M. 'D., van Herick, W., Meiklejohn, G. Ibid, 1945, 82, 


A MoR ri Eaton, M. D., van Herick, W. J. clin. Invest. 
1$ , ` 

; Meiklejohn, G. Proc. Soc. exp. Biol., N.Y. 1943, 54, 181. 

. Finland, W. et al. J. clin. Invest. 1945, 24, 451 (see also Dr. - 
Williams’ s references). 
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uncomplicated disease. It appears to be essentially a 
ulmonary infection. Upper respiratory symptoms are 
inconspicuous—a helpful point in the clinical distinction 
from mild influenzal bronchopneumonia. Onset is with 
constitutional symptoms and a dry cough; muco- 
purulent sputum appears later. Diminished resonance 
and breath ‘sounds and showers of rales are almost 
invariable. Pleuritic pain, pleural friction, and localised 
signs of consolidation do occur but are uncommon 
(consistent with the morbid anatomy above). Herpes 
febrilis occurs less commonly than in bacterial pneu- 
monias. Splenomegaly is not a feature (compare other 
forms). The disease is usually mild and prognosis good, 
but severe cases may occur with prostration, dyspnea, 
cyanosis, and death. 

Finally a note on the intriguing association of atypical 
pneumonia, high cold-agglutinin titres, and hemolytic 
anemia.>* A prima-facie case has been made out for their 
causal relationship. If confirmed, the finding of hæmo- 
lytic anzemia in atypical pneumonia will surely be almost 
pathognomonic of infection with this virus. 


North Middlesex County Hospital. D. FERRIMAN. 


HYPOPITUITARISM AND ANEMIA 


Sm,— Writing in THE LANCET of May 10, Dr. Watkin- 
son, Dr. McMenemey, and Dr. Evans describe 2 cases 
of hypopituitarism and anzemia, and their treatment with 
testosterone. This very interesting article has tempted 
us to record a similar case which appeared to be benefited 
by testosterone. 

A married woman, aged 57, was admitted to hospital under 
the care of Dr. Richard Clarke, complaining of a feeling of 
weakness, lethargy, and cold for about a year. She had been 
healthy in childhood and early adult life. Her first child was 
stillborn, but at the age of 34 she gave birth to a child who 
is still living. Her third pregnancy, at the age of 37, was 
complicated by slight antepartum and severe postpartum 
hemorrhage ; the child was stillborn. Thereafter the menstrual 
periods, previously regular, became irregular, and the meno- 
pause came on at the age of 40. She said that she had never 
been really well since the last stillbirth. During about the 
past year, in addition to lethargy, which at one time was so 
severe as to confine her to bed for six weeks, *‘ too weak to 
move,” she had felt the cold bitterly, had attacks of numbness 
in the fingers, and latterly had some difficulty in walking. 
There was no recent loss of weight, but she had been very 
light for some time. Appetite was fair. 

The patient’s height was 5 ft. 0!/, in. and her weight 7 st. 
She was slow in movement and in speech, with a dry cracked 
voice. The skin was fine but dry, the cranial] hair thin and 
scanty, and the nails poorly formed. Axillary and pubic 
hair were completely absent. The only abnormal pigmenta- 
tion, on the front of the shins and very patchy, bore indirect 
testimony to her sensitivity to cold. The tongue was smooth 
and glazed, and clinically she appeared anwmic. No abnor- 
mality was found in the cardiovascular or respiratory systems. 
The blood-pressure was 100/70 mm. Hg. There was an exag- 
gerated lumbar lordosis and dorsal kyphosis. The gait was 
slightly spastic; there was increased tone in the lett leg ; 
and the left plantar response was extensor. There was some 
hyperzsthesia of the feet, but no sensory loss or ataxia. 

The anzmia proved to be normocytic and hypochromic : 
red blood-cells 3,200,000 per c.mm.; Hb 7-7 g. per 100 c.cm. ; 
colour-index 0-9 ; P.c.v. 29:5% ; M.C.V. 92 C.u; M.C.H. 24 YY ; 
M.C.H.C. 26% ; reticulocytes 0-4°%. Bilirubin less than 0-2 mg. 
per 100 c.cm.; plasma sodium 290 mg. per 100 c.cm. ; blood 
cholestero] 135 mg. per 100 c.cm. 

X-ray examination of long bones and spine showed dimi- 
ise calcium content; the sella turcica was within normal 
imits. | n 

A gruel test-meal showed complete achlorhydria, but free 
acid appeared after the injection of histamine. The capillary 
blood-sugar before and at quarter-hourly intervals after 
ingestion of 50 g. glucose was as follows: before glucose 
75 mg. per 100 c.cm. ; after glucose 100 mg., 140 mg., 145 mg., 
and 160 mg. per 100 c.cm. After injection of 10 units of insulin 

intravenously the blood-sugar fell to 24 mg. per 100 c.cm. in 
half an hour without symptoms of hypoglycemia. The 24-hour 
excretion of 17-ketosteroids was 0-8 mg., and the Kepler 
test was positive in both procedures. 
6. Horstmann, D. M., Tatlock, H. J. Amer. med. Ass. 1943, 122, 


369. Dameshek, W. did, 1943, 123, 77. Finland, W. et al. 
J. clin. Invest. 1945, 24, 458. Science, 1943, 97, 167. 
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Sheehan ! has described many cases of hypopituitarism 
in women following hemorrhage at childbirth ; some of 
them had severe anemia. One of the cases with anæmia 
complicating hypopituitarism described by Snapper et al.* 
was in a woman who had suffered a postpartum hæmor- 
rhage. The case we have described we believe also to 
be one of hypopituitarism, due to partial necrosis of the 
anterior pituitary after postpartum hemorrhage. Hypo- 
pituitarism has in this case, as in those of Snapper, and 
Watkinson et al., been associated with anemia and 
achlorhydria. Unlike the cases of Snapper, but like those 
of Watkinson, the blood condition of our patient failed 
to respond to iron, thyroid, and diver, and her general 
condition remained stationary and apathetic. / 

Before the war one of us (G. L. F.) was impressed clini- 
cally by the plethora, increase in weight, and raised 
basal metabolic rate (B.M.R.) occurring, after some weeks, 
in females treated with testosterone. Reports have since 


‘been published of a number of cases of Simmonds 


syndrome treated with androgens, which produced 
increase in weight, increase in B.M.R., and nitrogen 
retention, along with general clinical improvement.‘ 5 67 
In only one of these papers * was the blood picture 
discussed ; and in this it was reported as unchanged. 

From clinica] experience, however, it was decided to 
try testosterone in our case; and since its addition to 
the therapy an improvement in the clinical and hzemato- 
logical condition has been observed. From the first the 
patient was given ferri et ammon. cit. gr. 90 daily, 
‘ Anahemin’ 2 c.cm. twice weekly, ‘ Benerva’ 25 mg. 
daily, and thyroideum siccum. The thyroid, started 
cautiously with gr. '/, daily, was gradually increased 
until, 45 days after admission, she was receiving gr. 2 
daily. There was, however, very little progress, and on 
the 27th day six 100 mg. tablets of testosterone were 
implanted subcutaneously, and before discharge she 
was transfused with two pints of packed red cells. She 
was later given methyl testosterone 15 mg. daily, absorbed 
through the sublabial mucosa, and when seen as an 
outpatient on the 76th day she had improved clinically 
and had more energy. Her blood-pressure had risen to 
160/100 mm. Hg, but the weight was unchanged. 

A month later she was very definite that subjective 
improvement had occurred. Her blood-pressure was 
140/90 mm. Hg, and some pubic hair had appeared. 
The implanted tablets were still palpable. Red blood- 
cells 4,900,000 per c.mm., Hb 88%, colour-index 0-9 ; 
slight anisocytosis and hypochromia. She was now 
having tab. ferrous sulphate gr. 3 thrice daily and 
anahzemin 2 c.cm. weekly. 

It is of course premature to make any definite claims 
in this case; and now that her condition is satisfactory 
it is proposed to determine whether exhibition of testo- 
sterone alone will maintain the improvement. 


We are indebted to Dr. Richard Clarke for permission to 
record this case, to Dr. F.. Lloyd Warren for the assay of 
17-ketosteroids, and to The British Drug Houses Ltd. for 
the implantation tablets. JOHN NAISH 

Bristol. GEORGE L.. Foss. 


TRAUMATIC NEURITIS OF THE DEEP PALMAR 
BRANCH OF THE ULNAR NERVE 


Str,—The interesting article in your issue of June 14 
by Dr. Ritchie Russell and Dr. Whitty, reporting 5 cases. 
of traumatic neuritis of the deep branch of the ulnar 
nerve, prompts me to add a further case which I saw 
recently for Mr. Rigby Jones at the fracture clinic of 
the Connaught Hospital. 

A painter and decorator, aged 40, complained of inability 
to grip firmly with the right thumb and index finger. Nine- 
days previously he had made a long cycling trip in cold. 
weather. On his return home in the evening he found he. 
was unable to straighten the tip of the fifth digit of the right 
hand; nor could he grip a pen firmly between the thumb. 


1. Sheehan, H. L. Quart. J. Med. 1939, 8,277. ` 

2. Snapper, I., Groen, J., Hunter, D., Witts, L. J. Ibid, 1937, 6, 
3. Watkinson, G., McMenemey, W. H., Evans, G. Lancet, 1947,. 
4. Lisser, H., Curtis, L. E. J. clin. Endocrin. 1945, 5, 363. 

5. Burke, G., Cantor, M. Canad. med. Ass. J. 1945, 52, 275. 

6. Werner, S. C., West, R. J. clin. Invest. 1943, 22, 335. 

7. ee R. H., Whittenberger, J. L., Bissell, G. W., Weinglass, 


B. J. clin. Endocrin. 1945, 5, 163. 
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and index finger. On questioning he recalled that at the end 
of the day’s cycling his hand had felt numb along the ulnar 
border and in the ulnar two digits, but this had passed off 
in an hour or two. There was no definite history of injury 
though his journey had taken him over rough roads. 
Examination. revealed a “‘ mallet’ deformity of the fifth 
digit. There`was slight wasting of the adductor pollicis and 
first dorsal interosseous muscle; there was no voluntary 
activity in the first dorsal interosseous muscle and the 
adductor pollicis was weak, but all other intrinsic muscles, 
as well as the extrinsic muscles, of the hand were acting 
normally. There was no subjective or objective sensory loss. 


This case resembles the first 4 of Dr. Ritchie Russell 
and Dr. Whitty, wherein the lesion is related to a mild 
trauma to the ulnar nerve at the wrist or in the palm 
of the hand; I am unable to agree that this connexion 
exists in their 5th case. 


Such cases are ideally suited for interrupted galvanism. | 


Although the history of the patient reported here was 


only of nine days’ duration, wasting was already visible 


in the adductor pollicis and first dorsal interosseous 
muscle. The results of research at Oxford during the 
war indicate that wasting after denervation of a muscle 
is minimised by interrupted galvanism.’ A wasted 
muscle must mean an inefficient muscle, at least for a 


. time, after its reinnervation. 


Connaught Hospital, Walthamstow, E. S. R. HUGHES, 
| London. 


URTICARIAL REACTIONS TO PENICILLIN 


Sir,—Having read Dr. Steingold’s article of June 21, 
and your annotation on the same subject, I wish to 
report a case of mine. 


A girl, aged 11, had a right otitis media for three years 
following scarlet fever. I gave her a course of five daily 


, injections into the right vastus lateralis muscle of 2 c.cm. 


oil-wax suspension containing 125, 000 units of penicillin 
per c.cm. 

On the eighth day she complained of a painless swollen 
right thigh, intense itching, and fever. I found a large, hard, 
red blotch, which covered the whole length of the outer half 
of the right thigh ; there was no tenderness. At the site of 
the punctures the epidermis was slightly raised and blanched, 
the condition closely simulating insect-bites. The afiected 
thigh was much thicker than the other. Her temperatyre 
was 100°F and she had a furred tongue. Thinking that she 
was developing an abscess, I put her on sulphathiazole, but 
on the following day her temperature became normal and the 
rash was spreading over the whole trunk. I assumed,there- 
fore, that this was an urticarial reaction, and discontinued the 
sulphathiazole. Four days later, after having spread over 


_ the whole trunk, while leaving the other limbs and the face 


free, the rash completely disappeared without any treatment. 


This patient gave no previous history of urticaria or 
other allergic reactions. 


Sheffield. I. GOTTLIEB. 
Str,—There are several points in Dr. Steingold’s 
article (June 21) which require explanation. Reference 


was made to intradermal tests using penicillin x, penicillin 
Y, and pure penicillin. The different penicillins known 
in Great Britain as I, I, DI, and IV are identical with 
those known as F, G, X, and K in the ‘United States. 
What therefore is penicillin y that Dr. Steingold used, 
and what does he mean by pure penicillin? If by the 
latter he means the white crystalline penicillin containing 
over 90 % penicillin G, then I think this should be stated. 

The article described four patients who when treated 
with varying doses of penicillin developed urticaria within 
seven or eight days. Since the reactions were of the 
delayed type it seems strange that the intradermal 
tests were positive in ten minutes. The serum of 
persons with this immediate reaction should contain 
skin-sensitising antibodies which can, be transferred to 
normal skin. Without carrying out passive transfer 
tests the conclusions reached from such experiments 
may lead: to faulty reasoning. 

The skin tests carried out by Dr. Steingold show results 
which are at variance with those obtained in this 
department. 


Inoculation Department, 


A. W. FRANKLAND. 
St. Mary’s Hospital, London, W.2. | / 
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ON THE FLOOR OF THE HOUSE 


Mr. Bevin has made a statement on the Marshall 
plan for Europe, which will have to be in fact the 
European plan for Marshall. And now that Mr. Molotov 
has joined the consultations the prospects of Hurope, 
East and West, producing a plan of economic rehabili- 
tation may. be brighter. Of course this is not a 
philanthropic UNRRA type of effort by the U.S.A.—it 
is sound constructive economic building. For. unless 
the nations are sufficiently restored to buy and sell and 
make and exchange their goods much of the best pro- 
ductive machinery of that republic will rust in idleness. 

The Opposition had selected shortages of consumer 
goods as a subject for debate on Thursday and Sir 
Stafford Cripps gave the House some interesting infor- 
mation. One of our difficulties is that before the war 
we had,an income of £100-150 million from our overseas 
investments coming into this country in goods. For 
these goods we did not need to pay in exports. But 
now that our investments are largely gone, exports.are - 
needed and. are drawn from our own stocks of goods. 
And there is another factor. We have shortages of goods, 
and, on balance, an abundance of purchasing power, for 
the pre-war low-paid grade of workers are now getting 
higher wages and their demand is effective—for prams 
and children’s shoes, for example. These facts give us 
a glimpse of an economic revolution which is proceeding 
all over the world, and in many countries by methods 
much more violent than rising prices and changes in © 
the social demand for specific commodities. - 

The Minister of Health has lately published regulations 


‘ dealing with terms of pension and superannuation in the 


National .Health Service, and an order setting up the 
new regional hospital boards. Now that the boards are 
appointed the interim period before the inception of 
the National Health Service may be cleared of some 
of its difficulties and obscurities. The boards will 
probably advertise their needs for specialists, and when 
appointments are made the service will begin to assume 
its working structure. There are many problems ahead, 
and for those who pictured health centres as well-equipped 
new buildings with all the latest medical equipment, 
some disappointment. But it is after all the doctors 
and nurses who make a good health service; which is 
just as well, for new buildmgs on any large scale will 
have to come later. MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Venereal Disease in the Army 


In the House of Commons on June 25 Dr. S. SEGAL 
raised the question of the incidence of venereal disease 
among our overseas forces. The statistics given else- 
where were, he believed, subject to certain fallacies, for 
they dealt with the incidence of venereal disease over 
twelve months per 1000 men in a given command, but 
they failed, he suggested, to take into account that 
these 1000 men over a period of twelve months were 
in a mobile state, with changes taking place through 
posting and replacement. Hence over a period of twelve 
months the numbers were probably considerably greater. 
Though the incidence of venereal disease was grave, the 
real problem today was how far risks of exposure to 
disease had been taken for every given case of. disease 
which had been recorded. Considering the well-known 
methods of prophylaxis and early treatment, the high 
percentage of cures, and low proportion of relapses, 
Dr. Segal thought “that, even if the figures had been 
less serious, they would still occasion grave disquiet. 
They were symptomatic of the loosening of moral ties 
that had followed every major war. 

In so far as this problem affected our troops stationed 
at home Dr. Segal held that it was not primarily the 
concern of the War Office. It was firstly the concern 
of the Church, upon whom lay the responsibility of 
preaching incessantly the ideals of self-discipline and 
self-restraint, of a high standard of moral values, and 
of the sanctity of family life. A heavy responsibility 
also rested upon the State in making higher standards 
of education available to as large a proportion of the 
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population as possible; in providing houses for newly 
married couples; and in establishing a system of family 
allowances whereby the amount would increase with 
each successive child. But for our troops stationed 
overseas the responsibility belonged primarily to the 
War Office. Why was the incidence of venereal disease 
in the Far East six times as high, and in Germany and 
Austria today almost five times as high as in the Middle 
East ? Dr. Segal felt that it should be the aim of the 
War Office to encourage the recruit to retain as far as 
possible his civilian outlook during the brief term of his 
military service. 

Mr. JOHN FREEMAN, under-secretary of State for War, 
agreed that this difficulty would only be overcome by 
creating conditions in the Services overseas which would 
prevent the temptation which led to this scourge. 
Although he did not underestimate the seriousness of 
the problem, there was ground for the belief that the peak 
had now been passed. For the first quarter of 1946 the 
Rhine Army figures were 30:4 per 1000; for the second quar- 
ter 41:8; for the third quarter 44-6; for the fourth quarter 
41-8 ; and for the first quarter of this year 30. The build-up 
in the middle of last year, and the reduction at the 
end of last year and the beginning of this year were 
reflected substantially in the commands. It was worth 
pointing -out also that while these were terrible figures 
they were lower than those for a similar period after the 
first world war, and it must be remembered that men 
were far more ready to report this disease than they 
were in the past. 

He could not give a clear answer to Dr. Segal’s question 
why the incidence of the disease in the Middle East 
should be lower than in the Far East and north-western 
Europe, but the conditions under which men lived in 
the Services in the Middle East were not conducive to 
venereal disease. In Germany and Austria they were 
conducive to the disease, and in both areas the incidence 
of the disease among the civilian population was high. 
In the Far East it had been difficult to control the sources 


of infection, and only recently had they started to make — 


progress on that side of the problem. He could assure 
the House that the War Office fully recognised the 
importance of trying to give the Serviceman the oppor- 
tunity of making civilian contacts, and there were more 
civilians doing welfare work overseas than during the 
war. While it was possible to take medical measures 
to limit the seriousness of this problem where it had 
started, clearly the way to eliminate it was by a moral, 
educational, and welfare approach. 


QUESTION TIME 
Interim Report on. Negotiations 


Dr. S. SEGAL asked the Minister of Health whether any interim 
report would be issued to the House on the progress of 
negotiations with the negotiating committee of the medical 
profession ; and when the interim report could be expected. 
—Mr. A. Bevan replied: I anticipate that these negotiations 
will remain confidential until the outcome is known. Dr. 
SEGAL: Can the Minister give an assurance to the House 
that, if at some future date an interim report is received it 
will be just circulated to hon. Members of the House rather 
than issued for private circulation among the 55,000 medically 
qualified members of the profession ?—Mr. Bevan : These 
are negotiations with the profession about the conditions on 
which they propose to serve in a national service. They 
do not directly concern hon. Members of the House, except in 
their medical capacities. For instance, if there were negotia- 
tions going on between the Government and members of the 
Civil Service on conditions of employment the decision 
would not be first announced to the House of Commons. 
This is essentially a matter for the medical profession in the 
first instance, and afterwards for the House, if it wishes. 


Administrative Machinery 


Mr. S. Hastincs asked the Minister whether, in selecting 
representatives of the medical profession for the local executive 
councils under the new Health Act, he was asking for nomi- 
nations from the medical committees in the various areas: 
and whether he was aware that in not a few of these areas 
medical committees were elected in 1938 and there had been 
no election since.—-Mr. BEvan replied: Appointments of 
medical members to executive councils are made by the 
local medical committees and not by the Minister. I am 


i 


aware that in most areas there have not been elections for 
panel committees since 1939, and therefore my recognition 
of local medical committees for the new service has been 
provisional. i 

Dr. SEGAL asked the Minister how, and by whom, the 
chairman of a local health service executive council was 
selected ; which local bodies were consulted; and what 
qualifications were required in assessing suitability for this 
post.—Mr. Brvan replied: Chairmen of executive councils 
are appointed under the National Health Service Act by the 
Minister of Health. I am making careful inquiries in each 
case, but there have been no formal consultations. No 
particular qualifications can be specified: my object is to 
get good chairmen. Dr. Secat: Is the Minister aware 
that in at least one area public opinion has been outraged 
by the appointment of a chairman who has had a pecuniary 
interest in hospital contracts in the past ?. Is it already too 
late to reconsider this appointment ?—Mr. Bevan: I do 
not know the instance which the hon. Member has in mind, 
but in these appointments I am not concerned with party 
or political considerations, but to get the right kind of chair- 
man for the bodies who have to do this work. If there is 
any instance of nepotism, or near nepotism, I would like 
the hon. Member to bring it to my notice. 


Local Health Committees 


In answer to a question, Mr. BEVAN stated that all local 
health authorities except Norfolk and Cardigan county 
councils had constituted health committees, and Norfolk | 
county council had appointed a health services reorganisa- 
tion committee which was engaged on the preparation of 
proposals. 

Land for Health Centres 


Mr. Hastines asked the Minister to what extent major 


local authorities were, at the present time, able to acquire 


land to enable them to build health centres when conditions 
were more favourable; and whether he would take steps 
to increase these powers where they were insufficient.—Mr. 
Bevan replied: There are ample powers in section 58 of 
the National Health Service Act, but I am advised that. 
these cannot be exercised yet. Provincial authorities can 
proceed under the Public Health Act, 1936. The powers 
conferred by the corresponding London Act are narrower, 
but I fear that I cannot promise legislation to increase them. 
Mr. Hastines: Does the Minister realise how important it 
is that sites that are required for health centres should not 
be lost for all time, because sufficient powers are not available ? 
—Mr. Bevan: I doubt whether sites are being lost. At all 
events, it is no use at the moment acquiring them too far 
ahead of time, because the health centres could not be built 
at the present time for lack of building materials and labour 
owing to the prior claims of housing. Next year the position 
may be different. 


Hospital Equipment and Supplies 

Mr. H. Davies asked the Minister to what extent it was 
proposed to obtain equipment and supplies for hospitals 
under the National Health Service by centralised purchase, 
in place of the present system of purchase by individual 
hospitals; and whether a similar policy would be applied 
to installation and maintenance services.—Mr. BEVAN replied : 
Hospital equipment and supplies cover a wide range. For 
some items, there may be advantage in central purchase. 
But where present methods of supply and servicing are 
working satisfactorily it is not proposed, at the outset of 
the new service, to interfere with them. For the time being 
central purchase will be limited to major equipment which 
is in short supply, and various other items which may be 
found to lend themselves to central purchase on grounds of 
economy or better efficiency. 


i Tuberculosis in the Air Force 


Mr. H. Ussorne asked the Secretary of State for Air how 
many .men had been discharged from the R.A.F. suffering 
from tuberculosis, between September, 1939, and June, 1945, 
and June, 1945, and the present time, respectively.—Mr. 
P. NogEL-BAKER replied: The numbers are as follows: 
September, 1939—June, 1945 = 6642; July, 1945—-June, 1947 
==3147,. The increase in the number of discharges per annum 
during the later period is largely due to the wider application 
of radiography to the Royal Air Force. An X-ray examina. 
tion is now provided for new entrants and for members of the 
Service on release from overseas. 
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Obituary 


_ REGINALD CECIL BLIGH WALL 
M.A., D.M. OXFD, F.R.C.P. 


Dr. Cecil Wall came of a medical family on the spear 
and distaff side. His father and his grandfather both 
practised in Bayswater, and his father Dr. R. B. Wall 
was master of the Society of Apothecaries in 1909-10. 
His mother was the daughter of James Luke, F.R.S., 
who was president of the Royal College of Surgeons in 
1862. 

Cecil Wall was educated at Bradfield College, of which 
he later became a trustee and councillor, and at the 
Queen’s College, Oxford, which he entered with a Fitz- 
gerald exhibition. At Oxford he proved himself a crack 
rifle shot, winning the Spencer cup in 1888 and the Rifle 
Association’s bronze medal in 
1891. After taking his B.A. in 
1893 he went to the London 
Hospital with a scholarship, and 
he qualified in 1897, taking his 
degree the following year. In 
1899 he was awarded the 
Andrew Clark scholarship in 
medicine and pathology. Hav- 
ing held house-appointments 
at the London he joined the 
staff of the Eastern Dispensary 
and the Poplar Hospital, and 
later he was appointed to the 


of the Brompton. He was 
` also physician to the Alliance 
` Insurance . Company. 
At the London Hospital Dr. 
. Wall became known to genera- 
tions of students as an. able: teacher who gave much 
thought to their instruction. He had a good education 
and a good brain, and his teaching of accurate observation 
and deduction was the means by which many learnt a 
scientific approach at the bedside. On ward rounds his 
habit was to demonstrate the first case indetail, devoting 
perhaps half an hour to its demonstration and discussion. 
By careful choice of cases he arranged that his students 
should see him handling comprehensively examples of 
all the commoner conditions, and consciously or uncon- 
sciously they gained much profit. He also made it a 
practice to spend a long afternoon each week in visiting 
all his patients unaccompanied ; and it was largely this 
conscientious approach to hospital work that made his 
reputation as a physician and preserved that reputation 
over long years in which medicine underwent radical 
changes. By the people of the East End district which 
the London Hospital chiefly serves, -bis merits were fully 
appreciated. 
Though particularly well known for his expertness in 
diseases of the chest, he by no means confined himself 
to them. Chorea was the subject of his valuable 
Bradshaw lecture of 1920, delivered before the Royal 
College of Physicians, to whose fellowship he had been 
elected in 1908. Like his Schorstein lecture, given at 


Swatne 


the London Hospital in 1928, it appeared in our columns. 


At the London he was a lecturer in therapeutics as well 
as in diseases of the chest. His interest in teaching 
was also shown during his tenure of the post of dean 
of the Brompton Hospital medical school, and as a 
member of the boards of the medical faculties of Oxford 
and London, and a member of the board of advanced 
medical studies of London University. He had a con- 
siderable gift of organisation and was a capable chairman 
at professional meetings. As an examiner he served 
the universities of Oxford and London, the Royal College 
of Physicians, and the Society of Apothecaries. _ ' 

A man of deep loyalties, giving affectionate service 
to his old school and university and to his two hospitals, 
Dr. Wall had a special place in his heart for the Apothe- 
caries. In the 300 years of its existence the society 
can, indeed, have had no more devoted member, nor 
one who believed more sincerely in its importance to 
the nation and to medicine. Admitted to the yeomanry 
in 1891, he was master in 1932-33, and from 1934 to 
1939 was its representative on the General Medical 
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staffs of his own hospital and. 
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Council. From 1934 until his death he held the office 
of archivist to the society, and was the better enabled 
to make full use of his antiquarian talents. In 1935 
he gave the Thomas Vicary lecture at the Royal College 
of Surgeons on the History of the Surgeons’ Company, 
1745-1800, which he expanded and published two years 
later as an entertaining monograph to which Sir D’Arcy 
Power contributed a foreword. In 1944 he cohtinued the 
story in his FitzPatrick lectures to the Royal College of 
Physicians which dealt with the history of the English 
medical profession in the 18th and 19th centuries. His 
wide knowledge of medicine and its history covered the 
details of pharmacy both ancient and modern: -he 


“could point out, for example, that in the first edition 


of the British Pharmacopeia the. dose of calomel had been 
15 grains and that there had not been any edition in 
which the dose was not reduced to a lesser one. As 
archivist at Apothecaries’ Hall he knew the story of 
every picture, every bit of furniture, and every piece of 
silver that the society possessed, as well as of every piece 


of the society’s property and in which parts of it what 


had stood before from the days of the Tudors. He 
was prepared to speak on any or on all of these subjects 
at any length and at any moment, and he always spoke 
with interest, though this was somewhat marred by a 
monotony of the voice in later years owing to his deafness. 

His little history of the society and its hall (1932) . 
traced the lineal descent of the general medical prac-. 
titioner, of today from the apothecary of the 17th 
century’; and for some fifteen years he had been working 
on a larger history which remains for other hands to 
complete. or Ei 

Dr. Wall married Dorothy, daughter of H. Innes Fripp, 
and they had a son and two daughters. He died at 
his home in London on June 19, aged 77. ` 


LEONARD FINDLAY 


“ Professor Findlay was a master of the art of dis-. 
course,” writes a colleague, “and I shall never forget 
the tall, firm, erect, figure striding into the ward ready 
at every opportunity to subject each statement and each 
observation to the most critical scrutiny; ‘but his 
criticisms were so astute and so honest that they never 
caused offence to an honest observer. One always 
knew that he was prepared to have his statements torn 
to pieces and subjected to the same treatment as those of 
others. The care he would take in delving to the limits 
of each problem was always an object lesson; and, like . 
all true clinicians and scientists, he always noted down 
his own observations and made his assistants do likewise. 
There can have been few men better able to set the 
young doctor on the difficult path of a scientific approach 
to clinical medicine. He taught one to eyaluate each 
laboratory finding, each clinical sign, each symptom, 
and so the whole child.” ey 


BIRTHS 


ANDERSON. —On June 23, at East Sheen, the wife of Dr. I. M. 
Anderson—a daughter. 

BRYCE-CuRTIS.—On June 23 in London, the wife of Dr. P. J. 
Bryce-Curtis—twin daughters. 

CHILDS.—On June 19, at Southsea, the wife of Dr. H. K. Childs— 


p Caen ter. 

EAGER.—On June 21, at -Oxford, the wife of Dr. R. G. Kager— 
a daughter.. 

GRIFFITHS.—On June 22, at Oxford, the wife of Dr. R.C. L. Griffiths 
—a daughter. ; 

Hount.—On June 22, at Brighton, the wife of Dr. G. N. Hunt—a son. 

NasH.—On June 26, in London, the wife of Dr. F. W. Nash—a son. 

Spron.—On June 27, the wife of Dr. George Simon—a daughter. 


MARRIAGES 


GIBSON—WELLS.—On June 24, in London, M. O. J. Gibson, M.B., 
to Sarah Josephine Wells. cf 


DEATHS 


ABMSTHONG OH June 23, in Liverpool, 

M.D. Vict. 

HARMER.—On June 25, at George, S. Africa, John Daniel Harmer, 
O.B.E., M.B. Edin., F.R.C.S.E. st 

JONES.—On June 24, at Ringwood, Hants, Henry Travers Jones, 
M.B. Lond., D.P.M., aged 66, 


Hubert Armstrong, 


KERBY.—On June 25, Theo Rosser Fred Kerby, M.R.C.S., D.M.R.E. 

PackKER.—On June 26, Harry Dixon Packer, C.I.E., M.R.C.S., colonel 
R.A.M.C. (retired), aged 75. 

SEARLE.—On June 23, in Kenya, Charles Frederick Searle, M.C., 
T.D., M.D. Camb., D.P.H. ! 

SHaw.—On June 26, in London, John Arthur Pilkington Shaw, 
M.R.C.S. 
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Notes and News 


THREE-DIMENSIONAL PHOTOGRAPHY 


A STEREOSCOPIC effect has been achieved in photography, 
by a device invented in France, without special viewing 
apparatus. For instantaneous exposures a multiple camera 
with objectives in line along a fixed base is used, while another 
type of camera moves during exposure over an arc of 16°. 
Ordinary photographic material is used, but the photograph 
is mounted behind a grid of thin glass treated with cellulose 
acetate comprising a lenticular optical system. The results 
are remarkable, and as the process is not expensive it should, 
as the owners claim, have a future in medical teaching. It 
will be interesting to see if it can be successfully applied to 
radiography, particularly of the head and chest. The process 
is being developed in Britain by Deep Pictures Ltd., 150, New 
Bond Street, London, W.1. 

j N 


MEDICAL BOOKS AT OXFORD 


To show academic hospitality to the Association of Surgeons . 


and the International Congress of Physiologists who meet 
at Oxford this month, an exhibition has been arranged in 
the Bodleian Library illustrating the history of medicine, 
surgery, and physiology from classical times to the present 
day. The manuscripts include: works written by Greek, 
Latin, and Arabic writers beginning with Hippocrates. One 
of the medieval manuscripts exhibited is a medical treatise, 
written about 1290, containing the earliest known representa- 
tion of a human dissection. The printed books date from 
1474 and include early editions of Vesalius, Geminus, Paré, 
Linacre, William Harvey, Thomas Willis, and Thomas Syden- 
ham. The exhibition isin two sections ; one general, the other 
devoted to The Oxford Scene. In the latter are shown some 
curious quack advertisements circulated in Oxford nearly 
300 years ago. Other manuscripts show that as early as 1594 
the faculty of medicine was concerned with the smoking of 
tobacco, while Artificiall Embellishments, published in 1665 
by an Oxford doctor, is a comprehensive guide to beauty- 
culture. The exhibition is open free to the publie daily 
(2 P.M. to 5 P.M.) except Saturdays and Sundays. An illus- 
trated catalogue is on sale (price 1s.). 


ii SOURCE OF ANTILEPROTIC OILS 


Or the innumerable genera of the flacourtiaceæw, three 
produce oil used in le arpus, oncoba, and 
carpotroche. In As Flacourtidceas Antileproticas, a compre- 
hensive work of 132 pages produced in’ the leprosy prophylaxis 
department at Sao Paulo, Brazil, Helena Possolo describes 
the botanical features of the genera and species concerned 
and the physical and chemical qualities of the oils extracted 
from the seeds. The introduction deals with the geographical 
distribution of the plants and the history of their use, and 
the illustrations give details of the more important species. 
There is also a bibliograpby of over 300 references. 


University of Oxford 


On July 25 the honorary degree of p.sc. will be conferred 
on Dr. S. A. S. Krogh of the Zoophysiological Laboratory, 
Copenhagen, Dr. A. Szent-Györgyi of the University ‘of 
Budapest, Dr. H. 8S. Gasser, director of the Rockefeller 
Institute for Medical Research, New York, and Prof. C. H. 
Best, F.R.s., head of the Banting-Best Institute of Medical 
Research, Toronto. 


University of Birmingham 


Mr. P. B. Medawar, a fellow of Magdalen College and a 
member of the department of zoology and comparative 
anatomy of the University of Oxford, has been appointed 
Mason professor of zoology in the university. His research 
at Oxford has included studies of nerve suture published in 
these columns and elsewhere. 


Royal College of Surgeons of England , 


Dr. W. K. Livingston, professor of surgery of the University 
of Oregon, will deliver a Moynihan lecture at the college, 
Lincoln’s Inn Fields, W.C.2, on Tuesday, July 8, at 6.15 P.M 
on the Physiological Responses to Woundiny. 


London Hospital 


Sir Frederick Ogilvie will present the prizes in the college 
library on Wednesday, July 9, at 3 P.M. 


J.B. Hunter, Dr. H. L. Marriott, Mr. M. F 


University of St. Andrews 
At recent examinations the following were successful : 


M.D.—D. C. Sinclair (with honours); H. H. A. Elder. 

M.B., Ch.B.—J.D. Andrew, Margaret M. Downes, D. M. Green, 
Margaret Lamb, J. M. McGilchrist, E. C. Mathieson, Jessie Muirhead, 
R. J. Nicol, J. J. A. Reid, Margaret W. Richardson, W. B. 
Robertson, C. G. Smith, G. R. Tudhope (with commendation) ; 
Mary Auld, Hona A. Barron, Christine Benson, W Bowman, 
Ruth Brogden, J. F. Butchart, G. S. Caithness, Diana Campion, 
Gilian Crow, A. L. M. Davidson, Margaret B. Dempster, K. P. 
Duncan, Alexander Ewing, A. D. Forrest, J. P. Fraser, J. A. Freeman, 
J. L. Hamuoni, A. P. B. HAOR Margaret J. Jackson, Olive M. 
Landsman, A. R. Law. J. M. Low, Sheila McCall, R. H. A. 
MacGranthin, Donald NA Gehan Margaret C. MacLeod, R. K. 
Machell, A. B. Mann, Helen S. Mathewson, D. R. S. Ritch, I. K. 
Sharp. "Ada H. Shepherd. William Shepherd, Isobel M. Soutar, 
O. H. Taylor, A. C. Traill, Elizabeth White, Nora P. Woods. 


University of London 


Sir Francis Fraser, director of the British Postgraduate 
Medical Federation, has been appointed deputy vice-chancellor 
of the university for 1947-48. Dr. K. J. Franklin, has been 
appointed to the university chair of physiology at St. Bartholo- 
mew’s Hospital, and Miss Margaret Murray, pD.sc. to the 
university chair of physiology at Bedford College. 


Dr. Franklin, who is 49, was educated at Christ’s Hospital, and 
Hertford College, Oxford, where he was a classical scholar. During 
the 1914-18 war he served with the Royal Field Artillery in France 
and Tea, After taking first-class honours in animal physiology 
in 1921, he held demonstratorships in physiology at Oxford and at 
Bartholomew's Hospital, whence be took his medical degree 
in "1924 and his D. M. three years later. In 1924 he was elected a 
fellow of Oriel College, where he now holds the posts of tutor, 
librarian, and lecturer in physiology. In 1924 he also became 
university demonstrator of pharmacology, an. appointment which 
he held till 19383. In 1925 he was awarded a Radclitfe travelling 
fellowship and he spent the next year as assistant professor of 
physiology at the University of Michigan. In 1935 Dr. Franklin 
was appointed assistant director of the Nuffield Institute for Medical 
Research. and he is also dean of the Oxford medical school. He has 
published a Short History of Physiology (1933) and a Monograph on 
Veins (1937) and he has edited translations of Richard Lower’s 
De. Corde (1669), of De Venarum Ostiolis (1603), and of Hieronymus 
Fabricius of Aquapendente, He is a member of the Oxford teams 
whoso investigations on circulation of the blood in the fotus and 
in the kidney have lately been published. In 1940 he was elected 
F.R.C.P. 


Commonwealth and Empire Health and Tuberculosis 
Conference i 


A few tickets for this conference, which is to be held i in the 


. Central Hall, Westminster, on July 8, 9, and 10, are still 


available, and may be had from Dr. Harley Williams, N. ss Pts; 
Tavistock House N orth, Tavistock Square, W.C.1. 


Tuberculosis Educational Institute 


The institute is holding a refresher course at the Dunn - 
School of Pathology, Oxford, from Sept. 23 to 26, on the 
pathology und bacteriology of tuberculosis. The "speakers 
will include Sir Howard Florey, F.R.S., Prof. J. W. S. Blacklock, 
Mr. E. Chain, D. PHIL., Dr. Robert Cruickshank, Miss Honor 
rell, p.sc., Dr. K. F. W. Hinson, Dr. Jethro Gough, Dr. A. Q. 
Wells, Prof. W. H. Tytlor, Dr. D. Barron Cruickshank, 
Dr. E. Nassau, Dr. C. E. Dukes, Dr. S. R. Gloyne, and Dr. 
Hyme Lempert. Further information may be had from 
Dr. Harley Williams, Tavistock House North, Tavistock 
Square, London, W.C.1. 


Royal Society of Medicine 


On July 1, at the annual mecting, Sir Maurice Cassidy, 
the president, presonted the society’s gold medal to Sir 
Alexander Fleming, F.R.S., and to Sir Howard Florey, F.R.S., 
who was unavoidably absent. The recipient of the Hickman 
medal, Prof. R. R. Macintosh, was introduced by Dr. Stanley 
Row botham, who described the award of this modal as the 
highest honour that an anesthetist can be paid by his colleagues. 
The president also handed the diplomas of honorary follow- 
ship to Prof. Naguib Mahfouz Pasha, Sir Edward Mellanby, 
F.R.S and Dr. C. M. Wenyon, F.R.S., and to the Swedish 
c hargé d'affaires as representative of Prof. Einar Key. 


The following are the officers for the coming year : 


President: Sir Maurice Cassidy. Hon. treasurers: Dr. Charles 
Newman and Mr. L. R. Broster. Hon. secretaries : Mr. W. A. Pool 
and Dr. A. T. M. Wilson. Hon. librarians: Mr. È. K. Martin and 
Dr. Thomas Hunt. Hon. editors: Mr. Eric Crook and Dr. E. R. 
Cullinan. Other members of council: Miss Geraldine Barry, Dr. 
E. R. Boland, Sir Ernest Rock Carling, Dr. E. A. Cockayne, Mr. 
Zachary Cope, Dr. Macdonald Critchley, Dr. Maurice Davidson, 
Dr. D. T. Davies, Mr. Charles gouna Dr. Charles Harris, Mr. 

. Nicholls, Mr. R. H. O. B. 
Robinson, Dr. A. C. Roxburgh, and Sir Henry Tidy. 


The annual report shows that there are now 8715 rows and 
members of the society. 
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Medical Art Society 


This society is to hold an exhibition at 1, Wimpole Street, 
London, W.1, from July 17 to 26. 
Wilson, 142, Harley Street, W.1. 


Unesco Awards 


Unesco has awarded grants-in-aid to 47 scientists in 10 
‘European countries and in the U.S.A., for the purpose of 
attending the sixth International Congress for Experimental 
Cytology, which is to be held i in Stockholm from July 10 to 17. 
L.C.C. and N.H.S. Act i 
- The health committee’s proposals for carrying out the 
London County Council’s duties under section 26 (vaccination 
and immunisation) and section 27 (ambulance services) of 
the National Health Service Act were considered by the 
council last Tuesday. 

Diabetic Association 

At 10 a.m. on Friday, July 18, Prof. Charles Best, F.R.S., 
will deliver the first Banting lecture at King’s College Hospital, 
London, S.E.5. In the afternoon and on the morning of 
Saturday, the 19th, there will be further lectures and demon- 
strations in the. diabetic and biochemical departments. 
Doctors and medical students are invited to attend. 


.:ı Medical Treatment for Civilian Repatriates 


Till now civilians repatriated from enemy-occupied terri- 
tories have been entitled to six months’ free medical treatment 
irrespective of whether their illness was due to their intern- 
ment or not. These arrangements have now been cancelled 
(Ministry of Health circular 111/47), but patients whose illness 


_ is attributable to their internment wall continue to be an- 


E.M.S. responsibility. 


Epsom College 

Dr. Harold Spitta has been appointed chairman of the 
council in succession to the late Mr. D. C. Bartley. During 
the past year the following governors have been elected to 
fill vacancies on the council: Surgeon Vice-Admiral Sir Basil 
Hall, Brigadier H: Glyn Hughes, Mr. R. W. Raven, Lieut.- 
Colonel Sir Bernard Reilly, Dr. Eric Sargent, and Mr. Noel 
Waterfield. In the report presented at the annual meeting 
on July 4 it was announced that during the period 1945-47 
eleven open scholarships and exhibitions to Oxford and Cam. 
bridge had been won. ‘‘ Successes in the London Ist M.B.,” 
the report continues, ‘‘have shown an abrupt decline, not 
easily to be explained by a falling off in the quality of candi- 


dates, since successes in the equivalent examinations at. 


Oxford and Cambridge have remained as high as ever.” 


Appointments 


BRUN, CLAUDE, M.B. Lond., F.R.c.S.: accident officer, Salford Health 
Committee and Salford Royal Hospital joint accident service. 

HOLDEN, HERBERT, M.B. Lpool: asst. radiotherapist, General 
Hospital, Northampton. 

RASSIN, MEYER, M.B. Edin., F.R.0.8.E. > surgeon, West Middlesex 
County Hospital. 


Rosson, T. W., M.B. Edin., D.P.H.: deputy M.O.H. and senior asst. 
schoo "M. o., Reading. 
STENGEL, ERWIN, M.D. Vienna: director of clinical research, 


Graylingwell Hospital, Chichester. 
WATKINS-PITCHFORD, JOHN, M.B. Lond., D.P.H. : 


factories. 
Mason, ELIZABETH, M.B. Glasg.: asst. M.O.H. and asst. school M.O., 
gan. i 


H.M. inspector of 


Guy’s Hospital, London : 
. MOYNAHAN, E. J., M.R.C.P. 
SALMON, L. F. W., M.B.E., M. B. Lond. : 
throat department. 
Youna, A., F.B.O.S. 
ment. 


: registrar, dermatological PE E EE 
specialist in ear, nose, and 


specialist in ear, nose, and throat depart- 


St. Mary’s Hospital Medical School iaivecuity of London) : 
PAME C. P., M.S. Lond., F.R.0.S.: asst. director of the surgical 


STANLEY, B. E. C., M.B. Lond., F.R.c.S.: asst. in the surgical unit. 


North Middlesex County Hospital: 
Faux, NANCIE, M.B. Lond., D.A., D.P.H.: senior anesthetist. 
KNOWLES, G. S. A., M.B. Lond., D.A.: senior anesthetist. 
REID, G., M.B. Edin., F.R.C.S.E.: temporary surgeon. 


City General Hospital, Leicester : 
HirscH, W. P., M.R.O.8., M.R.C.O.G. : 
logical registrar. 
SHIELD, J. B., M.B. Edin., F.R.C.8.E. 
department., 


obstetrical and gynæco- 
chief asst., orthopædic 


The secretary is Dr. Henry 
- will speak on a Home Help 


Royal Sanitary Institute 
On Saturday, July 12, a meeting of the institute is to be held 
at 10.30 a.m. in the Guildhall, Worcester. Mrs. E. Moore-Ede 
and Domestic Help Service, 
S a T. W. Marsden on Public- health DAES of Flood 
elie 


Return to Practice an 

The Central Medical. War Committee announces that 
Dr. James S. Young, M.R.c.0.G., has resumed civilian practice 
at 57,.Harley Street, London, W.l (Langham 3556). - 


Diary of the Week 


JULY 6 TO 12 © 
Monday, 7th | 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C. 2 ` 
3.45 P.M. Prof. C. M. West: Anatomy of Circulatory System. 
(First lecture. 
5 P.M. Prof. R. A. Gregory : Stomach. 
WESTMINSTER HOSPITAL SCHOOL OF MEDICINE, Horseferry Road, 


S. Wl 
5 P.M. (Meyerstein lecture theatre.) Clinico-pathological demon- 
` stration of two cases of aplastic anæmia. 


Tuesday, 8th 


ROYAL COLLEGE OF SURGEONŠ 
3.45 P.M. Professor West: Anatomy of Circulatory System. 
(Second tecture: ) 


5 P.M. Prof. G. W. Pickering: Nutrition of Heart. 
6.15 p.m. Prof. W. 'K. Li ston : : Physiological Responses to 
Wounding. (Moynihan lecture.) 


COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS 
CONFERENCE 

10 a.m. (Central Hall, Westminster, S.W.1.) Dr. G. J. Wherrett, 

Dr. F. J. Wiles, Dr. Claude Taylor, Dr. P. V. Benjamin : 

` Tuberculosis in the Commonwealth, including Dust 


Diseases. 

2.15 P.M. Mr. Aneurin Bevan, M.P., Dr. Norman Tattersall, 
Dr. B. R. Clarke: National Health Service Act (1946) 
—and its effect on tuberculosis work. 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 


5 P.M. Mr. V. E. Negus: Nose, Nasopharynx, and Paranasal 
Sinuses. 


Wednesday, 9th 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Dr. D. V. Davies: Joints 
5 P.M. Prof. Alan Kekwick : Nutrition and the Surgeon (Proteins). 
ROYAL MEDICO-PSYOHOLOGICAL ASSOOIATION 
‘11 A.M. (Winter Garden, Eastbourne.) Annual meeting. . 
2.30 P.M. Dr. W. G. Masefield : Presidential address. 
COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS 
CONFERENCE 
10 a.M. Dr. G. S. Todd, Mr. Alexander Gray, F.R.I.B.A., Miss 
Jane Drew, F.R.I.B.A., Dr. Robert Cunningham: Sana- 
torium Design at Home and Abroad. 


11.30 a.m. Dr. R. R. Trail, Dr. Etienne Berthet: Care and 
Renavuleuon Schemes.’ 

2.15 P.M. Erot: W. H. Tytler, Dr. E. R. Long, Dr. A. Q. Wells, 
Dr.. H. C. Hinshaw, Dr. K. N. Irvine, Dr. H. Ss. Willis : 


Specific Measures in Prevention ana Treatment of Tuber- 
culosis, Streptomycin, B.C.G., 
MEDICO-ÇHIRURGICAL SOCIETY OF EOIN ROR 
8.30 P.M. (7, Drumsheugh Gardens, Edinburgh.) Prof. J. R. 
Learmonth, Miss Catherine Burt, Dr. Douglas Matthew : : 
Anticoagulants. 


Thursday, 10th 


ROYAL COLLEGE OF SURGEONS 

3.45 P.M. Prof. H. A. Harris: Limb Plexuses. (First lecture.) 

5 P.M. Bra Kekwick: Nutrition and the Surgeon (Water 

6.15 P.M. Prof. H. Jackson: Rôle of Anatomy in Symptomatology 
of Lumbar Disk Protrusions. (Hunterian lecture.) 

ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION | 

10.15 a.M. (Eastbourne.) Dr. Geoffrey Evans, Dr. Noel Harris : 
Place of Psychiatry in Medicine. 

2.15 P.M. Dr. Donald Stewart: Relation of Society to Occu a- 
tional Health. Dr. J. Thw aites: Psychiatry in Relation 
to General Practice. 

ABERNETHIAN SOCIETY, St. Bartholomew’s Hospital, E.C.1 

5.15 P.M. Prof. John Fulton: Harvey Cushing and His Books. 
COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS 
: CONFERENCE 

10 a.M. Dr. F. R. G. Heaf, Dr. N. L. Rusby, Dr. D. R. W. Cowan. 
Human Factor—Propaganda, Psychology, Education. 

2.15 P.M. MT. A. Orero Jones, M.P., Dr. C. E. Bevan, Dr. J. G. S. 


Turner, Dr. W. S. Gilmore, Dr. Edgar Cochrane, Dr. R. J. 
Snodgrass, Dr. W. J. Vickers: Colonial Tuberculosis 
Services. 

Friday, 11th . 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. eet eeor Harris: Limb Plexuses. (Second lecture.) 
5 P.M. Dr. N. F. Maclagan : Liver Efficiency Tests. (First lecture.) 
ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 
10.15 a.M. (Eastbourne.) Mr. F. OC. Webster, F.R.I.B.4., Dr. 
J. J. O’Reilly : Planning of Modern Psychiatric Units. 


| 
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THE CENTAURS 
OR 


SCIENCE AND RULERS * 


WALTER ELLIOT 
P.C., M.C., F.R.C.P., F.R.S., M.P. 


THE Centaurs, half-man, half-horse, represented in 
legend the union of knowledge and strength. The 
legend has a special interest for those of us whose study 
is, or has been, medicine, since Chiron the ancient, the 
head of the race, was the teacher of A‘sculapius, the 
founder of medicine. The thought of these gigantic 
kindly creatures, the guardians of learning, the friends 
of man, is worth commemorating in a world which has 
seen so many monsters born, not all as lovable. The 
chief of these monsters, perhaps, is the modern State, 
the modern conjunction of knowledge and strength. 

England has a special interest in all this, because of the 
form in which that conjunction presented itself to the 
mind of one of her great philosophers, Hobbes, still one 
of the most authoritative writers on the State. Hobbes 
thought of the State as Leviathan, and made that the 
title of his book. Return for a moment to the original 
texts (in which Hobbes’s mind was undoubtedly steeped), 
and consider Leviathan as he is there described to us : 

** His heart is as firm as a stone; yea, as hard as a piece 
of the nether millstone. When he raiseth up himself the 
mighty are afraid; by reason of breakings they purify 
themselves. : 

‘ Upon earth there is not his like, who is made without 
fear. He beholdeth all high things; he is a king over 
all the children of pride.” 


And there is, lastly, the terrible adjuration— 


' “Lay thine hand upon him, remember the battle, do 
no more.” 


This is much more the conception with which we are 
familiar nowadays. All the spirit of our time seems to 
side with the ferocious, the awe-inspiring, Leviathan- 
raler, the omnipotent State. Yet perhaps the Greeks 
had a better word, or at least a better thought, for it. 


It is noteworthy that about the Centaurs their second 
thoughts were best; the original Centaur tales are merely 
about a fierce shaggy race whose name means “the bull- 
killers ” and who dwelt in the mountains of Thessaly. The 
benign race, so wise and far-reaching in their knowledge that 
they knew everything from archery to medicine, and so 
urbane and well disposed that they asked nothing better than 


to communicate their knowledge, was a later conception.. 


The Greek legends became more humane as they progressed. 
It is a view we might strive to imitate. 


PHILOSOPHERS AND KINGS 


The great strength of the Greek legend is that it 
recognises, and indeed rather delights in, the thought 
of this union of strength and science as a benevolent 
combination, capable of communion with men but 
remote from them. It was not till the disillusion of 
Greek thought that it turned to this union as a desirable 
ruler on earth, the belief that all would be well if kings 
were philosophers and philosophers were kings. 

Robert Louis Stevenson once recoiled from marriage 
because it was ‘‘ to domesticate the Recording Angel.” 
In the modern State we tend to domesticate not only the 
Recording Angel but the Day of Judgment. 

Harvey, whom this society commemorates, maintained 
all through his life the view of government as a diversity 
rather than a unity, neither seeking to turn Charles the 
King, his close companion, into a scientist, nor desiring, 
himself, to be any kind of a king. Today our rulers are 
becoming most horribly scientific; and some at least 


* Harveian lecture delivered before the Harveian Society of 
London on May 21. 
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of our scientists are becoming so very kingly. 
mistake. 


The danger of the philosopher-king nowadays is, that 


It is a 


_ the mere brute weight of knowledge is becoming so -great 


that by the time a man has tackled it all—and the 
supreme philosopher can aim at no less—he has lost the - 
power of disbelief altogether. The faculty of disbelief, 
like every other faculty, atrophies with disuse. Yet it 
is perhaps the most important single scientific touchstone 
that man’s mind possesses, and it was never more 
necessary than it is now. The phrase “science tells us ” 
should raise an instant challenge in our minds. Very 
often, however, it is the prelude to a dumb acquiescence. 


‘Add to this the weight of government, and you crush 


the mind of man into the ground. 

Necessary as the power of disbelief is to a scientist, 
it is even more so to a ruler, and in the fusion it is lost to 
both. Modern knowledge and modern government are 


- two such immensely powerful things that, conjoined, 


they flash readily together into tyranny. What is more, 
they are each so engrossing that each distracts the mind 
from the other, and you tend to get a figure who is 
regarded as a terrific philosopher amongst the kings, and 
a terrific king amongst the philosophers. The mind of 
the administrator should be a haft, the mind of the 
scientist should be a blade. Nothing but confusion will 
result if the blunt haft is continually trying to prolong 
itself forward to be a blade, and the edged blade con- 
tinually claiming to be used direct as a haft. This is a 
plea therefore for the maintenance of these two views, 
the biaxial eyes of the soul, and for resistance to the 
tendency to fuse. the whole into a single monocular 
approach. It is worth while remembering, since we are 
on the subject of legend, that the single eye was the mark 
of that race of giants whom Ulysses outwitted, the 
Cyclops, amongst the strongest of beings, but also the 
stupidest. 

Nowadays governments, which is to say the rulers, 
have to work in, and through, our scientific age. In 
so. doing, philosopher-kings inevitably identify them- 
selves to some extent with some particular set of scientific 
doctrines. It is very difficult for them thereafter to 
detach themselves from these doctrines ; and the true 
scientific spirit, the equal delight in being found wrong 
as in being found right, so be it that knowledge is 
advanced, gets lost altogether. I do not say that all 
scientists attain and retain these heights. Von Helm- 
holtz said that he owed his entire scientific reputation to 
performing the experiments set out as demonstrations 
in the textbooks, and then seeing why the results there 
predicted did not happen; but all teachers are not 
Helmholtzes, and we have often watched the embarrass- 
ment and even the indignation of a lecturer in similar 
circumstances—and indeed may have shared in it 
ourselves. 


-LEVIATHAN AND OUR DAILY BREAD 


Take one or two examples of this addiction to particular 
views. Take, for example, contemporary nutrition. 

The contention is advanced that the nation is as 
well fed, or is better fed, as a result of rationing than 
it was before the war. This should have an objective 
examination. Adequate feeding is not an abstract but 
a concrete affair; it is the balance of output against 
output. It must be effected, for instance, by full 
employment. The intake for a nation, every person in 
which is in full activity, must be greater than the intake 
for a nation in which a significant “fraction is running at 
a low level of muscular activity. To the Centaurs that 
would have been self-evident. But Hobbes saw more 
clearly than the fabulists. In the fusion of knowledge 
with power, it is knowledge that takes second place. 
Leviathan comes grinding forward—and Leviathan is 
not a distant creature dwelling i in the hollow of the hills. 
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Leviathan is our daily life—Leviathan is the food office, 
Leviathan is Whitehall. Nay more, Leviathan is the 
constituencies. 
Deity, or of farmers, or of merchants, or of individuals, 
or of families. Daily bread has become the affair of 
- Leviathan. 
_ By reasoning we may appeal to Leviathan’s intellect, 
and though it is a small hope it is our only hope. Let 
us ask him to look at the figures. : 
The figures seem to show that, before the war, the 
food-supply for 1937-38 equalled about 51,500 million 


calories. At 2900 calories per head the requirements 
were 48,600 million calories. These were the gross rations 
pre-war. There was on these figures enough to meet 


the requirements of the whole population. But actual 
surveys of one kind or another indicated that for the 
lowest nutritional third of the population (not necessarily 
. the lowest income third) the intake was markedly below 
this figure. Active steps were taken, pre-war, to 
accelerate the steadily rising curve of nutrition, both in 
calories and in protective foods, which had been a feature 


-of our national life during the whole of the present 


century. , ‘These steps were admittedly having an increas- 
ing effect. The Combined Food Board in 19441 stated that 
on theoretical grounds average intake requirements 
(food actually eaten) are estimated at 2550 calories per 
head per day. | | 

Now the figure of 2900 calories per day (often quoted 
as the present British intake) is only the gross total of all 


the present supplies coming forward for civilian consump- 


tion divided by all the people in the country, just as in 
the case of the 2900+ before the war. 
for consumption in the home, taken out for a sample— 
a small sample—of actual families, were 2390 calories in 
December, 1945, and 2300 in December, 1946 (Ministry 
of Food figures). i 

Compared with the 3500 calories given as required 
for the actual intake of the most active, the heavily 
working, section: of the population, these average 
figures show a deficit of 1200 calories a day. These 
sample dietaries do not cover school or canteen meals. 
A canteen meal is supposed to contain 600-1000 calories. 


Even at the higher figure, a canteen meal would only. 
bring the 2300 calorie figure to 3300; which is well 


under the figure of about 4000, generally taken as the 
requirement for a man in hard muscular work. The 
lower figure of 600 only brings the figure to 2900, which 
is significantly below the figure given by the National 
Research Council of the United States as the require- 
ment for a ‘“ moderately active ” adult man. The present 
rations have to some extent been improved over pre- 
war, by a higher extraction of flour and greater spread 
of liquid milk. But in other respects, such as variety, 
admittedly desirable to promote a high intake, they 
are deficient. 

Special provision has also to be taken into account, 
Bransby and Magee? agree that, even with this, the present 
rationed foods, since the rationing of bread, do not provide 
an adequate food intake, and that this has to be made 
up by the canteen meals, and the ‘family pool,” plus 
unrationed foods, and a certain gain in calories which 
can be achieved if points are exchanged into bread units. 
Allowing full weight for the effect of these factors, in 
that the rations are surplus to the needs of children under 
about 12, women, and old people, and that therefore the 
“ family pool” is a real source of surplus food for the 
“ bread-winner,”’ the chief unrationed food is potatoes. 
The average male would have to eat 1/,—13/, Ib. of potatoes 
a day to balance his food budget. That is 31/,-101/, lb. 
per week. As the supply of potatoes ran about 5 lb. 
per week in 1943-44, and certainly has not increased 
1. Food Consumption Levels, U.S.A., Canada, and U.K., Report 


of Special Joint Committee. 
2. Bransby, E. R., Magee, H. E. Brit. med. J. 1947, i, 525. 


Daily bread is no longer the affair of the - 


led to the rations being “ pared.” 


The actual figures. 


since, the upper limit would require much.good fortune 
to reach, and much assiduity to consume. The manual 
worker is considered to require up to 14 lb. of potatoes 
a week. His chances of getting or of digesting that 
are small. Indeed, catering establishments have been 
requested by the Ministry of Food several times recently 
to cut down potato consumption by 20%; it would be: 
interesting to know whether the health authorities, or 
the fuel authorities, have been in agreement with. this 
injunction. i o 
The contention that we are better fed than before the war 
is therefore certainly a matter for investigation and for 
furthér proof. One would expect to find spokesmen of 
industry, and of industrial Ministries, fighting the question 
of food intake at every turn, using the present figures to 
explain and even to justify absenteeism and low output 
generally, and making the case, which is scientifically true, 
that the heat-engine of the body cannot do more work than 
the fuel put into it allows, any more than a car can be made- 
‘by exhortation: to cover the last few miles of its journey 
on an empty petrol tank. But Leviathan encountered 
this problem from the food angle first. Leviathan brings. 
every ounce of his weight into play to make. certain that 
this aspect. prevails. There are many statistics in our 
national life most creditable to the efforts made to 
maintain an adequate food intake—the new low levels 
for stillbirths and for neonatal, infant, and maternal 
mortality. But the very success of these efforts has 
Bacon has been 
recently cut by 1 oz., cheese by 2 oz., and cooking fats. 
by 1 oz. Meat has been increased by 2 oz., but there 
are apprehensions regarding the continuance of this 
level and the present provision is admittedly getting 
“ tighter.” Full activity for the nation would in fact 
mean not merely a maintenance but an increase of the. 
gross quantities per- head available pre-war. But this. 
is now a matter of polemics, not of science ; and where 
Leviathan enters, polemics are a very one-sided affair. 
Our nutritional balance-sheet has been brought to 
a very narrow margin; and it may be that here, as 
elsewhere, we are drawing upon stocks. There is certainly 
nothing to spare. Investigation not assertion—the 
Centaur’s approach, not Leviathan’s—is urgently required. 


LEVIATHAN AND OUR CHILDREN 


Take another example. One of the classes tradi- 
tionally subject to direction is the population of school 
age. The extension of authority, which is one of the 
outstanding features of our age, has over many years 
brought this class in Great Britain into a regimentation 
not surpassed, and indeed not reached, in any previous 
time. This has disadvantages as well. as advantages. 
From the medical point of view the close confinement, 
for many hours a day, of a naturally active and inquiring 
category of human beings is prima facie a drawback. 
Furthermore this confinement is not individual but 
collective. The naturally centrifugal habits of young 
children are replaced by an extreme centripetalism. 
(We must leave out of account, for the moment, the 
various reactions of this upon the mind.) Upon the body 
it has the same effect, for certain reactions, as the herding 
together of other species. In particular, it exposes them 
very. markedly to mass infection. | 

I am not unaware of the great benefits which super- 
vision brings to the young, in many cases. It is not, 
however, all gain—Leviathan is not the ideal nurse. 
There were advantages in the education -of the young 
Greeks with the Centaurs. It was not a matter of all 
day and every day in close confinement—and it did not 


go on for ten years. 


As Minister of Health, many. problems of public health 
were constantly thrust on my notice. The problem of 
epidemics among children was one of the most insistent 


, 
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and the most baffling. Indeed one of the earliest of 
my memories, as an Under-Secretary, was a long and 
intense scene in the House of Commons, when James 
Maxton and several of his colleagues, the Clyde members, 
were eventually suspended from the House because of 
their anger over a sharp rise in the Glasgow death- 
rate due to an epidemic of measles. Eighteen years 
later this subject came very closely under my notice 
again, for I happened to be Minister of Health in 1939-40, 
when, for the first time in half a century or more, a 
disturbance of the school year was caused, so universal 
and extensive that it produced many significant results. 
I refer to the evacuation and dispersal of children at the 
commencement of the war. | 


Let me quote from A Study of Measles * by Dr. Brincker, 
then a principal medical officer of the London County 
Council. He draws attention to the very well-known 
phenomenon of “ the regular series of biennial explosions 
of measles in London.”’ 
Topley * : 


“ The periodicity of such an epidemic disease as measles 
is probably due to periodic changes in the constitution of 
the population exposed by risk leading, after each epidemic 
wave, to a gradual ‘reaccumulation of susceptibles. ... In 
the natural world the reaccumulation of susceptibles is 
by births rather than by immigration; but there are 
specialized herds, such as schools in general and boarding- 
schools in particular, in which the immigration of immunes 
term by term is probably a decisive factor in determining 

_ the course of events.” 


The operative word is ‘‘ herds.” This was long suspected, 
but no opportunity ever arose to put it to the proof on 
the grand scale. Not till the evacuation and dispersal, 


forced on the country in 1939 by the terror of air-bombing. - 


The air-bombing did not actually take place that winter, 
but the fate of Rotterdam and Warsaw showed how 
easily the threat might have been fulfilled. It did 
take place later, though not with the catastrophic sudden- 
ness which was one of the main nightmares of those who 
had to organise measures for the safeguarding of the 
civilian population in the years immediately preceding 
1939. The blitz of 1940-41, and the V.1’s of 1944-45, 
made it necessary to utilise all the mechanism that had 
been worked out before 1939, and were put into practice 
in the autumn of that year. The absence of air-bombing, 
however, in the first evacuation, makes it possible to 
review it as a purely peace-time operation. 

The results of that great movement may be summed 
up in a few sentences. Dr. Stocks 5 says: 


‘ Never since 1917 had there been a break in the biennial 
periodicity of epidemics (of measles) but in the first quarter 
of 1940, when one was expected to begin, it failed to appear. 
It is difficult to avoid the conclusion that this was connected 
with the great and unprecedented reduction of school 
contact between the children living in London from 
oe 1939 to Easter 1940, and after, as will be seen 

ater.” $ 


And Dr. Gale è says : 


“ It is difficult to make up one’s mind exactly how far 


the reductions in incidence of infectious disease were due 
to removal of children from the thickly populated evacua- 
tion towns with consequent ‘ thinning ’ of the child popula- 
tion and how far they were due to school closure.... I 
believe that school closure was a considerably more 
important factor than‘ thinning ’.” 


How important this was, in actual deaths, may be seen 
from table 1. 


The tendency, pre-war, for simplicity’s sake, may be 
taken as high in years ending in an even number, and 


3. Brincker, J. A. H. Proc. R. Soc. Med. 1938, 31, 807. 


4. Greenwood, M., Hill, A. B., Topley, W. W. C.,‘Wilson, J. Spec. 
Rep. Ser. med. Res. Coun., Lond. no. 209, 1936. 


5. Stocks, P. J.R. statist. Soc. 1942, 104, 311. 
6. Gale, A. H. Proc. R. Soc. Med. 1943, 36, 97. 


j 


He quotes Greenwood and ' 


low in years ending in an odd number. The sudden 
arrest of the biennial swing has produced a lasting effect, 
and the oscillation, though re-established to some 


TABLE I-—-MEASLES DEATHS IN LONDON (ADMINISTRATIVE 
COUNTY) DURING “ YEARS ” (OCTOBER-SEPTEMBER) FROM 
1922-23 § 

1922-23 


1928-29 .. 1934-35 .. 10 


1923-24 .. 1539 1929-30 .. 1113 | 1935-36 .. 596 
1924-25 .. 117 1930-31 56 | 1936-37 .. 15 
1925-26 .. 1170 1931-32 885 | 1937-38 .. 245 
1926-27 .. 53 1932-33 .. 62 | 1938-39 .. 2 
1927-28 .. 1480 1933-34 .. 906 | 1939-40. 3 


extent, is at an altogether lower level, and has changed 
to high in odd, and low in even,’ years. Table I gives 
the figures for calendar years. I have not been able to 
give the figures for ‘‘ winters.” An overlook back to 
1936 in calendar years is given, | 


TABLE II—MEASLES DEATHS IN LONDON DURING CALENDAR: 


YEARS 
1936 .. 584 even | 1942 31 even 
1937 .. 24 odd 1943 50 odd 
1938 235 even | 1944 even 
1939 .. 4 i 1945 31 odd 
1940 .. 29 .. even 1946 17 even 
1941 .. ol... odd 


By the way, in the period 1939-40 the figures were, 
5 in London, 2 in Birmingham, 31 in Liverpool, 19 in 


- Manchester, 5 in Leeds, and 3 in Sheffield, 65 in all, as 


against 617 in the same cities in the previous biennial 
peak 1937-38. It. would not ‘be true to say, without 
further comment, that owing to tlie closing of the schools 
in the autumn of 1939 552 children were alive who would 


otherwise have been dead, but it is true to say that the 


deaths of 552 more children from this one disease in 
1939-40 would not, pre-war, have been regarded as 
anything beyond normal. Dr. Gale * comments : 


‘*Closure of the schools over a large area would be, to 
put it mildly, a highly inconvenient procedure, and the 
graphs of weekly notifications suggest that unless the period 
was long enough to extend into the non-epidemic season, 
the epidemic would start soon after the re-opening. | 
do not think therefore that the experience of the aispérsal 
upsets the policy which we have been advocating for years 
of keeping a school open in face of an epidemic. We 
should however consider the matter of infections spread 
seriously when the question of post-war design of schools . 
arises. I have wanted to investigate the incidence of 
infectious disease in open-air schools but have been ‘deterred 
by the obvious difficulties of devising a control.” 


It seems clear therefore that as one of the concomitants 
of education involving “ herding,” we must expect the 
destruction of considerable numbers of children. The 
bearing of this on present-day reforms in education, 
and particularly on the relative importance of smaller 
classes—i.e., less herding—as against prolongation 
of the school age is obviously important. Frankly, it 
would appear that nothing is so important as keeping 
down the numbers in classes. 

There is much confirmatory evidence on the effects of 
“ herding.” Dr. Margaret McLaughlin,’ in a paper 
based on 12 months’ work in Birmingham day nurseries, 
concludes that among those presumed susceptible the 
incidence of measles was four times greater among 
children in the nurseries than in the corresponding home 
group. It is worth noting that she also thinks that 
respiratory-tract infections were from two to eight times 
more frequent among ‘‘ nursery ’”’ children than among 
the corresponding home group. This is borne out by 
the figures for such conditions as adenoids and enlarged 
tonsils, and lung diseases (non-tuberculous), obtained 
during the years of dispersal and evacuation in the 
London administrative county. Adenoids and tonsils, 
which showed a figure of 9-2% of the children inspected 


7. McLaughlin, M. Brit. med. J. 1947, i, 631. 


2 


44 THE LANCET] 


in 1938, showed 9-0% in 1939 and 3-5% in 1940, rising to 
5% in 1941. Lung diseases (non-tuberculous) showed 
1-5% in 1938, 1:1% in 1939, and 0-6% in 1940, „Tising 
to 1-0% in 1941. 

It would not be right to lay overmuch stress on these 
figures, but they certainly do not contradict those earlier 
quoted. They all emphasise the importance of the 
family—the quarrelsome, insulated, isolated, family— 
to which modern psychologists also begin to bear 
witness. 

Yet on the whole it has been difficult to attract the 
attention of Leviathan to this aspect. I have read, 


I suppose, dozens of papers on the impact of evacuation © 


on education, for every one I have read on the impact 
of evacuation on life. Yet it is clearly important in 
itself, and not less in its implications, because the effects 
of herding may not be.confined to the obvious results of 
death-rates from infectious diseases. The psychological 


: results, to which observers of city-bred populations are. 


beginning to call attention, may alas be noteworthy. 
I was much struck by certain passages in a paper read 
at a recent conference under the auspices of the Associa- 
tion of Agriculture by Dr. C. S. Flack, headmaster of 
_ Aston Commercial School, Birmingham. He pointed 
out that “in matters of education the limitations of a 
. congested city environment have not yet been sufficiently 
recognised.” 


Leviathan however is driving straight ahead and is. 


difficult to turn. We shall be a great deal more congested, 
both in mind and body, before we are better. 


- INDEPENDENT INSTITUTIONS 


I have given two examples of the pressure of Leviathan, 
one upon children and one upon adults. I think it 
urgent, indeed vital, that alternative lines of progress 
to these derived from such immense pressures—immense, 
concentrated, pressures—should exist. 

I should expect these to be preserved by independent 
bodies of various kinds, of which the Harveian Society 
is one. I should expect them to be preserved chiefly by 
,the universities, existing as self- -governing independent 
institutions. The rapid and increasing assistance given 
by the State to the universities must be judged according 
to whether it comes from the Centaurs or from the 
Leviathans, and the recent expansion of the university 
grants from £2 million a year to something like £9 million 
is not without its dangers. Even the University Grants 
Committee, most tolerant of bodies, is drawn into a 
degree of supervision which may easily defeat its own 
object, the cultivation of independent thought. i 
. It is easy for the lower forms of life to destroy the 
higher. Even the Centaurs, flown with wine and insolence, 
at a marriage feast fell into conflict with their brutish 
neighbours, the Lapithe, and were overborne. Nothing 
either in Hobbes or the Book of Job has overborne 
Leviathan. Let us therefore be wary always. 


«ç 


- Man is a unique product of evolution in that he, far 
more than any other creature, has escaped from the bondage 
of the physical and the biological into the multiform social 
environment. This remarkable development introduces a 
third dimension in addition to those of the externa] and internal 
environments—a dimension which many biologists, in con- 
sidering the evolution of man, tend to neglect. The most 
‘important setting of human evolution is the human social 
environment .. . this can influence evolutionary changes 
only through the media of mutation, selection, genetic drift, 
and hybridisation. Nevertheless, there can be no genuine 
clarity in our understanding of man’s biological nature until 
the réle of the social factor in the development of the human 
species is understood. A biologist approaching the problems 
of human evolution must never lose sight of the truth stated 
more than 2000 years ago by Aristotle: ‘Man is by nature a 
political animal ’.’’—TH. DOoBZHANSKY and M. F. ASHLEY 
MONTAGU, Science, June 6, 1947, p. 587. 
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VAGOTOMY FOR PEPTIC ULCER 


Vernon C. THOMPSON A. H. JAMES 
M.B. Lond., F.R.C.S. B.M. Oxfd, M.R.C.P.. 
THORACIC SURGEON » THE LONDON RESEARCH ASSISTANT, 
HOSPITAL; SURGEON, LONDON MEDICAL UNIT, ST. MARY’S 
CHEST HOSPITAL AND THORACIC HOSPITAL, LONDON; LATE 
UNIT, HAREFIELD E.M.S. MEDICAL REGISTRAR, HARE- 
HOSPITAL FIELD E.M.8S. HOSPITAL — 


THE surgical treatment of peptic ulcer has for its object 
the prevention of recurrence in the face of inevitable 
stress rather than the healing of a particular ulcer. The 


.Telation of exacerbation of symptoms due to peptic 


ulcer to environmental and emotional strain suggests 
that the hypersecretion of acid and possibly other dis- 
orders of function predisposing to ulcer formation are 
due to nervous impulses arising in the higher centres. 
That such impulses are carried in the vagus was shown 
by Pavlov’s demonstration that the gastric secretion in 
response to conditioned stimuli is abolished by cutting 
off the vagal innervation. It is therefore reasonable to 
hope that vagal section in man will abolish that part 
of gastric hypersecretion which is due to nervous 
impulses and so protect the stomach from psychic 


stress. 


Neither animal experiments nor the earlier attempts 
in man gave any indication that the degree of acid 
secretion could be permanently affected by vagotomy. 
Ferguson (1936) divided both vagi below the diaphragm 
in monkeys and found that they all developed cardio- 
spasm, and some of them gastric hypotonia, but in no 
case was there any reduction in the acid response to a 
test-meal. Hartzell (1929) reviewed the literature of 
vagotomy and described experiments in which the vagi 
were divided in dogs, some above and some below the 
diaphragm. He found that the acid response to a test- 
meal fell, there being an increase in pH of 1:5-2 units ; 
in a dog in which one vagal trunk was not divided the 
acidity did not fall. Vanzant (1931) re-examined four of 
Hartzell’s dogs 2!/, years later and found that the acid 
values had returned to their preoperative level. Shapiro 
and Berg (1932) studied the gastric acidity after a test- 
meal in a Pavlov pouch and in the main stomach in five 


dogs before and after partial gastrectomy and division 


of the vagi below the diaphragm: they found that the 
acid values were depressed for 2-4 weeks but then 
returned to their previous level. | 
Attempts to treat peptic ulcer in man by vagotomy 
are reviewed by Hartzell (1929); all the writers cited 
by him used the abdominal route. Pieri and Tanferna 
(1930) performed section of the left vagus in the chest 
in two cases, and of all vagal branches below the 
diaphragm in three. They found a reduction in the acid 
response to an Ewald meal, but at follow-up investiga- 
tions at intervals of up to 18 months the acid values had 
returned to their preoperative level. Weinstein et al. 
(1944) review the subject of vagotomy. before 1938 and 


emphasise that all authors relied on a partial section. 


They describe two intrathoracic vagotomies in man 
which they thought at the time were complete : one 
patient died of adrenal hemorrhage and was found at 
necropsy to have 20-40% of his vagal fibres still intact, 
and the other was shown to have intact vagal fibres by 
the hypoglycemia test (see below). They say that “‘ it is 
far from simple to expose all sides of the esophagus... . 
Many of the smaller fibres will escape the most deter- 
mined operator.” This review leads to the conclusion 
that section of the vagi below the diaphragm is incom- 
plete, and that incomplete vagal section is not effective 
in permanently lowering acid secretion. 

The first consistently successful vagotomies are 
reported by Dragstedt and Schafer (1945), Dragstedt 
(1945), and Thornton et al. (1946). They use the left 
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transpleural approach and take care to mobilise a portion 
of the cesophagus and define all branches of the vagal 
trunks. They emphasise that some fibres enter the 
esophageal muscle and travel in it down to the stomach ; 
section of two trunks is no guarantee that a complete 
vagotomy has been performed. 

These anatomical facts presumably explain the failure 
of vagotomy in the past. The section below the diaphragm 
as it has usually been performed is inadequate, but these 
authors. have done five vagotomies from the abdomen 
. by making an incision in the diaphragm and mobilising 
a portion of the csophagus from below; this was 
combined with gastro-enterostomy in cases where there 
was pyloric obstruction. 

These workers have reported their experiences with 
thirty-nine patients; one died of bronchopneumonia 
from aspiration of material vomited after operation ; 
they now make it a point to aspirate the stomach 
‘continuously for 3 to 4 days until the transient gastric 
atony has passed off. 


Thirty cases of duodenal ulcer gave almost uniformly 
satisfactory results over periods of up to 3 years. In 
one of two cases of gastric ulcer healing was progressing 
but incomplete after 6 weeks. Seven cases of anasto- 
motic ulcer were less satisfactory, and two required further 
treatment. 

Before operation the average total volume of night 
secretion was 821 c.cm. and free acidity 47 c.cm. 1/10 
NaOH per 100 c.cm. The corresponding figures after 
operation were 335 c.cm. and 15 c.cm., which are com- 
parable with figures obtained from patients with unrelated 
conditions. The secretory response to histamine is 
unaffected by vagotomy; the secretory response to 
hypoglycemia produced by insulin was abolished in all 
cases, and this is regarded as a test of complete vagal 
section. 

Results in fifteen cases are reported by Moore et al. 
(1946). There were no fatalities and no recurrences in 
the whole series. To test the ability of the operation to 
prevent recurrence, no dietary restrictions were imposed 
on the patients. Samples of gastric juice were withdrawn 
at intervals of 2 hours during periods of up to 48 
hours and showed considerable reduction in acidity ; 
though most patients showed a pH of 1-0 at some 
time during the night, in no instance after operation 
did the pH fall below 1-5. So far as the follow-up exami- 
nations were taken, no tendency was noted for the acid 
values to return to their previous level.. 


Encouraged by the report of Dragstedt and Schafer 
(1945) we have performed the operation on four patients 
with severe and recurrent peptic ulceration. The cases 
we chose were all characterised by an excessive secretion 
of acid sustained throughout the 24 hours, and we 
felt that the success of any operation must be judged 
largely by its effect on this secretion. There are cogent 
reasons for believing that the level of intragastric 
acidity plays some part in determining whether an ulcer 
heals or recurs, and it is known that the degree of acidity 
is the stimulus to pain in patients with active ulcers 
(Bonney and Pickering 1940); 


CHEMICAL INVESTIGATION 


To measure the values of intragastric acidity under 
conditions as normal as possible a Ryle tube was passed 
into the stomach, usually through the nose, and left in 
place for 24 hours; specimens of gastric juice (about 
15 c.cm.) were withdrawn at hourly intervals during the 
day and 2-hourly intervals at night. The patient 
continued to eat his ordinary four meals daily under the 
Meulengracht régime and, except the first two tests in 
case 1l and the first test in. case 2, received no alkali 
during the test. The pH of each specimen was determined 
electrometrically on the unfiltered juice with the double 
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GASTRIC pH 


(a 


GASTRIC pH 
wn 


o—o Preoperative 


7 o— Postoperative 
; ` e-e Follow-up 
12 6 12 6 
noon pm. midnt. am. noon pm. midnt. am 


Results of 24-hour acid tests in cases l-4. 


quinhydrone electrode. Electrometric determination of 
acidity was chosen rather than titration, because there 
was sometimes insufficient juice for titration and the 
presence of food and coloured matter rendered the end- 
point uncertain. To judge the accuracy of the electro- 
metric method, fifteen determinations were made on a 
single specimen, and the standard deviation was found 
to be 0-067 pH units. 


The 24-hour test was performed shortly before opera- 
tion and after recovery. It has also been carried out 
at follow-up examinations at different intervals after 
operation. 

CASE-RECORDS 


Case 1.—Male, aged 44, clerk. 


10 years ago 5 epigastric pain, starting just before meals, 
relieved by food and alkali; periods of freedom of several 


menths. Radiography showed duodenal ulcer. 
18 months ago: partial gastrectomy ; large duodenal ulcer 
found. i 


9 months ago: pain started under right costal margin, 
relieved by food, alkali, and vomiting. 

6 months ago: readmitted; pain and vomiting persisted . 
3 weeks and then relieved by continuous nocturnal milk 
drip. Radiography showed irregularity in region of stoma. 
Discharged after 2 months to continue with milk drip 
at home. 


1 month ago : readmitted with recurrence of pain; laparo- 
tomy showed a large stomal ulcer adherent to to liver, and 
no resection could be undertaken. ae 

Vagotomy was performed on Dec. 11, 1945. Milk drip 


discontinued at once. 
5 weeks. 

When seen again a year after operation, feels well, 
pain, excellent pppoe: and weight pre ; has: a 
to work. 


Case 2.—Male, aged 56, filler of gas ovlinders 

10 years ago: perforated duodenal ulcer.: 'A month after 
operation epigastric pain began, coming on I-11/, hours after 
meals and at night. Relieved by food and:alkali. Attacks 
persisted in spite of dietetic treatment. . 
~ ó months ago: admitted to hospital with severe pain. 
Radiography showed deformed duodenum ; became symptom- 
free on Sippy diet and was discharged after a ‘menth. 

1 month ago: readmitted as pain had recurred 2 weeks 
after discharge. 

Vagotomy was performed on March 12, 1946. Discharged 
free of symptoms, and receiving no alkali, after a 
month. 

When seen again 6 months after discharge, states he kas 
had no further pain and takes powder only if he is constipated. 
Can eat anything, feels very well, and has put on 8 Ib. 
Returned to work a month after discharge. 


Case 3.—Male, aged 38, truck-driver. 
25 years ago: began to have attacks of. epigastric pain and 
vomiting ; pain relieved by alkali. | 


Discharged free of symptoms after 
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19 years ago: chronically inflamed appendix removed for 
attacks of pain in right abdomen. 

9 years ago: severe recurrence of epigastric pain; treated 
in hospital; well for 8 months, then relapsed. 

6 years ago: admitted to hospital with severe pain ; 
radiography showed ` duodenal ulcer, and a test-meal 

‘an extremely high curve.” Partial gastrectomy was 
performed. , 

5 years ago : readmitted with pain in distribution of left 
7th and 8th thoracic nerves; a lump appeared beneath left 
costal margin ; laparotomy showed a atge anastomotic 
ulcer, which was resected. 

4t, years ago: vowited 2 pints of blood. 

4 years ago: perforated a gastric ulcer , proximal to the 
anastomosis. 

31/, years ago: readmitted for attacks of pain; relieved 
by gastric aspiration. Continuous nocturnal aspirations 
maintained.at home for a year, during which he was admitted 
once for melzna. 

21/, years ago : readmitted ‘with severe pain not #lieved 
by powder; barium meal showed anastomotic ulcer with 
leakage of barium into peritoneal cavity. Aspirations were 
continued ; volume of nocturnal aspirate 400-1400 c.cm., 
with free acidity of 60—70 c.cm. of N/10 NaOH per 100 c.cm. ; 
pain continued. “Started on continuous nocturnal milk drip 
of 1!/, pints milk containing 5 oz. ‘ Aludrox.’ Continued 
milk drip at home for 2 years and remained free of 
symptoms. § 

`- 6 months ago: meek of ilana readmitted. 

Vagotomy performed on April 23, 1946. The milk drip and 
all alkali treatment were discontinued at once. Was discharged 
after 6 weeks. 

When seen 4 months after discharge, no further epigastric 
pain ; feels very well, and has taken no alkali. Returned 
to work 4 weeks after discharge. 


Case 4 _—Male, ‘aged 45, warehouse dispatch manager, 

15 years ago: attacks of epigastric pain began, coming on 
at any time of day or night, relieved by alkali; periods of 
freedom shortened progressively and now last only 3 or 
4 days. ene very large amounts of alkali; vomiting 
' very rare. __. 

8 months ago: admitted to hospital with severe pain. 
Radiography showed a long J-shaped stomach with a deformed 
duodenal eap and a amal pyloric niche ; no evidence of pyloric 
obstruction. 
` Vagotomy performed on June 18, 1946. Seven days after 
operation the stomach was dilated, and persistent vomiting 
began; relieved by continuous aspiration for 24 hours. 
Discharged after 5 weeks. 

When seen again 4 months after discharge, says he feels 
better in every way and can eat anything ; has put on 16 Ib. 

- As the barium meal showed an uncertain pyloric niche, he 
was gastroscoped by. Mr. J. C. Goligher, and a good view of 
the pylorus was obtained ; there was no evidence of an ulcer 
or of any scarring. 


OPERATIVE TECHNIQUE 


The nerves are divided as they course down the 
esophagus from ‘the lower border of the hilum of the 
lung to the cardia. The œsophagus can be exposed in 
this position from the right or left side of the chest. 
On the left side it is overlapped by the aorta, but on the 
right it is lying immediately under the pleura and is 
thus more easily accessible. In case 1 the approach was 
made from the left side, but- in the other cases the 
cesophagus was exposed from the right. 

The patient is placed in the lateral position, and the 
thorax is opened through the bed of the ninth rib after 
resection. Wide exposure is obtained with a rib spreader. 
The pulmonary ligament is divided, thus opening the 
mediastinal pleura, and the lower lobe of the lung is 
displaced upwards and packed off. The csophagus is 
then raised from its bed, and a piece of tape is passed 
round it to act as a retractor. The main trunk of the 
right vagus is easily, identified below the hilum of the 
lung; it is divided, and the proximal end is ligated. 
Artery forceps are put on the distal end. By rotating 
the esophagus :the: main trunk of the left vagus is dis- 
covered and similarly treated. As the trunks are traced 


downwards they are found to divide to form a plexus 
surrounding the esophagus, and branches from the plexus 


-pierce the muscular walls. The whole plexus is carefully 


dissected downwards to the diaphragm: and removed, 

all branches entering the esophagus being divided. 

A search is then made for.any branches that may have 
come from the main trunks above the point of division. 

If found these must be divided. The cosophagus is then 
replaced in its bed and the overlying pleura sutured. 

see lung is distended by the anæsthetist and the chest 
is closed. 


Postoperative manisin, —From the first the patient 
requires the care usual after an intrathoracic operation, 


the object being to restore full pulmonary function as 


soon as possible. He is encouraged to cough and is given 
breathing exercises. A pleural effusion usually develops 
and will require two or three aspirations. <A careful 
watch should be kept for dilatation of the stomach and, 
if it develops, gastric aspiration should be instituted. 


DISCUSSION | 


The ‘results of the pH determinations show that a 
very great reduction in acidity follows vagotomy. The 
figure shows the results of the 24-hour tests. The 
preoperative test. was performed within. 2 months 
of operation. .The postoperative test was done from 
a month to 6 weeks after operation, and the follow-up 
tests as follows : 


Case.1 .. 11 months after operation. | 
Case 2 .. 7 š TIR is l 
Case 3 .. 6 = ss Wee 
Case4.. 4 0 ” 9 


~ It should be realised that pH is a logarithmic measure- 


ment (being log.,) of the reciprocal of the hydrogen-ion 
concentration expressed in g. per litre), that an increase 
in pH of 1 unit therefore represents a tenfold reduction 
in acidity, and that the pH number increases as acidity 
is reduced, pH 7 being neutral, and pH 1-0 about 
equivalent to decinormal acid. 

The parietal cells secrete hydrochloric aci at a 
concentration which renders the secretion isotonic with 
plasma, actually 0-17 molar (Hollander 1934). Such a 
solution has a pH of about 0-91, which therefore repre- 
sents a theoretical maximum of the acidity of any gastric 
juice. In actual practice we have found it rare to 
encounter a juice more acid than pH 1:1; in this respect 
our experience therefore differs from ‘that of Moore 


et al. (1946). 


In our four patients the reduction in ‘hy dromenson 
concentration following the operation was much greater 
in the two patients with stomal ulcers following gastrec- 
tomy than in those in whom the stomach was intact. 
In fact in cases 1 and 3 (both anastomotic ulcers) most of 
the postoperative acid values are near neutrality or even 
on the alkaline side of neutral. This great reduction in 
acidity we are inclined to ascribe to increased regurgita- 
tion of jejunal contents ; possibly the reduction in 


‘motility and in the volume of. gastric secretion, as 


demonstrated by Dragstedt, facilitates more effective 
regurgitation. 

In cases 2 and 4, where the stomach is intact, the 
acidity is reduced. but still follows the general trend of 
the preoperative curve ; it is also notable that the follow- 
up investigations show a tendency for the sia to 
return to its preoperative level. 

The possibility that the relief, of apto is due 
simply to section of the pain-bearing afferent fibres is 
discussed by Moore et al. (1946). They claim to be able 
to produce pain in the stomach by distending it with a 
balloon after vagal section. We have made no observa- 
tions on this point but agree that the beneficial results 
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of the operation can hardly be due simply to Paes of 
the pain fibres. 

It is remarkable that the abdominal saris can be 
cut without untoward results. Dilatation of the stomach 
came on after operation in case 4 but was soon overcome 
by gastric suction. Constipation does not result from 
_ the operation ; in fact there may be some improvement 
in an irregular bowel habit. 

For many years operations for the relief of ulceration 
have been regarded as physiological rather than anatomi- 
cal. This claim was made for gastrojejunostomy, but 
the results have led surgeons to shun the operation except 
in patients with pyloric obstruction and low gastric 
acidity. Even partial gastrectomy is followed by recur- 
rent ulceration in some patients, and in others it is 
followed by severe anemia. 

Vagotomy is perhaps the most physiological operation 
for ulcer yet devised. Its immediate success in the relief 
of symptoms has been proved ; its lasting success must 
remain a matter of doubt until further time has elapsed 
and more experience has been gained. Late results 
seem to depend on two questions: (1) whether the 
operation can succeed in preventing regeneration of the 
vagal nerve supply to the stomach; and (2) whether 
the stomach can recover its hyperacidity without 
regeneration of the nerves. 

Only four cases are reported. They were selected for 
vagotomy because they were extreme examples of the 
ulcer diathesis and three of them had been abandoned 
or considered unsuitable for any gastric operation by 


abdominal surgeons. The history in case 3 is a record. 


of pain and catastrophe over many years. The most 
striking effect of vagotomy has been the gratitude of the 
patients, who have not experienced such comfort and 
relief for years. Postoperative investigations gave an 
adequate explanation for the symptomatic relief. Later 
follow-up investigations have shown a tendency for the 
gastric acidity to rise again, but in no case has it reached 
the preoperative level, and relief of symptoms has been 
maintained without any dietary precautions. These 
results support the claims made for vagotomy by other 
workers. It is too early to draw final conclusions, but 
the operation carries a very small operative risk and 


should at least prove to be a useful and successful adjunct 


in the treatment of a very distressing condition. 


SUMMARY 


The literature of vagotomy for peptie ulcer is 
reviewed. 


The clinical histories of four patients on whom this - 
operation has been performed are described. All have 


experienced symptomatic relief. 


Measurements of the gastric pH before and after 
operation show a substantial reduction in acidity. 


A brief description of the operative technique is given, 
and the placé of vagotomy in the treatment of peptic 
ulcer is discussed. 


We wish to thank Prof. G. Ww. Pickering for his helpful 
interest and criticism. 


REFERENCES 


Bonney, G. L. W., Pickering, G. W. (1946) Clin. Sci. 6, 63. 
Dragstedt, L. R. (1945) Ann. Surg. 122, 973. 

— Schafer, P. W. (1945) Surgery, 17, 742. -` 
Ferguson, J. H. (1936) Surg. Gynec. Obstet. 62, 689. 
Hartzell, J. B. (1929) Amer. J. Physiol. 91, 161. 
Hollander, F. (1934) A biol. Chem. 104, 33. 

Moore F. D., Chapm y P., Schulz, M. D., Jones, C. M. (1948) 
New Engl. J. Med. 234, 241. 

Pieri, G., Tanferna, U. (1930) Rif. med. 46, 323. ` 

Shapiro, 'p, F., Berg, B. N. (1932) Proc. Sac. exp. Biol., 


Tuornon, T 3 jun., Storer, E. H., Dragstedt, L. aS (1946) 
Amer. mo Ass. 130, 764. 


Sma F. R. (1931) Proc. Mayo Clin. 6, 576. 


Weinstein, V. A., Colp, R., Hollander, F., Jemerin, E. E. (1944) 
Surg. Gynec. Obstet. » 297. 


N.Y. 29, 


TREATMENT OF THE BLADDER AFTER 
SUPRAPUBIC CYSTOSTOMY | 


P. W. NATHAN 
M.B. Lond., M.R.C.P. 

From a Neurosurgical Unit 
DuRrING the campaign in Italy the two neurosurgical 
units of the British Army in that country received 
many cases of traumatic paraplegia or paraparesis. 
When these cases became numerous; the problems of the 
treatment of the bladder in which a suprapubic cysto- 
stomy had been performed urgently demanded a solution. 
As there is no generally accepted treatment for the 
bladder with an indwelling suprapubic catheter, the 

following investigation was undertaken. l 


\ 


TREATMENT 


The treatments investigated . fall into three groups : 
(1) mechanical treatment, (2) sulpha chemotherapy, and 
(3) combined mechanical and sulpha chemotherapy. A 
fourth, control, group consisted of patients having no 


_treatment and those having penicillin intramuscularly. 


The latter category of control was necessary, because 
many of the patients were receiving at the time penicillin 
for the wounds involving the meninges, and it seemed 
possible that this might have had some effect in EE 
the urinary tract. 

MECHANICAL 


E 1) Tidal drainage.—The apparatus used was that described 
by Lawrie and Nathan (1939). It was attached to the supra- 
pubic catheter. This method has the disadvantage that, for 
a few days after the catheter is changed, there is leaking 
round the catheter whenever the pressure rises. The irrigating 
fluid used in all the mechanical methods was either proflavine 
sulphate 1 in 10,000 in isotonic saline, or neutralised acri- 


. flavine 1 in 5000 in isotonic saline; the relative value of 


these two solutions was not investigated. oe 

(2) Tidal drainage with acid buffered solution. _It was 
thought that, if the urine could be kept sufficiently acid 
(or sufficiently alkaline), bacteriostasis might be maintained. 
The strengths of solutions were found which were ‘necessary: 
to maintain the urine at pH 5-2 for three hours and at various. 
values of pH above this. When it soon became obvious that 
this was an inefficient method of controlling infection, an 
attempt was made to combine the buffered acid solution with 
a solution of mandelic acid ; but by. this time other methods 
had proved much more successful, so this:was abandoned. : 

(3) Washouts.—These were done’ three times a day with 
the solutions mentioned. Washing out was continued until 
the returning solution was free from particles when held- 
up in a glass; the bladders were washed. out in ‘short 
sharp gushes with a bladder syringe. In all these cases, 
besides the suprapubic catheter, a thin: soft: very flexible © 
tube was left in the suprapubic: stoma; this was inserted 
before the catheter, so that its end .would lie onthe 
floor of the bladder. In washing out, the syringe was 
connected to the fine rubber tube, so that the fiuid rushing 
out of it would stir up the sediment on the floor of the bladder 
and would then pour out unimpeded through the relatively 
large de Pezzer or Malecôt catheter. The solution was used at 
body temperature. When draining, the catheter was connected 
by tubing to a bottle attached to the bed at pubic level; 
this system was sterilised, the neck of the bottle being plugged 
with cotton-wool. 

The washouts were done by R.A.M.C. orderlies. Though » 
this was necessary because ‘of the amount of work falling on | 
the shoulders of doctors and nurses, it was considered that | 
such personnel was typical of the personnel throughout the 
British and other armies, and was like the nursing staff 
which these patients would be under for years to come on 
return to the U.K. The point in the investigation was not to 
find out an ideal treatment under perfect conditions, but to 
work out the best and most practical treatment under the 
conditions reigning in the hospitals abroad and at home. 

(4) Combined washout and tidal drainage.—The defect of 
tidal drainage seemed to be that it was too gentle ; a sediment 
always remained at the base of the bladder which was not. 
washed out during siphonage. The apparatus was therefore 


a 


' theroids; and swabs of the suprapubic wounds would 
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modified so that it could be combined with washouts by 
syringe. This was done by syringing through the thin rubber 
tube mentioned above’; the glass connexion of the lead-in 
tube of the tidal- drainage apparatus was replaced by a glass 

y-tube, so that, when the bladder was being washed out, the 
fluid could flow out of the one arm of the y, while the other 
remained in the circuit of the tidal-drainage apparatus, 
clipped off. 

= MECHANICAL.TREATMENT AND SULPHA CHEMOTHERAPY 
- (5) Tidal drainage and sulphanilamide (2 g. per day): this 
small dose was tried, as in the intact bladder it is usually 
sufficient to clear an infection. 

(6) Tidal. drainage and sulphadiazine (6 g. per day). 

(7) Washouts and sulphathiazole (6 g. per day). 

(8) Washouts and sulphadiazine (6 g. per day). 


SULPHA CHEMOTHERAPY ALONE , 

(9) Sulphanilamide (2 g. per day). 

(10) Sulphathiazole (6 g. per day). 

(11) Sulphadiazine (6 g. per day). In many cases, for the 
first few days after wounding, more than 6 g. of sulphadiazine 
was given. This was because of the wound involving the 
spinal cord or meninges, and not because of the bladder. 
From the point of view of this investigation it is of no impor- 
tance, as the results of giving 6 g. or of giving more than this 


- are the same. 


(12) Sulphadiazine (4 g. per day). 


CONTROLS 
(13) No treatment. 


(14) Penicillin only, by intramuscular injection. 


RESULTS 
The effect of treatment was judged by (1) the amount of: 
pus; (2) the presence of constitutional signs of infection 
which could be attributed to a urinary infection; and 
(3) the amount of bacteria. 


The amount of pus was considered.a better criterion than 
the amount of bacteria. The indication of the nocuous effects 
of bacteria on the mucosa is shown by the amount of pus 
formed. It seems that the presence of Bact. coli or of a non- 
pathogenic staphylococcus is not in itself harmful. It some- 
times happened that, though no organisms could be grown 
from the urine which contained no pus when aspirated from 
the bladder, the urine taken out of the bottle attached to the 
bed grew Bact. coli. Swabs taken from the inside of the tube 
attached to the catheter within twelve hours or so of boiling 
often grew Bact. coli, streptococci, staphylococci, and diph- 
grow 
various organisms. As, then, the environmenf*of the bladder 
often contained more organisms than the urine from the 
bladder, it seemed that the number of leucocytes was a better 
criterion of urinary infection than was the number of bacteria. 
Also:.a leucocyte count is more feasible than an attempt to 
grade the number of bacteria present. The urinary leucocyte 
counts were performed on a specimen of uncentrifuged urine 
taken from the suprapubic catheter; it was performed by 
counting the number of cells seen in a field under the low 
power; twenty fields were counted. - 


TABLE I—SEPARATE RESULTS OF ALL METHODS OF 
' TREATMENT USED 


No. of cases 
Method of treatment 


Bad Good Best 
. l group | group | group | Total 
(1) Tidal drainage 4 0O | 0 4 
OT Tidal e with acid 
buffered solution .. 1 0 0 1 
(3) Washouts 3 0 1 4 
(4) Combined washout with 
tidal drainage 1 1 0 2 
(5) Tidal drainage and sulph- 
anilamide 1 0 0 1 
(6) Tidal drainage and ‘sulpha- 
diazine 0 1 1 2 
(7) “Washouts and suiphathi- i i P i 
(8 Washouts and sulphadiazine 0 0 2 2 
9) Sulphanilamide 2 g. z 0 2 0 2 
(10) Sulphathiazole 6 g.. 0 0 2 2 
t Sulphadiazine 6 g. .. es 1 2 12 15 
: (12) Sulphadiazine 4 g. ou 0 0 2 2 
(18) No treatment 3 0 0 3 
(14) Penicillin intramuscilariy. ` 4 0 0 4 
Total en a 18 7 20 45 
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_ The twelve methods of treatment and the two controls 
have been placed in three groups—bad, good, and best. 
The criteria for these groups are : 

Best Methods.—The urine was sterile on culture and/or 


- contained no leucocytes. Also included in this group are those 


cases.in which there were less than 10 leucocytes per field. 

Good Methods.—In this group were placed those which 
showed 10-20 leucocytes per. field, or in which the pathologist 
reported “‘ occasional leucocyte.” 

Bad Methods.—In this group were placed those which showed 
20 or more leucocytes per field, or Ta was reported as 
“ pus plus plus,” “ moderate pus,” or “ albumin plus plus.” 
All those showing constitutional signs of urinary infection were 

placed. in this group. 


Table 1 gives the number of cases for each form of 


treatment which come into each group of results. . To 
TABLE II—RESULTS IN GROUPS OF METHODS | 
No. of cases treated . 
Mechanical | Combined| Chemotherapy/ Control | Total 
— gs | 2 | a | a | ww 
0 3 4 0 7 
1 3 16 0 20 
9 s a ee T7 ee 


obtain significant results from so few cases, they will be 
considered in four groups only. Table m shows the 
results collected into the four treatment groups. 

It will be seen that the control group (no treatment 


and penicillin only) falls entirely into the bad category. 


Mechanical methods proved no better than the control- 
methods. In addition to the figures given in the tables, 
it must be pointed out that only 3 cases of the entire 
series had fever attributed to urinary infection, and all 3 
were in the mechanical treatment group. It may there- 
fore be concluded that mechanical methods of treatment 
are more harmful than no treatment at all. The tables also 
show that combining a mechanical method with chemo- 
therapy detracts from the success of the chemotherapy. 

Four-fifths of those in the best group were those 
treated by chemotherapy. When it is remembered that 
for cases to he placed in this best group the urine had to 
be sterile or had to contain less than 10 leucocytes per 
field, it will be realised that we have in the sulpha drugs 
an efficient means of dealing with urinary infection in 
the paralysed bladder. Sulphathiazole and sulphadiazine 
seem to be equally good, 4 g. in twenty-four hours being 
sufficient. 

Further information may be obtained by considering 
a few of the cases in greater detail. It was found - 
that sulphadiazine always cleared a. Staph. aureus 
infection. A B. proteus infection developed in only 1 
of the 45 cases, the one treated by tidal drainage with 
solution buffered at 5-2. While having the bladder irri- 
gated with this acid solution the patient developed fever, 
which immediately ceased when this form of treatment 
was stopped. 

Patients having what is apparently inadequate treat- 
ment do not always suffer from it. 

One patient reached the neurosurgical base fifty days after 


the onset of the paraparesis. For the first month of this time 
_ he had had one or two washouts a week with Duke’s apparatus, 


and for the last ten days a washout three times a day with 
a funnel and tube. His urine showed only 2 leucocytes per 
field, contained no albumin, and grew Bact. coli only. 


Once the bladder is free from infection, there being 
no leucocytes and the urine being sterile, one cannot 
cease giving sulphadiazine. 

In 4 cases with sterile urine and less than 10 leucocytes 
per field sulphadiazine was stopped and no treatment was 
given. In the first case, Bact. colt was grown from the urine 
on the third day ; on the seventh day hemolytic streptococci 
were also grown the patient was then given sulphadiazine 
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again ;- after a week of this, no leucocytes were found in 
twenty fields; culture still grew Bact. coli but no hemolytic 
streptococci. In the second case a week after sulphadiazine 
was stopped the urine contained much pus. In the third case 
four days after sulphadiazine was stopped there was a slight 
infection. In the fourth case eight days after sulphadiazine 


was stopped there was a Bact. coli infection, with a moderate : 


amount of pus. 


Sulphadiazine was given in doses of 6 g. in twenty-four 
hours ; no patient had this for more than three weeks. 

One case raised the question whether this prolonged admini- 
stration of a large dose damaged the bladder mucosa: while 
the catheter was being changed after three weeks’ sulpha- 
diazine, a semi-organised shred was found, which was shaped 
like the bladder and microscopically seemed to be thick mucus. 
The sulphadiazine was reduced to 4 g. in twenty-four hours ; 
the urine continued to consist of thick glairy mucus, though 
it contained less than 6 leucocytes per field and grew only 
Bact. coli. No other case having sulphadiazine for three weeks 
showed any ill effects. 


The leucocyte count remained normal, and there were 
no symptoms or signs of blockage of the renal tubules. 
Hematuria or renal pains have been seen in patients 
having larger doses of the drug, but were never seen in 
patients having 6 g. in twenty-four hours. But with this 
dose of sulphadiazine or sulphathiazole, sulpha crystals 
were often found in the urine. 

Owing to regular evacuations of cases to the United 
Kingdom, no case was seen for longer than fifty days. 
Therefore this investigation was of the treatment of the 
urinary tract in the first few weeks of paraplegia only. 
In this time it is clear that the best method of treatment 
of the bladder aftér suprapubic cystostomy is to give 
oral sulphadiazine. It remains te work out the length 
of time for which this drug can be given and the minimal 
necessary dose. Here, not less than 4 g. in twenty-four 
hours was tried; but half this or less may be adequate. 

Siegel (1945) has shown that with 2 g. per day, a blood 
level of 3-2-13-9 mg., with an average of 7-2 mg., per 100 ml. 
is obtained, and that with 1 g. the blood level is 1-7-8-1 mg., 
with an average of 3-5 mg., per 100 ml. 

Prolonged administration of small doses of sulphadiazine 
to vast numbers of men has been reported by Coburn (1945). 
He gave sulphadiazine 1 g. daily to 300,000 U.S. Naval 
personnel for 3—6 months. With this dose he found no renal 
complications, a mild dermal reaction in 0:5%, ‘‘ severe 
sulphonamide diseases’ (exfoliative dermatitis or granulo- 
cytopenia) in 1 in 10,800 men. He also found that, with such 
a dose, sensitisation to the drug was not produced, nor was the 
development of drug-fast organisms shown ; those cases which, 
in spite of this prophylactic dose, got an upper respiratory 
tract infection with hemolytic streptococci reacted entirely 
normally to the routine therapeutic dose of the drug. 

Coburn showed that this dose (l g.) of sulphadiazine was 
an excellent prophylactic against infective respiratory dis- 
orders: the number of patients admitted to hospital per 
month for respiratory disorders was 5-18 in his 300,000 con- 
trols, but less than 1 in the 600,000 having daily doses of 
0-5 g. or 1 g. This prophylactic effect is relevant to cases of 
paraplegia, which are liable to succumb to respiratory infec- 
tions, if they escape death from urinary tract infection. 

Lehr (1945) has shown that sulphacetamide is far less 
toxic than sulphadiazine or sulphathiazole. He never found 
evidence of renal damage in rats receiving enormous doses 
of this compound. It has the great advantage that it is 
highly soluble in acid urine. 


The success of oral sulphadiazine in controlling urinary 
infection in the paralysed bladder raises the question 
whether this form of treatment has not rendered obsolete 
all mechanical forms of treatment, such as tidal drainage 
andswashouts. This applies to all cases where there is 
an indwelling catheter and to all cases before and after 
prostatectomy; in these old bronchitic subjects the 
prophylactic effect of the drug on the respiratory tract is 
an additional reason for preferring it. It remains also to 
investigate the newer sulpha drugs, sulphamerazine and 
sulphamezathine. ` 
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SUMMARY 


An investigation of various forms of treatment of the 
bladder after suprapubic cystostomy was undertaken. 

With mechanical methods, which included tidal drainage 
and washouts, the results were worse than in controls 
having no treatment. 

The effects of sulphonamide therapy were excellent. 
Sulphadiazine and sulphathiazole were more satisfactory 
than sulphanilamide, and can be given in small doses 
with safety for six months. 


I take this opportunity of thanking Mr. F. J. F. Barrington, 
who helped me with advice and criticism. 
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INTRAVENOUS ADMINISTRATION 
OF IRON 


JOSEPH A. Niss 
M.B. Lond. 


LATE RESIDENT MEDICAL OFFICER, NORTH STAFFORDSHIRE 
ROYAL INFIRMARY, STOKE-ON-TRENT 


Iron is well known to be toxic when administered 
parenterally. The toxic effects arise from precipitation 
of iron in the blood, producing multiple pulmonary and 
sometimes systemic emboli, with symptoms resembling 
those of fat-embolism ; from irritation of the gastro- 
intestinal tract, giving rise to diarrhea and vomiting ; 
and from depression of the central nervous system, 
which may lead to coma and death (Heath et al. 
1932, Goodman and Gilman 1941, Best and Taylor 
1943). 

The lethal dose for an animal is given by Best and 
Taylor (1943) as 30-60 mg. of metallic iron per kg. of 
body-weight. If this holds good for man, the lethal dose 
for an adult weighing 70 kg. would be 2-4 g. Toxio 
symptoms, however, appear long before this dose is 
reached. The maximal dose of injectio ferri B.P. is 
gr. 1/10 (6 mg.).. Heath et al. (1932) gave 15 patients with 
hypochromic anemia a daily dose of 32 mg. of iron intra- 
muscularly, in the form of iron and ammonium citrate, 
for about ten days, and found that 96% was utilised in 
the formation of hemoglobin ; with this dose there were 
prohibitive toxic reactions. 

The work of McCance and Widdowson (1937, 1938) 
and of Hahn and Whipple (1936) has shown that a daily 
intake of 5-8 mg. is required to keep a normal man 
in iron equilibrium. Young children, however, require 
considerably more iron (as much as 0:6 mg./kg. of body- 
weight). Women, up to the climacteric, require from 
two to four times as much iron as men do. Leverton and 
Roberts (1937) have shown that normal young women 
need about 16 or 17 mg. daily. Pregnant women require 
about 20 mg. of iron daily. ‘The average daily needs of 
those who require iron most is therefore about 15-20 m 
To raise the hemoglobin of a patient by 1% about 
25-30 mg. would be needed. Another 15-20 mg. would 
have to be added if enteral supply or absorption is 
deficient. If this amount, which is over double the usual 
permitted dose, was given daily it would take fifty days to 
raise the hemoglobin from 40% to 90%. For these 
and other obvious reasons, the parenteral use of iron in 
ansemia has: been extremely limited. 

To probe ‘the question further, the administration of 
iron by intravenous infusion was tried at this hospital. 
For this purpose two different solutions were used : 

(1) A sterile solution of colloidal ferric hydroxide pre- 
pared from material pupplied by Appere: Hven Medical 


- Supplies Ltd. 
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(2) A solution of saccharated oxide of iron, a B.P.O. 
preparation containing about 3% of metallic iron in sucrose 
‘and forming a freely soluble reddish-brown powder. For 
convenience of calculations a solution of it was prepared 
containing 1% of elemental iron. In solution it-is very dark 
brown. Doubly distilled water was used in preparing the 
solution, and it was filtered twice through a double thickness 
of filter paper before being poured into screw-capped bottles, 
each containing 100 c.cm. of the solution. These were sealed 
and sterilised in the autoclave at 115—-116°C for half an hour. 


COLLOIDAL FERRIC HYDROXIDE 
Animal Experiment 


Five intravenous doses, each of 10 c.cm. (0-1% Fe), 
were injected at hourly intervals into a rabbit (total 


Fe=50 mg., equivalent to 2 g. for a 70 kg. adult) without 
provoking any toxic reaction. 


Observations on Man 

(1) A woman, aged .65, with a carcinoma of the 
bronchus and hypochromic anæmia, was given 1000 c.cm. 
of the standard solution (0-1% Fe) in 5% dextrose by 
intravenous drip in fifteen hours. When 100c.cm. had been 
given, she complained of pain in her back and had a 
rigor, and her temperature rose to 101°F and remained 
so for three or four hours. Thrombopblebitis followed 
at the injection site. 


(2) A man, aged 68, with a similar condition, gave a 


similar response except for the pain in the back—i.e., 
a rigor at 90 c.cm. and thrombopħlebitis subsequently. 

(3) A purer solution of colloidal ferric hydroxide was 
obtained from the same firm as before, and administered 
in higher concentration (1:0% Fe) to two patients in 
50 mg. and 20 mg. Fe doses by slow intravenous injection. 
In each case there was shivering and áa and 
pyrexia ened: within half an hour. 


SACCHARATED OXIDE OF IRON 


Intravenous Infusions 

To a ‘ Vacolitre’ containing 900 c.cm. of 5% Jeztois 
solution 100 c.cm. of the 1% solution of saccharated 
iron oxide—a total of 1 g. of elemental iron—was added, 
and an intravenous infusion was given to a patient at 
the rate of 30 drops a minute. When about 100 c.cm., 


the previous critical quantity, had been absorbed, and | 


nothing untoward had happened, the rate of ‘the drip 
was gradually increased to about 45 drops a minute. The 
vacolitre was empty itr six hours, without any subjective 
or objective change being observed in the patient. At 
the end of the infusion about 200 d.cm. of 5% dextrose 
was run in to wash off from the walls of the veins any 
adherent iron solution, as it was thought that the 
thrombophlebitis mentioned above had been caused by 
iron adhering to the vein walls. In the present case 
thrombophlebitis did not develop. 

A second saccharated iron-oxide infusion was’ given 
to another patient. This time it took only three hours 
to infuse 1- g. of iron. The rate was equivalent to about 
5:5 mg. of iron a minute, and in the first ten minutes 
about 55 mg. was given. There were no delayed reactions 
in either patient. us , 


Intravenous I njections 
At this stage it seemed more convenient to give a 
series of slow injections of saccharated iron oxide in 


small but gradually increasing doses and gradually 


increasing concentrations till the limit of tolerance 
began to. show itself. | 
For this purpose it. was found necessary to use either 


a sharp fine lumbar-puncture needle or an ordinary © 


needle with a fine rubber tube connected between it and 
the syringe. This arrangement served a double purpose.. 
First, it was possible, before attaching the syringe to the 
needle, to see blood drip out on venepuncture ; it was 
otherwise difficult. to.ensure that the needle was in the 
vein, owing to the more concentrated solutions being 


very dark and opaque. Secondly, when more than could 
be held in one syringe was to be given, the tap on the 
lumbar-puncture needle could be turned off, or the rubber 
tubing clamped, and the syringe refilled. 

The injections were gradually increased, first in 
concentration, and later in dosage, from patient to 
patient, as follows : N 

(1) 20 mg. of iron in 10 c.cm. in 5 min. 

(2) 20 mg. of iron in 5 c.cm. in 5 min. 

(3) 20 mg. of iron in 2 c.cm. in 5 min. This concentration 
is equivalent to 1% and is the undiluted solution as with- 
drawn from the 100 c.cm. bottles. Henceforth, only solutions 
of this strength were used. More concentrated solutions were 
not tried, but would probably have been too viscid. 

(4) 40 mg. of iron in 4 c.cm. in 5 min. 

(5) 50 mg. of iron in 5 c.cm. in 5 min. 

(6) 100 mg. of iron in 10 c.cm. in 5 min. 

(7) 200 mg. of iron in 20 c.cm. in 5 min. 

(8) 250 mg. of iron in 25 c.cm. in 5 min. p 

(9) 400 mg. of iron in 40 c.cm. in 7 min. 

(10) 500 mg. of iron in 50 c.cm. in 7 min. This dose was 
given to two patients.. 


So far there were no toxic symptoms. To the nate patient 
1 g. of iron in 100 c.cm. was given slowly in fifteen minutes. 
The patient felt perfectly well throughout the injection 
and immediately after. About fifteen minutes later, 
however, moderate toxic symptoms began to appear. 
The patient felt cold, shivered, and had a fluid bowel 
motion. There was tachycardia and cyanosis. The whole 
picture was very similar to the reactions which had 
developed with ferric hydroxide, including the subse- 
quent transient rise in temperature. An electric blanket 
and a fluid ounce of brandy produced a quick response. 


Safe Limit of Saccharated Iron Oxide 
_ Attention was now directed to the further study of 
the possibilities and limitations of intravenous injections 
of saccharated iron oxide, and five patients with anemia 
were selected for the purpose. Because of individual 
variations and possible idiosyncrasies, each had a course 
of injections gradually increasing in iron content up to 
500 mg., as follows : 

(1) 10 mg. of iron in 1 c.cm. 

(2) 25 mg. of iron in 2-5 c.cm. 
_ (3) 50 mg. of iron in 5 c.cm. 
_ (4) 100 mg. of iron in 10 c.cm. 

(5) 250 mg. of iron in 25 c.cm. 

(6) 500 mg. of iron in 50 c.cm. 

Three patients showed neither immediate nor delayed 
reactions to any of the injections. The fourth developed 

a transient temperature of 100°F about eight hours after 
the 500 mg. dose, but complained of nothing but slight 
headache. This patient was subsequently found on 
laparotomy to have a carcinoma of the stomach, and the 
pyrexia could not with certainty be attributed to the 
iron. The fifth patient, proved later to have had at the 
time a form of aplastic anemia probably due to myelo- 
sclerosis, attended weekly for treatment as an outpatient 
and stayed in hospital one or two hours after each injec- 
tion. On attending for the 500 mg. injection she said that 
the previous week she had had pain in her back and felt 
extremely weak on returning home after the 250 mg. 
injection, but that she had had a similar attack eighteen 
months previously without apparent cause. The 500 mg. 
dose was accordingly deferred, and she had only another 
250 mg. of iron that week. Since she had no reaction to 
this one, she was given a 500 mg. dose on her next 
attendance. . Shortly after the injection she developed a 
typical but moderate reaction. Response to stimulants 
and warmth was satisfactory. : 

Though some ofthe solution of saccharated. oxide of 
iron was kept six months before being used, there was 
no detectable deterioration. 

Intramuscular and subcutaneous injections of sacchar-’ 
ated oxide of iron were also tried, five injections of 


y 


gd 


THE LANCET] DR. 
10-30 mg. of iron in 2 or 3 c.cm. of distilled water being 
given. There were no toxic reactions, but a local painless 
swelling about the size of a hen’s egg invariably appeared, 
presumably caused by osmosis. This subsided in one or 
two hours, leaving an ecchymosis. 


Utilisation 

No critical research was éonaueted on the utilisation 
of the injected iron, but the following observations were 
made. Two patients, who had a control period with 
hæmoglobin estimations before and after the 500 mg. 
dose, responded quantitatively to it—i.e., with a rise 
of 20% Hb. One of the two had lobar pneumonia and a 
pleural effusion at the time, but this did not seem to 
interfere with iron utilisation. This patient’s hemoglobin 
rose from 70% immediately before the 500 mg. dose to 
90% in about a week. A third patient, the one with 


carcinoma of the stomach, showed only a partial response, 


amounting to about half the calculated one, which, in 
the circumstances, is understandable. A fourth patient, 
with aplastic anemia, showed no response whatever. 
These results are in accord with those of Heath et al. 
(1932), working with other preparations, and with the 
recent work of Goetsch et al. (1946). 


DISCUSSION — 


The results of Goetsch et al. (1946) with intravenous 
infusions of colloidal iron hydroxide, ‘‘ undertaken in an 
attempt to determine the maximum hematologic response 
that could be induced by iron therapy in patients with 
hypochromic anæmia,” agree with those recorded here 
as regards toxicity. Doses of 0-608—-1:32 g. of iron as 
colloidal ferric hydroxide or colloidal iron oxide were given 
in two to five hours to 14 subjects, one of them on two 
occasions, making 15 administrations altogether. Toxic 
reactions were severe in all hut two instances, and in 
three were so alarming that they had to be discontinued 
after the infusion of 70, 123, and 180 mg. of iron. Goetsch 
et al. conclude that ‘the toxic effects were severe 
enough to preclude its use for therapeutic purposes 
except under most unusual circumstances.” All their 
subjects developed fever shortly after the infusion was 
over, and the vein into which the iron was injected 
always became thrombosed. 

Polson (1928), working on rabbits, found that colloidal 


iron hydroxide injected intravenously at once flocculated - 
in the blood, and the greater part of it was held in the lungs 


as emboli in the vessels. The part that passed through the 
lung capillaries into the systemic circulation was ingested, 
by the cells of the reticulo-endothelial system, and was 
taken up mainly by the liver and spleen, but the larger 
particles sometimes caused emboli in other organs— 
e.g., the glomeruli of the kidney. From the lungs the 
iron was absorbed slowly, to be deposited in other organs. 

Cappell (1930), working with saccharated iron oxide 
in rats, found that there was no flocculation of the iron 
solution when it came in contact with the blood-plasma ; 
consequently there were no pulmonary or other emboli. 


Cappel? further showed that, if the tissues were examined 


immediately after an intravenous injection of saccharated 
iron oxide, free iron was found in the blood and in the 
vessels. It was, however, rapidly taken up and removed 
by the cells of the reticulo-endothelial system, and its 
distribution was similar to that of other finely divided 
particles. Twenty-four hours after intravenous injection 
no trace of free iron was found in the plasma. In time 
these. reticulo-endothelial cells acted on the ingested iron 


and set free within the blood-vessels a soluble iron . 


compound, which as a rule appeared about seventy-two 
hours after injection, and gradually increased during the 
following weeks. This soluble iron then continued to 
circulate in the plasma, and was finally deposited in the 
organs in quite a different distribution from that initially 
produced by the intravenous injection. Iron was thus 
stored in the lymphatic glands and the parenchyma cells 
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of the liver and kidneys. No ill effects followed massive 
accumulation of iron in the liver cells. Iron was not 
stored in the pancreas however; consequently nothing 
similar to the lesions of hemochromatosis was noted in 
the organs of these animals after excessive and long- 
continued intravenous administration of iron. 

The absence of emboli after the intravenous administra- 
tion of saccharated iron oxide may be only one reason 
for ‘its greater safety. The larger particles of the partially 
flocculated colloidal iron hydroxide, if small enough to 
pass through the lung capillaries, may still be too big 
to be readily ingested by the petoulo: endothelial cells ; 
this may add to its toxicity. 

Cappell also pointed out that some samples of sacchar- 
ated iron oxide yielded opalescent suspensoid solutions, 
whereas others formed clear transparent brown solutions 
free from suspended particles... It seems reasonable to 
suppose that these samples differ in their toxicity, and 
that the uniform production of the safer variety woud 
be a further step forward. 

Another interesting observation ade by Cappell was 
that after repeated injections mice appeared .to tolerate 
even larger doses of intravenous aa oxide of 
iron. ei l 

SUMMARY ` 


Two patients were given intravenous infusions of 1 g. 
of iron, as colloidal ferric hydroxide, in fifteen hours, and 
two were given intravenous injections, one of 40 mg. and 
the other of 20 mg., of iron in the same form. : All four 
developed definite pyrexial reactions, ‘three of them rather 
severe. 

Two patients had an meaai infusion of 1 g. of 
elemental iron as saccharated iron oxide, one in six, the 
other in three, hours, without developing any reaction. 

Seven patients received 500 mg. of saccharated iron 
oxide by intravenous injection ; one developed a definite 
toxic reaction, and another a transient pyrexia eight 
hours after the injection. Out of seven injections of | 
250 mg. only one was followed by a doubtful reaction. 
All smaller doses were given with impunity. 

Out of twenty-five intravenous administrations of 
doses of 100 mg. or more of saccharated iron oxide, only 
four were followed by reactions, the doses being 1 g., 
500 mg., 500 mg., and 250 mg., and the relation of two 
of these reactions to the injections was doubtful. 

The thrombophlebitis ensuing invariably after infusions 
and often after large injections of. intravenous iron 
was successfully averted by giving a quantity of 
doubly distilled sterile water or 5% dextrose solution 
intravenously before removing the needle. 

Saccharated iron oxide appeared to be completely 
utilised in hemoglobin synthesis. | 

The ultimate place of intravenous infusions or injections 
of saccharated iron oxide in therapeutics is still to be 
assessed, but the observations here recorded indicate that 
the saccharated - oxide is far more suitable than ferric 
hydroxide for this purpose. | 

I wish to thank Dr. A. Wilson Gill for the experimental 
facilities and for his encouragement ; Dr. A. J. McCall, without 
whose interest and suggestions this work would not have 
been possible; Mr. S. Holdsworth for his aid in the rabbit. 
experiment; Mr. R. C. Plant for preparing the solutions; and . 
Dr. N. Mutch for his interest and helpful criticism of this 
paper. 
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.We have reason to expect electro-encephalograms 
(E.E.G.) to show a persistent generalised dysrhythmia 
more often in migrainous than: in normal subjects for 
migraine and epilepsy are genetically associated. Ulrich 
(1912) found a family history of epilepsy in 20% of 500 
cases fof migraine. Turner (1907) found the smaller 
but still significant proportion of 4.3%. Conversely, 
Cobb (1932) found that 4:3% of 1086 epileptics had 
migraine, compared with 1:5% of 250 normal controls. 
Many other workers haye demonstrated a similar 
relationship. . 

The £.E.G. data on this point vary considerably. 
Reviews of the ‘clinical use of E.E.G. (Williams 1945, 
Gibbs and Lennox 1944) do not refer to migraine. 
Gibbs et al. (1937) mentioned 2 cases in which “‘ significant 


changes in E.E.G.” were recorded after intravenous 


ergotamine tartrate, but gave no further details. Strauss 
and Selinsky (1941) found abnormal records between 
attacks in 4 of 20 cases, but 2 of the 4 patients were also 
epileptic. No change was found in “ resting” records 
taken during migraine. But in 5 cases with normal 
records overbreathing produced generalised abnormal 
slow-wave activity only during migraine. In 2 of these 


ergotamine tartrate abolished both the headache and - 


the abnormal response to overbreathing. Harty et al. 
(1942) found 11% of abnormal E.E.c. in U.S. Army 
recruits with recurrent headaches but without neuro- 
logical signs. Solomon et al., ( 1943) found that 14 
out of 40 cases of migraine examined in the U.S. Navy 
gave abnormal £.5.G., but they did not speoy the 
abnormality. 

These findings are shey concerned with single records 
made on subjects at times not specifically related to the 
migraine, and they suggest little of diagnostic value. 
However, Engel et al. (1944) found that in decompression 
sickness (caisson. disease) visual scotomata sometimes 
preceded a unilateral headache. In these cases a 
focal E.E.G. abnormality in the occipital cortex was 
found only suning the period of scotoma and early 
headache. 

Following this‘ up, Engel et al. (1945) made obortis 
tions. on 3 subjects with clinical migraine in whom an 
aura of homonymous hemianopia’ was followed by 
contralateral hemicrania. They found a similar tran- 
sient focus of slow-wave abnormality in the occipital 
region. This happened only when the hemianopia was 
present, and the record was normal both ae the 
headache and between attacks. 

This suggests that the value of the E.E.G. in the 
investigation of migraine may be increased if repeated 
records are taken during various phases of the.attack. 
It is also interesting in view of the widely accepted 
theory of the vasomotor origin of migraine, according 
to which a prodromal vasoconstriction of cerebral arteries 
causes such phenomena as defects in the visual field, 
dysphasia, and other local motor or sensory abnormalities ; 
‘and a subsequent excessive vasodilatation causes the 
actual headache (Schumacher and Wolff 1941). | 

This view is supported by the ears haa hes of 
vasoconstrictor drugs (O’Sullivan 1936). . seems 
likely that a vasoconstriction causing quaint. cerebral 
dysfunction to produce focal neurological signs would 
change the electrical activity of the cortex, whereas 
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a simple vascular distension would be less likely to do so. 
The results of Engel et al. (1944, 1945) suggest that such 
is the case. The observations cited, however, appear 


_to be inconclusive, and suggested to us that further 


investigation might be profitable. 


SELECTION OF CASES 
The term “ migraine ’’ is sonietimes extended to cover 


. almost any recurrent headache or conditions. whose 


subsequent history may establish a progressive structural 
lesion as the basis of the symptoms. For this reason 
we have limited our inquiry to 51 cases of recurrent 
headache beginning before the age of 25, showing 
irreversible neurological change over a period 
of 3 years, and having also at least 3 of the following 
5 features : 


(1) A family history of similar benign ondici: l 

(2) A pre-headache phase (aura) of transient visual-field- 
change, dysphasia, paræsthesiæ or weakness of monoplegic or 
hemiplegic distribution, er “ psychic ” nee of a stereo- 
typed pattern for any given case. 

(3) Hemicranial distribution at some stage in its course. 

(4) Amelioration by vasoconstrictor drugs or by mechanical 
occlusion of the common carotid or its branches. 

(5) Association with nausea or vomiting. 


TABLE I—TRANSIENT ABNORMALITIES OF E.E.G. IN MIGRAINOUS 


SUBJECTS 
Resting récord Record during aare or earfy 
Bifrontal 8 c.p.s. episodes - More conspicuous 8 o.Dp.s. 
l episodes 
Bifrontal 6-8 c.p.s. episodes | Exaggerated 
Bilateral 8 c.p.s. episodes- Exaggerated 
No change 


Inconstant eeymmetncal 
record ; 


Normal record at 12 c.p.s. Generalised 10 c.p.s. waves 


Bifrontal 5-6 c.p.s. episodes | Exaggerated 
Generalised dysrhythmia No change 
Generalised dysrhythmia | Exaggerated 
Normal record No change 
No change 


Normal record 


This arbitrary limitation is designed especially to 
exclude cases of progressive intracranial disease with 

‘ migraine ” as an early symptom. Nevertheless, in 
view of the vasomotor background of migraine, some 
cases of vascular malformation or intracranial neoplasm 
may be included, for they may cause a sequence of 
vasoconstriction and overdilatation; just as they 
may for years show, as their only manifestation, epileptic 
attacks which are eee as idiopathic (Penfield and 
Evans 1935). 


AIMS AND METHOD ° 


Information was sought on three points: (1) the 
incidence of generalised persistent dysrhythmia, of the 
type seen in epileptic stock, compared with that in the 
normal population ; (2) the possibility of discovering a 
transient focal abnormality during the aura of an attack, 
and of correlating its localisation with the symptoms or 
signs ; and (3) the possibility of discovering a persistent 
focal abnormality, which would suggest that the migraine 
was only a symptom of progressive intracranial disease 
and might aid its early diagnosis. 

A Grass E.E.G. machine was used with a 3- daine 
ink recording system. Three routine positions were 
used in all cases: right and left frontal, parietal, and 
occipital leads, and transverse temporoparietal leads. 
In cases where these records indicated it, further leads, 


f 
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placed in relation to any focus of abnormality, were used. 
Additional leads were also used in searching for focal 
abnormality in relation to the aura of an attack. Criteria 
of abnormality were those agreed to by the Electro- 
encephalographic Society (Williams 1941). 


FINDINGS 


Incidence of Persistent Dysrhythmia 

Of the 51 cases (aged 14-56), 30 had sentni 
abnormal records. This is significantly higher than the 
expeeted 10-15% of abnormality found in a normal 
population—i.e., those with no personal or family history 
of migraine, epilepsy, or other neurological disease 
(Davis 1942, Gibbs et al. 1942, Hill and Watterson 1942). 
Of these 30, 14 had generalised non-specific dysrhythmia, 
12 had bilateral symmetrical episodic activity at 6-10 
` cycles per sec. (c.p.s.), and 4 had localised unilateral 
abnormality. These were all present in repeated records 
taken between attacks. No less than.21 of the 30 had 
a positive family history of migraine. 

Records were also taken of 36 relations, aged 11-57, 
of the migrainous subjects. Generalised dysrhythmia 
was found in 15. But of these, 6 had a history of migraine 
or of epilepsy. Excluding these, the incidence of 
dysrhythmia was still 9 out of 27 subjects with no 
personal history of migraine or epilepsy, compared 
with an expected incidence of 4 out of 27 normal 
subjects. 


Transient Abnormality 

Records were obtained in 13 cases during an attack : 
in 10 during the aura or at the onset .of headache, 
and in 8 when the headache was fully developed. 
The findings in the first group are summarised in 
table r. 

The accompanying figure shows the E.E.G. records 
during the aura and during the headache in case 8. 
The increase of 5-6 c.p.s. waves is well shown. 


Tha case was that of a male student, aged 22, who had had 
recurrent headaches since the age of 11 years. These were left 
frontotemporal in distribution, always associated with nausea 
and usually with vomiting. Since the age of 15, and possibly 
earlier, they were preceded by an aura. He would wake 
in the morning feeling extremely cheerful and on top of the 
world. This would be reflected also in his behaviour, which 
would be unusually boisterous and uninhibited. About 
11 a.m. his headache would start and gradually increase in 
intensity, and in 2 or 3 hours he would feel so wretched that 
he would, if possible, retire to bed. Nausea and vomiting 
came on at this stage. 

Ergotamine taken early in the headache would abort the 
attack. When he had learnt to recognise the aura, the drug 


TABLE YW—RELATION OF TYPE OF AURA TO TYPE OF E.E.G. 


ABNORMALITY 
Case E.E.G. between F.E.G. during 
Type of aura aura or early 
no. attacks headache 

1 Right homon Bifrontal 8 c.p.s. | Exaggerated 
mous hemianopia episodes 

4 | Teichopsia Variable general- | No change 

` ised asymmetry 

5 Left homonymous | Generalised dys- | No change 
hemianopia rbythmia 

6 Left homonymous | Normal record, | Generalised 
hemianopla 12 c.p.5. waves 10 c.p.s. waves 

7 Scotoma or | Normal record Not done 
hemianopia 

11 Teichopsia Generalised dys- | Exaggerated 
; rhythmia 6 c.p.s. activity 

2 “ Feels queer and | Bifrontal6-8c.p.s. | Exaggerated 
off colour ’’ episodes 

8 Eu horia an a Bifrontal 5-6 c.p.s. | Exaggerated 
elation episodes . 


Electro-encephalographic record of case 8: 
onset of slight headache ; (b) during severe headache. i 


(a) at aura stage with 


taken late in this would usually, but not always, prevent the - 
attack. 

There were no abnormal physical signs and his past health 
was otherwise good. His father had migraine and asthma. 


In the 8 cases in which the E.E.G. was made during the 
headache the records were indistinguishable from 
resting records. E 

In 8 of the 13 cases an aura preceded their attacks. The 


. relation between type of aura and E.E.G. abnormality 


both between and during attacks is shown in table 11. 

None of the 6 cases with visual aura showed focal 
abnormality either during the aura or between attacks ; 
2 cases with a “psychic ” aura showed an exaggera- 
tion of a frontal episodic abnormality. It is tempting 
to link the locality of the abnormality with the type of 
aura ; but this is unjustified, because the same localisa- 
tion of abnormal waves was found in a case with a visual 
aura. 


Persistent Focal Abnormality 
In 4 cases there was a persistent focal abnormality : 

1 in the.right frontal, 1 in the left parietal, and 2 in the 
left occipitoparietal regions. All 4 showed transient 
focal. neurological signs associated with their head- 
aches. Ventriculography, done in 3 of these, revealed 
no abnormality. All 4 showed no sign of a progressive 
lesion, at follow-up 2 or 3 years after first being seen 
and 7-33 years since the onset of their symptoms. 


DISCUSSION | | 
The incidence of generalised dysrhythmia is high in 
the E.E.G. records both of migrainous subjects and of 
their relations. This fact confirms the considerable 
evidence for the constitutional basis of migraine. 


A transient focal abnormality during the aura, as 
observed by Engel et al. (1945), was not found in 
the present cases, but exaggeration of a previous 
abnormality was seen in some cases at the time of the 
aura. The changes noted by Engel et al. disappeared 
rapidly when the visual symptoms cleared. The fact 
that our records of cases with visual aura were taken 
when this was receding may explain the difference, 

The exaggeration of a previous abnormality is com- 
patible with a vascular basis for migraine, and is in - 
keeping with the observations of Darrow and Graf (1945) 
that abnormal high-voltage activity can be induced in 
the cortex of cats by producing cerebral vaso- 


- constriction. 


Further support for this theory was afforded by our 
observations on the E.E.G. changes following the injection 
of ergotamine tartrate. - In 5 cases intravenous ergota- 
mine tartrate 0-5 mg. was given, and records were obtained 
before and within 5 min. of the injection. In 2 cases 
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the resting records were normal, and there was no change 
after the ergotamine. In 3 cases general or local 
abnormality was shown by the resting records, and in 
all of these the dysrhythmia was increased by ergotamine. 
In 1 case with localised dysrhythmia a gradual increase 
in amplitude was seen, with spread of the abnormality 
_to the opposite cortex, with the result that large 6 c.p.s. 
waves were present bilaterally. In the first 2 cases the 
headache was not relieved by ergotamine, whereas in the 
last 3 it was. 

These results suggest that a series of readings made 
throughout the whole migraine cycle is desirable, but 


the crucial period is that of the aura rather than the 


headache. 

Persistent focal abnormality does 
of much diagnostic value in these cases. Such a finding 
at a site corresponding to the neurological manifestations 
of an attack does not necessarily indicate a focus of 
progressive intracranial disease. 

Conversely, where migraine may be a symptom of 
organic brain disease, normal records can give a false 
sense of security. 

In one case, not in the present series, a patient with 
migraine of many years’ standing began to develop 
persistent neurological signs between attacks. An 
E.E.G. taken at this time showed only a generalised 
cortical dysrhythmia. Some three months later he was 
admitted to hospital, as his signs appeared to be progress- 
ing. Fhe E.E.G. now showed a focus of increased 
abnormality in the right temporal region, and at opera- 
tion an astrocytoma was found in the frontotemporal 
field. 

Nevertheless, the routine use of the E.E.G. in investi- 
gating these cases is always advisable, for a small 
focal lesion may be clearly demonstrated in some 
instances. 

It therefore appears worth while to make E.£.G. studies 
in all cases of migraine, for accumulation of such records 
will help us to understand constitutional dysrhythmias. 
If correctly timed, they may also help to correlate clinical 
macs with cerebral localisation. 


SUMMARY ° 


Of 51 cases of migraine studied by electro-encephalo- 
graphy abnormalities were found in 30: generalised 
dysrhythmia in 14; symmetrical bilateral episodic 
activity in 12; and a persistent focal abnormality 
mél . `. 

Ecapeeration of a previous abnormality was noted 
only at the period of aura or early headache in 5 of 8 
cases, and after ergotamine tartrate in 3 of 5 cases. 

The transient focal abnormality found by Engel et al. 
(1945) was not observed. 

The value of E.E.G.’s in migraine is discussed, and it is 
emphasised that the time in the migraine cycle at which 
records are taken is important. 
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ANÆSTHETISING the larynx with cocaine or one of its 
substitutes is, or should be, an integral part of laryngeal 
intubation and of bronchoscopy. 

The usual ways of doing this are all open to some 
criticism. The difficulty lies in depositing the solution 
where it is required—on the inaccessible larynx and 
One technique accomplishes this by boldly 
squirting 2 or 3 c.cm. from a syringe through the mouth 
on to the posterior pharyngeal wall; after which the 
anesthetist side-steps smartly out of the line of the 
patient’s mouth and relies on the violent gagging and 
coughing to spread the liquid throughout the pharynx 
and larynx. On the whole the proceduro works, but it 
is unpleasant and unsightly. 

With the type of spray in common use the liquid is 
atomised almost entirely in. the form of large droplets. 
This would be of little importance were it not for the 
fact that the pathway from the nozzle to the larynx 
is not a direct line. The trouble, in practice, is that the 
larger and therefore heavier droplets continue in the line 
in which they are propelled from the spray, and adhere 
Thus the 


posterior pharyngeal wall, and turbinates, and only the 
very light droplets are carried by the air current through 
the irregular upper respiratory passages to the larynx ; 
only a small proportion of the atomised liquid therefore 
is effective. . 
With the advice and-technical help of Dr. H. G. 
Epstein I set out to find an easy means of anæsthetising 
the air passages, particularly the larynx. First a 
Collison’s inhaler was tried. Solutions of cocaine up 
to 50% were placed in the glass bulb and`nebulised by 
passing 8 litres of oxygen a minute through it. The 
‘‘ fog’? was delivered through the standard face-piece 
to a patient under light general anzsthesia. Even 
after 5 min. only 0-25 c.cm. was nebulised. There was 
no evidence of the larynx being anesthetised. The 
particles from such an inhaler are so small that only a 
minute fraction are deposited en route; practically all 
pass into the bronchial tree, just as they do when penicillin 


. solutions are used in the inhaler. 


Later the Drager, ‘ Rybar, and ‘ Deedon’ inhalers 
were tried, but the same situation was encountered : 
large droplets adhered to the many structures met with 
before the larynx was reached, while the very small 
droplets were carried deep into the bronchial tree. The 
larynx became anesthetised eventually, but at the 
expense of as much solution as when the more simple 
sprays are used. 

. A small experiment shows that the large droplets from 
a spray adhere on impact, and explains why a spray from 
one of the common devices, through the nose or mouth, 
is inefficient in anzesthetising the larynx. Hold a rubber 
tube straight and blow a spray into one end; the spray 
comes out of the other end practically unchanged. Now 
curve the tube slightly, and repeat the experiment. 
Only a small proportion of the solution, in the form of 
finer droplets, comes through as a spray ; larger droplets 
condense in the tube, and liquid dribbles out of the distal 
end. The more the tube is curved the greater the filter- 
ing action it exerts. In clinical practice it is true that, 
if the bulb is squeezed on inspiration, some medium- 
sized droplets are carried to the larynx, but these form 
only a small part. of the total volume of liquid 
atomised. 
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So far as I can trace, the first to attempt to overcome 
these difficulties was Rowbotham (1945). In 1937 he made 
a long, curved, fine, but rigid metal spray, designed so 
that when introduced through the nose of the unconscious 
patient the tip of the nozzle could be directed at the 
larynx. Used with understanding the spray is strikingly 


successful in a large proportion of cases, but perhaps 


this qualification is enough to prevent its widespread 
adoption. : 

In 1945 Harang described a method which involved 
the patient’s coöperation and, at the same time, is 
subject to some of the other disadvantages I have 
described. 


In 1945 Kenton made a big advance by describing 


a long malleable tube through the distal end of which 


a spray could be made to issue. The technique he 


describes gives excellent results, but in our hands is . 


occasionally disappointing. Kenton advocates that, 
after light general anesthesia has been induced, a naso- 
pharyngeal airway—i.e., shortened endotracheal tube— 
should be passed through the nose. He then introduces 
his specially designed tube through this outer tube and 
sprays the larynx from close quarters. We found that 
the outer tube occasionally caused nasal bleeding ; and, 
if the nares were narrow, the outer tube became firmly 
gripped, making it difficult to control the direction in 
which the tip pointed. Unless care is taken to hold the 


glass container low, the solution quickly siphons from 
it into the pharynx. Moreover, the technique is hardly 
suitable for a conscious patient on whom, for example, a 
bronchoscopy is to be done. 

The soft rubber tube of the atomiser I use is identical 
with Magill’s endotracheal tube for infants, size 00, 
with a nozzle on the end. It.is passed directly and 
easily through the nares. After passing the soft palate 
the tip is directed by the natural curve of the tube 
towards the glottis, which can thus be sprayed readily. 
When this has been done an endotracheal tube can be 
passed readily through nose or mouth either blindly or by 
direct vision. To prevert siphoning, the glass container 
of the spray hangs lower than the nozzle ; and, since the 

s container always hangs downwards, the spray can 
be held in any position. . 


Technique.—I use a weaker solution of cocaine than that 


generally advocated. Analgesia from a 3—4% solution is ' 


slightly slower in onsef and shorter in duration than from 
the 10-20% solutions commonly used, but otherwise is 
equally effective. 1 c.cm. of 10% cocaine is placed in the 
container, and 2 c.cm. of tap water is added. I usually use 
the lot—100 mg. of cocaine hydrochloride. If the patient 
is to remain conscious, the nose is sprayed and the nozzle 
advanced as the mucosa becomes insensitive. More commonly 
the patient is given ‘ Pentothal’ and the lubricated tube is 
passed about 5 in. through the nose. The bulb is compressed, 
and a fine spray spreads over the larynx and pharynx. The 
position of the nozzle is varied by pushing in or pulling out the 
tube slightly. A cough or interruption of the patient's 
regular breathing is a sure sign that the spray has found its 
target. After 2 min. analgesia is perfect. | 
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If bronchoscopy is to be performed, the nozzle is directed 
through the cocainised larynx well down into the trachea. 
The bulb is squeezed on inspiration to ensure that the inspira- 
tory air stream carries the spray at least as far as the carina. 


Using this technique, members of this department have 
sprayed themselves and passed endotracheal tubes 
blindly on themselves without any difficulty. 


I am indebted to Mr. H. G. Epstein, PH.D., and Mr. R. Salt, 
who, over a long period, have made up for me various models 
until the present one was evolved. e 


The spray can be obtained from the Longworth Scientific 
Instrument Co. Ltd., of Longworth Road, Oxford. 
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Preliminary Communication 


AN EARLY SIGN IN SPRUE 
THE SPLIT : UNSPLIT FAT RATIO IN THE FÆCES 


DURING 1944 thirty-six cases of sprue syndrome were 
collected at Karachi. Thirty were early cases, eighteen 
of these developing at Karachi within three months of 
their arrival in India, and the remaining six were chronic 
cases evacuated from Iraq. Any sign which would 
help to distinguish sprue from the other numerous 
forms of bowel disease was very welcome, and such a 
sign was found in the alteration of the ratio between 
the split and unsplit fat in the fæces. 


As happens in early cases of sprue, the total percentage 
of fæcal fat was often within normal limits, but at this 
stage a significant rise in the split : unsplit fat ratio 
could usually be demonstrated, particularly if the patient 
was put on a fat-free diet. 

Of eleven cases on a full diet of 110 g. of fat daily, 
four had a total fecal fat below 85%, but in only one 
was the split : unsplit fat ratio also within normal limits. 
In eighteen others, tested on a low-fat diet containing 
16 g. of fat daily, for which the normal was a total fecal 
fat of up to 20% with a split: unsplit ‘ratio of 3:1, 
there were ten with total fecal fats below 20%, and of 
these only two had a normal ratio; in the remaining 
eight, with fecal fat above 20%, the ratio was greatly 
increased ih every instance. Thus the ratio was found 
to be increased in eleven of the fourteen doubtful cases. 

The milder cases responded. to treatment.with 150 mg. 

of nicotinic acid daily and a low-fat diet of 16 g. of fat ; 
in chronic cases liver therapy was also introduced. 
During recovery, the total fecal fat often returned to 
within normal limits quite rapidly, but the fats ratio 
lagged behind by one or two months. This lag was a 
useful indication of incomplete recovery ; 
relapses which occurréd heralded their arrival by an 
increase in an already raised split : unsplit fat ratio, the 
total fats being normal. A temporary rise also was 
often noticed when a convalescent patient was changed 
from a low-fat to a full diet, giving warning that 
recovery was not absolute. . 
It is not suggested that a raised split: unsplit fat 
ratio is an infallible test for sprue, but that it is a helpful 
sign in early or doubtful cases. Since there is a lag in 
the return of this ratio to normal, it can be used to 
determine the end-point of the episode. 


C. A. Hinps HOWELL 
M.A., D.M. Oxfd, M.R.C.P. 


i e e a a 


Lieut.-Colonel Perin Mullaferoze, F.R.C.s., has beon 
appointed 0.B.E- in recognition of her services in the 
Netherlands East Indies. so 


Ashford County Hospital, 
Middlesex, 


the two 
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Reviews of Books 


Medical Disorders of the Locomotor System 
ERNEST FLETCHER, M.D. Camb., M.B.C.P., ph¥sician to 
the arthritis clinic’and lecturer on rheumatic diseases, 
Royal Free Hospital, London. Edinburgh: E. & S. 
‘Livingstone. 1947. Pp. 625. 435s. 


THE practice of a clinical specialty must be justified | 
in the first instance by the benefit to’ the patient of 
professional advice based on a more extensive knowledge 
and experience of a particular disease or group of diseases 
than can be offered by the general practitioner. The 
specialties which are likely to endure have grown slowly 
and naturally out of general medicine and surgery, and 
it is incumbent on those who practise them to 
seize the many opportunities which come their way 
for the scientific study of the diseases they treat, 
and not to be content merely with the routine applica- 
tion of some complicated but empirical therapeutic | 
procedure. _ 

Orthopedic surgery has long been accepted as a 
legitimate specialty. In this book Dr. Fletcher and his 
collaborators show that the anatomy, physiology, and 
pathology of the locomotor system can make a satis- 
factory basis for specialised medical as well as surgical 
practice. They seek to include in this field much more 
than what are commonly termed the rheumatic diseases, 
and in their approach to it combine to maintain the 
broader outlook of the general physician rather than the 
narrower view of the specialist in physical medicine. 
They advocate in fact orthopedic medicine as a specialty 
~ comparable with orthopedic surgery. — . 

Following the opening chapters on clinical examina- 
tion and joint pathology there is a well-illustrated 
account of the applied anatomy of the locomotor system 
by Prof. G. A. G. Mitchell. In a special chapter on the 
incidence and prevalence of adult rheumatism, Mr. E. 
Lewis-Faning, PH.D., shows how inadequate are the 
existing morbidity data and how difficult’ it will be to 
improve them. The relation of focal infection to loco- 
motor disorders, and the assistance which can be offered 
by the pathologist and the radiologist in their diagnosis, 
are dealt with at some length by special contributors. 
Dr. Fletcher uses with advantage a practical clinical 
approach in his chapters on arthritis, sciatica, and the 
various cervicobrachial syndromes. Dr. W. S. C. 
Copeman contributes a useful section on fibrositis, and 
Dr. Donald Hunter a short but comprehensive account of 
the medica] diseases of bone. The book concludes with 
a short chapter on physical therapy. - 

It seems likely that the chronic rheumatic diseases will 
have more attention under the new health service, and 
physicians intending to specialise in this field will find in 

is symposium a comprehensive review of current 
theory and practice as well as an extensive bibliography 
which will suggest further reading. 


Municipal Health Services 
Norman WILSON, M.A., D.P.A., lecturer in public adminis- 
tration, University of Liverpool. London: Allen & 
Unwin. 1947. Pp. 178. 7s. 6d. | 


Mr. Wilson has had many years’ practical experience 
of the work of health departments, the results of which 
are obvious throughout this volume. Although it was 
written before precise details of the National Health 
Service Act were available, its essential value is not 
affected and it will be invaluable to social workers, 
. members of local authorities and regional hospital 
boards, and a wide circle of medical readers interested 
in the administrative aspects of the new service. Exist- 
ing services, and the powers on which they are based, 
‘with particular reference to those of the all-purpose 
authority, are described with clarity. The provision of 
_ poor-law medical services and of school medical services 
_ by separate committees leads to a thoughtful disquisition 
on integration, incidentally apposite to the new structure. 
The duties of the m.o.H. and his numerous specialist 
medical colleagues, the functions of the Ministry of 
Health, the advantages and disadvantages of joint 
boards, and the need for large health units with sufficient 
financial resources are well handled. 
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Ancient Anodynes l 
E. S. ELLIS, M.x.c.s. London: W. Heinemann. 1946. 
Pp. 187. 21s. ‘ i 

= Dr. Ellis’s survey of the history of all forms of anzs- 

thesia from primitive up to recent times has evidently 

been a labour of love. He has avoided the danger of 


. writing an encyclopedia of names and dates, and has 


enriched account with many apposite quotations, 
professional and lay. Man from his earliest days has 
sought to escape pain, and roughly speaking the anodynes 
devised fall into two classes—those which stimulate and 


excite, and those producing anzsthesia. To these must `. 


be added anssthesia resulting from hypnosis, and - 
similar psychological methods. Dr. Ellis reviews them 
all, with plenty of telling incidents. He might perhaps 
have given fuller details of the use of anssthesia in 
ancient Greece, scene of the first civilisation in Europe. 


Dynamic Aspects of Biochemistry 
ERNEST BALDWIN, B.A., PH.D., university lecturer in 
biochemistry, Cambridge. London: Cambridge Univer- 
sity Press. 1947. Pp. 467. 21s. 


BIOCHEMISTRY is concerned with (1) the nature of the 
constituents of living matter, and (2) the chemical 
reactions which take place therein. Confining himself 
to the latter, Dr. Baldwin has written a book which was 
badly needed and will be widely welcomed by students, 
teachers, research-workers, and those who wish to keep 
in touch with modern conceptions of metabolic processes. 
Developing the book from his biochemistry lectures for 
part 1 of the natural sciences tripos at Cambridge, he 


‘begins with a systematic survey of enzymes, and goes 


on to treat metabolism from the viewpoint of enzyme 
biochemistry. The time is indeed ripe for such an essay ; 
the present understanding of the fermentation process 
and of the tricarboxylic acid cycle of carbohydrate 
oxidation, the new concept of the energy-rich phosphate 
bond, and the new knowledge won by the use of isotopes 
make it possible to tell a coherent story of the pro- 
cesses of carbohydrate, fat, and protein metabolism and 
their interrelations. The many tables, the novel method 
of depicting enzyme reaction sequences by what the 
author calls ‘‘ whirligigs,’’ and the unusually good index 


t 


add to the quality of the book. 


Psychiatric Interviews with Children 
Editor: HELEN LELAND Wrrmer. New York: The 
Commonwealth Fund. London: Oxford University 
Press. 1946. Pp. 443. 25s. 6d. l 


HERE is a good idea. Everybody would like to know, 
and the beginner in psychotherapy needs to know, what 
goes on between the expert and his patient. As it is 
difficult, if not impossible, to listen in, the next best thing 
is to read what the psychiatrist said, with explanations, 
such as these authors kindly provide, of why he said it. 


- The trouble about this book is that it makes it all seem 


much too easy. The patients shed their problems after 
a little conversation which, but for the footnotes, might 
be thought to be casual. That so brief a form of therapy 
should be successful suggests that the methods of selection 
and the type of case are not the same in the United States 
as here. The impression is that the cases were less 
severe than those considered to be ‘‘ treatment cases ” 
in our clinics. We need not doubt that the simple . 
case responds to simple methods, nor question the 
wisdom of providing services so lavish that simple cases 
can receive attention; but a second volume would be 
welcome to let us into the secrets of treatment of the 
long, intricate, and ‘“‘ sticky’’ case. 


Textbook of Surgical Treatment (3rd ed. Edinburgh : 
E. & S. Livingstone. 1947. Pp. 644. 32s. 6d.).—Prof. C. F. W. 
Illingworth and his 21 collaborators have brought this well- 
known and well-balanced textbook up to date. The chapter 
on wounds and their infections has been rewritten, and there 
are new sections on penicillin in surgery, faciomaxillary 
injuries, plastic surgery, and reablement. Among new 
material scattered through the text are accounts of the 
Rh factor, the use of protein in surgery, and the anticoagulant 
treatment of thrombosis. Some 60 new illustrations have 
been added, 
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Boards and Management Committees 


THE appointment of the regional hospital boards 
brings us face to face with some of the implications 
of the National Health Service. The interval since the 
discussions in Parliament has revealed a pretty general 
consensus of opinion that the hospital part of the 
Act is on the whole well designed, and that it is at 
least much better than the alternative proposals of 
the Coalition Government. The fiction so long 
enthroned at Whitehall that local-government machin- 
ery alone provided the means by which a health 
service could be run is now happily dead, and it is 


easy to detect a widespread relief strongly tinged with 


real optimism for the future. 


A year ago attention was concentrated on the need 
for three things—good regional machinery, sufficient 


independence for the hospitals and their management 


committees, and a financial system which would avoid 
the strangling effects of Treasury control. To take 
the last point first, there is now solid ground for 
believing that the need for global budgets rather than 
itemised control is fully appreciated by the Ministry 
of Health, and that it has been or will shortly be 
accepted by the Treasury. The future alone can show 
how far the method can be carried in practice. The 
amendments made in Parliament enabling hospitals 
to accept funds from other sources will be a significant 
safeguard. A double system whereby the main 
burden falls upon the Exchequer and oppor- 
tunity is yet left for voluntary effort to play its 
part promises to preserve the best traditions of the 
past. 


What of the regional boards and the hospital 
management committees ? Many have been wondering 
lately whether the boards can carry the loads assigned 
them. More mature consideration than was possible 
last year suggests that the task imposed on the 
individual who accepts membership may prove so 
exacting as to deter the capable and energetic man 
or woman with numerous other interests. Frequent 
meetings at regional headquarters which may be far 
from home ; many subcommittees, even if full use is 
made of codpted personnel; a heavy dose of agenda 
papers and reports to be absorbed—may not this 
burden prove too much on-a purely voluntary unpaid 
basis ? May it not lead to congestion and delay, and 
throw too much upon the officials ? This is certainly 
one of the major sources of anxiety. Another touches 
the hospital management committees. Granted a 
reasonable measure of independence, will the larger 
units of the future enlist the same degree of local 
interest and enthusiasm as the units of today? Will 


BOARDS AND MANAGEMENT COMMITTEES 


[JULY 12, 1947 57 


‘it in fact be possible—and the answer can only be 


guessed by thinking. of individual cases—to secure in | 
a group of hospitals a sense of pride and ownership 
equal to that which now surrounds almost every 
voluntary hospital? These are genuine anxieties 
which: ought not to be dismissed as indicating a 
premature defeatism ; and two or three suggestions — 
may be offered. 


In the first place, it is well to remember that the 


‘conception of the regional board is founded upon the 


experience of voluntary bodies of an advisory rather 
than an executive character. It was the experience of 
the regional councils sponsored by the Nuffield Trust, 
and the analogy of bodies such as the King’s Fund in 
the metropolitan area, that furnished the background 
upon which the Ministry worked in drafting the Act. 
Once the decision to accept the regional principle 
and to give the boards executive functions had been 
taken, the question arose whether to proceed by way 
of voluntary bodies on the Nuffield model or by way 
of whole-time or part-time paid personnel—“ com- 
missioners ”?” as they were called in one of the earlier 
tentative reports. The latter would have been small, 
mainly expert, bodies composed of men of the type 
who prepared the surveys. Such men would have had 
time to make themselves masters of their subject, and 
to know their regions from A to Z. The fact that the 
Ministry chose the former alternative is not surprising, 
nor need it be a ground for criticism; but it was 
perhaps a pity that a decision had to be taken before 
the full implications could be seen. What now seems 
important is that some compromise with the latter 
principle of expert personnel on a paid basis should 
not be ruled out of account simply because it is not 
suggested in the Act. If it appears, in say six months’ 
time, that the regional boards as now constituted are 
snowed under by the mass of work falling on them 
anti on their executive staff, can the Minister still- 
perhaps come to their rescue by appointing on a paid 
basis but as full responsible members of the boards a 
few of the survey officers and others equally well 
fitted to provide a hard core of strong personnel 
in the region? The possibility should be kept 
in mind even if legislation were required, for it 
begins to look already as if something of the kind 
might make just the difference between success and 
failure. 


Secondly, there is the anxiety noted above about: 
the size of the units to be controlled by the hospital 
management committees. It is true that no rigid rule 
as regards size is laid down in the Act, but it is 
generally expected that the regional boards will follow 
broadly the indications in the surveys which point to 
something like a thousand beds as the average unit. 
Such a unit, it has been repeatedly argued, is necessary 
if the full range of service is to be provided. . Here 
surely it is advisable to pause and remind ourselves 
that at the time the surveys were carried out the 
regional conception existed only in embryo: may it 
not be that much of the codrdination of development . 
of hospitals, of medical staff, and of inter-hospital 
services could now equally well be achieved through 
regional control in these matters? The conception | 
of grouping into thousand-bed units represents an 
earlier approach to the problem of coédrdination, and 
the more recent regional idea has been superimposed. 
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on it—with the result that the machinery for coördina- 


tion is in danger of becoming. top-heavy. Given 
regional control on the points that matter, it should 
be possible to approach the problem with a much 
more open mind, and to allow more weight to the need 
to keep the function of management essentially local. 
Service on the management committee of the hospital 
in one’s own town or immediate district is quite a 
different thing from service on the management com- 
mittee which meets at the larger hospital ten miles 
away. ‘There are innumerable instances, where the 
grouping of several hospitals under one management 
is foreshadowed in the surveys, which could with 
advantage be reviewed from this angle. Regional 
control makes it reasonable to allow more latitude in 
granting management-committee status than could 
- possibly have commended itself to the surveyors three 
or four years ago:in the absence of an alternative 
means of achieving codrdination. Some official 
recognition of this fact by way of guidance to the 


regional boards would go far to allay ae prevalent 


disquiet. 
= There is another thing which we can see more 
clearly now than was possible a year ago. In their 


desire to secure a proper chain of authority from the 
Minister downwards, the. draftsmen of the Act 


provided that the regional boards should be appointed’ 


by the Minister, and the hospital management com- 
mittees by the regional boards. This is intelligible 
and logical. It may be workable at regional level ; 

but when it comes to the hospital management com- 
mittees it is going to be very difficult to choose'the 
right people. Lacking, as they often must, intimate 
personal knowledge of the people concerned, the 
regional boards will be guided partly by paper 
qualifications and partly by hearsay or ‘recommenda- 
tions which come in from other bodies. Someone says 
` that so-and-so would be a good member ; it sounds 
probable; so we will appoint him or her. Is this 
method going to work as well as the older method of 
the voluntary hospitals, which has usually amounted 
in practice to a form of codption ? The older method is 
open to criticism and to occasional abuse, but in the 
main it has worked pretty well. Its chief ‘weakness is 
a tendency for people to hang on to office too long—a 
weakness which the regional board can well control. 
~The method of appointment from above is equally 
open to criticism and to occasional abuse, and on the 
whole committees appointed on these lines have ` 
certainly not shown themselves decisively superior ; 

in fact they have often failed to develop a corporate 
personality. Is not some compromise needed to make 
the best of both worlds? Let the regional boards 
name a nucleus for each hospital management com- 
mittee, but having done so let them trust those they 
- have. chosen and leave them to submit the names of 
the rest of the committee. In this way a real team can 
be built up, and the regional board can at the same 
time assure itself of control amply sufficient to safe- 
guard the chain of responsibility required by the 

structure of the Act., 


The Act must after all be regarded as a compromise 
' between the principle of ministerial responsibility on 
the one hand ‘and_ reliance upon voluntary service 
on the other. Having discarded reliance on local- 


government machinery, the Act relies on the element 
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of voluntary service to supply the energy and initiative 
without which the whole machine will tend to run 
down. It is not too much to ask that at the point 
where this initiative is most essential—at the 


- Management-committee level—the principle of minis- 


terial responsibility should yield a little ground. The 
old idea of codption has in this country a good 
ancestry by no means confined to the voluntary 
hospitals of the last 200 years; it holds good in 


‘+ varying degrees for universities and schools and city 


companies, and voluntary allegiance to a unit which 
does not possess this privilege of adding to its own 
numbers comes near to being a contradiction in terms. 


It would be well, therefore, not to press too hard 


here the power of appointment vested in the regional 
board, and to recognise that in practice whenever 
there is no strong case to the contrary the choice 
of its personnel should rest with the hospital, 
management committee itself. 


Filthy Rivers 

THE progressive pollution of our rivers is an evil 
which Parliament will have a chance to check when 
the Rivers Boards Bill, embodying the recommenda- 
tions of the Central Advisory Water Committee, is at 
last introduced. The Rivers Pollution Prevention 
Act of 1876 largely failed of its purpose because the 
Minister of Health, the authority who decides what 
_constitutes pollution, must be satisfied that there are 
‘practicable means of. rendering an effluent harmless 
_and that these means will not inflict material injury 
upon the industry concerned. Section 8 of the Salmon 
and Freshwater Fisheries Act of 1923 authorises 
proceedings against any person who knowingly 
permits to be discharged into waters containing fish 
any matter to such an extent as to be injurious to 
fish or to the food of fish. The proceedings can be 
taken by a fishery board or by any person who obtains 
a certificate from the Ministry of Agriculture and 
Fisheries stating that he has a material interest in 
the affected waters. But fishery boards have not 
been rich enough to afford costly legal proceedings. 
Moreover, where there is pollution from several 
sources—as, for instance, at Tynemouth—it i is scarcely 
possible to prove that injury to fish is due to any 
one pollution. At Tynemouth, where the entirely 
untreated sewage of Newcastle and Gateshead and 
other large towns turns some 30 million gallons of 
filth into the tidal reaches per day—a mass which 
cannot get away to sea in a single tide but must 
move up and down the estuary for several tides 
before it is cleared—the tidal water is not a “ stream ”’ 
within the meaning of the Act. ) 


, Facts of this nature are brought out in a pamphlet 
entitled ‘ Pollution ” which the British Field Sporfs 
Society has just published. It contains a study by 
Mr. H. D. Turina (formerly angling editor of the 
Field) of the condition of the Trent, Tyne, Eden; 
‘Ribble,. Lune, Wyre, and Severn, and a report by 
Mr. G. M. Kine (of the Dee Fishery Board) upon 
the Welsh Dee. These statements, in non-technical 
language, may help to educate the public and the 
legislature. It is the appalling truth that the treated 
effluents from sewage and industrial works, when 
reasonable measures have been taken to prevent 


| 
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‘pollution, are turned into streams less pure than the 


effluents. Even the present inadequate statutory 
provisions can work good results if only the law is 


enforced. The industrial revolution of the 19th 


century ruined the Ribble. The salmon catch, -from 
rods and nets in the river, was 15,000 fish in 1867. 
In ten years it dropped to 6000 ; in 1887 it was 2400 ; 
in 1897 it was 528 (sea-trout as well as salmon); in 
1914 it was 280. Money paid as compensation under 
local Acts became available about 1930 for taking 
proceedings for breach of anti-pollution statutes. In 
1931 the stock of salmon in the river was estimated 
at 556 fish ; in 1941 it had risen to 3263. 


The pamphlet is mainly interested to show how 
angling has suffered. But the story is not merely 
one of oxygen deficiency in rivers. A 1945 report by 
a fishery board on the state of the Lune has some 
grim hints of poisoned fish sold locally by unauthorised 
finders. The coast-line from Liverpool to Barrow, 
perhaps 150 miles in length, receives about 200,000 
gallons of crude sewage every mile every 24 hours, or 
about 40 large buckets full every yard daily. ‘‘ This,” 
remarked the report, “is the cesspool that thousands 
of people bathe in during the hot summer months 
and this is where our shrimps and prawns live and 
feed.”’ 


Intravenous Iron 


When PIERRE BLAUD compounded his famous 
pill, 116 years ago, he used equal parts of potassium 
carbonate and ferrous sulphate, and the recommended 
dose yielded gr. 6-24 of ferrous carbonate daily. 
Unfortunately official “improvements ” were less 
effective and the doses recommended were too small, 
so iron treatment suffered a partial eclipse. The 
modern use of larger doses than were in vogue even 
20 years ago has a solid basis of quantitative research. 
It is known that 5-8 mg. of iron is needed daily to 
keep a man in iron equilibrium. LEVERTON and 
Rogerts! pointed out that women up to the menô- 
pause need twice to four times as much as men, 
especially during pregnancy when the daily iron 
requirement is 20 mg. or more. Young children need 
about 0-6 mg. per kg. body-weight. 
by BransBy and MAGEE? shows that even the post- 
war British diet provides about 11 mg. of iron a day 
for adults, which is enough for men but not enough 
for women. The pre-war diet was probably adequate 
in iron except during pregnancy, when the intake 
was very often insufficient. It is not surprising, 
therefore, that microcytic iron-deficiency anzemia is 
common in this country. 


The figures on which estimates of the amount of 
iron, and the dosage of iron preparations, required 


for the treatment of anemia are based have been.’ 


summarised by GOODMAN and Gitman.? An adult 
with 100% hæmoglobin has about 150 g. of circulating 
hæmoglobin containing 2:5 g. of iron; so that for 
each 1% hæmoglobin deficiency we must get into the 
body 25 mg. of iron. Now iron preparations given 
by mouth are only partially utilised, the proportion 
depending on the type of preparation and the dose. 
The best preparations are ferrous salts, about 15% 
1. Leverton, R. M., Roberts, L. J. J. Nutrit. 1937, 13, 65. 

2. Bransby, E. R., Magee, H. E. Brit. med. J. 1947, i, 525. 


3. Goodman, L., Gilman, A. Pharmacological Basis of Thera- 
peutics, ‘New York; 1941, Dp. 1110. 
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of ferrous sulphate being utilised; the ferric salts 
are utilised less, and iron in organic combination is 
hardly utilised at all. The best method of admini- 
stration is in small divided doses, for raising the 
individual dose above a certain optimum merely 
increases the amount excreted in the feces and so 
diminishes the: proportion utilised. A gramme of 
anhydrous ferrous sulphate contains 360 mg. of iron, 
which with 15% utilisation adds about 54 mg. to the 
circulating iron and so should give a rise of 2% 
hemoglobin. Practical experience has shown that 
no advantage is gained by giving more than 2 g. 
(gr. 30) of ferrous sulphate daily, and this should 


produce a hemoglobin increase of about 4% each day. . 


These figures assume that the rate of utilisation is 
steady, and that the iron absorbed is quantitatively 
converted into hemoglobin. The various workers in 
England and the U.S.A. who have studied the fate 
of ingested iron all agree that the amount of iron in 
the body is regulated by changes in absorption, 
since there is hardly any excretion of iron once it is 
absorbed. The amount of iron absorbed from a given 
dose depends on the state of the body’s reserves; if 


~ they are depleted, iron is absorbed to make them up ; 


if reserves are adequate, absorption is small. HAHN 
and colleagues 4 found that in anemic dogs iron was 
rapidly absorbed, but in non-anzemic animals absorp- 
tion was only about 1/70th of that in the anæmic 
ones. 


suggested that a variable though significant pro- 
portion of the iron was not converted into hæmo- 
globin but deposited in the body stores. Recent 
work with radio-iron -has ‘however shown that 
absorbed iron is almost entirely converted into 
hemoglobin within 4 to 7 days after ingestion 
and very little goes permanently into storage except 
in the presence of infective disease, when there is 
increased deposition in liver and spleen.® 


So, for therapeutic estimates, we are justified in 
assuming that when we give iron to anemic patients 
in optimal doses it will be absorbed according to the 
percentage utilisation for the particular preparation 
used and that the iron absorbed will be combined 
into hemoglobin. But in patients with iron-deficiency 
anæria it is often absorption that is at fault, and even 
when the anemia is due to nutritional deficiencies 
poor absorption of iron may play a part in preventing 
the expected results being obtained. In some 
patients with a chronic microcytic anemia it is very 
difficult to obtain any response to ingested iron, and 


_it is useless to increase the dose of iron beyond the 


optimum. The theoretical answer to this problem is to 
give iron intravenously. WHIPPLE and his co-workers 
have shown that such iron is ‘almost quantita- 
tively used for forming hemoglobin. VaNNoTtt,® who 
followed the fate of intravenously injected radio-iron 
(Fe5?) in rabbits, found that it is at first distributed all 
over the body in the plasma, and a certain amount is 
excreted by the kidney ; during the next 3 days the 
plasma-iron falls steadily, but only a little iron is 
transferred to the red cells and most of it finds its 
way to the liver. 

4. Hahn » Ross, J. F., Bale, W. F., Whipple, G. H. J. exp. 

Pied. 19407 The RE 


5. Greenberg, G. R., etal. J. clin. Invest. 1947, 26, 114. °: 
6. Vannotti, A. Bull, schweiz. Akad, med. Wiss. 1946, 2, 90. 
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iron for combination into hæmoglobin, and from the 
10th to the 30th day the amount of radio-iron in the 
red cells steadily increases, while that in the liver 
decreases. The iron was shown to be part of the 
hemoglobin molecule, and not collected in the stroma 
of the erythrocytes, by preparing crystalline hæmin 
that was found to be radio-active. Some of the 
released iron passes to the bone-marrow, and its 
- passage can be traced by a reappearance of radio- 
active iron in significant quantities in the plasma. 
After 30 days radio-iron appears in increased amounts 
in the bile and can ‘be detected in the spleen ; a myo- 
globin’ containing radio-iron' can also be found; 
VANNOTTI considers that these findings are due to 
hemolysis of red cells containing radio-iron. Ferrous 
and ferric irons show somewhat -different time- 
relations in this metabolic sequence up to the 10th day 
but thereafter it makes no difference what the original 
dose consisted of. These experiments were done on 
normal rabbits ; in anzemic rabbits the same metabolic 
sequence occurs, but much more rapidly ; iron appears 
-in the liver in a few hours and radio-active hemoglobin 
can be detected in 2 to 5 days. © 


We can thus be. sure that iron injected intra- 
venously into an anæmic patient will appear as 
hemoglobin in'a few days. But attempts to find 
an iron preparation suitable for parenteral adminis- 
_ tration have failed because serious toxic effects 
appeared long before an adequate amount of iron 
‘could be given. We have seen that 25 mg. of iron 
is needed to produce a rise of 1% in hemoglobin ; 
the maximal dose of the injectio ferri B.P. is 6 mg., 
so this amount would have to be given daily for 
nearly three months to produce a rise of 20% in 
hemoglobin. Recently Gortsou et al.’ tried injecting 
infusions of colloidal ferric hydroxide or ferric 
oxide intravenously ; but although as much as | g. 
of iron could be given in this form, all the subjects 
suffered from unpleasant reactions during the infusion 
with nausea and sometimes more severe symptoms 
coming on an hour or two later. In 3 patients the 
infusion had to be stopped when only small doses 
(70-180 mg.) had been given. They concluded that 
: the toxic effects were too severe for this method of 
treatment to be of practical use. In this issue 
Dr. Nissm claims that saccharated oxide of iron in 
a relatively concentrated 1% solution can be given 
rapidly without such toxic effects ; as much as 500 mg. 
of iron in 50 c.cm. was given. intravenously in 
seven minutes ; or it could be given by infusion in the 
more dilute form of a 0-1% solution of saccharated 
iron oxide in 5% dextrose. Dextrose solution is used 
to wash any clinging particles of iron oxide away 
from the venepuncture site. He finds that a dose of 
500 mg. of iron produces the expected rise of about 

20% in hemoglobin. l 

If these findings are confirmed, the problem of treat- 
ing the patient who will not respond to iron by mouth 
is solved. A safe intravenous preparation of iron, 
capable of administration in doses, that could be 
expected to produce an adequate rise of hæmoglobin, 
has long been needed, and this time success seems to 
have rewarded the investigator. But iron is so easily 
given by mouth that recourse to intravenous therapy 
should still be reserved for the refractory patient. 


7. Goetsch, A. T., Moore, C. V., Minnich, V. Blood, 1946, 1, 129. 
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INSURANCE AGAINST STARVATION ? 
In the Harveian lecture printed at the front of this 
issue Mr. Walter Elliot delivers some shrewd strokes 
against Leviathan, which by all the rules should now 


be mortally wounded. At the same time, and in his 


speech in Parliament (p. 73), he joins in the Battle 
of the Calories which flared up again after Dr. Franklin 
Bicknell’s assertion that England is dying of starvation. 
Mr. Elliot’s interpretation of the food-consumption 
figures will please many of his medical colleagues whose 
personal observations, or personal privations, lead them 
to reject official assurances that the nutritional state of 
the nation is as good as before the war. Like other 
interpretations, however, it is open to criticism, and has 
the defects of the data it interprets. Calories apart, 
it seems clear that a proportion of people in this country 
are not getting enough food to maintain full health, but 
it remains doubtful whether this proportion is larger or 
smallér than in 1939. Few would deny that the vigour 
of the population would be increased—psychologically 
if not physiologically—if means could. be found to give 
everybody the generous quantities of meat, butter, and 
eggs formerly enjoyed by the middle and upper classes. 
On the other hand, our rationing system, with all its 
imperfections, has safeguarded the nutrition of children 
and has divided our resources equally enough to make 
real hunger very rare. We have more food, and distri- 
bute it more in accordance with need, than most of our 
Continental neighbours who offer better fare to visitors. 
For the present, as the Economist puts it, ‘‘ England is 
starving to death, if at all; in a strictly Pickwickian sense.” 

The important question, however, is not so much 
whether we are starving today as whether we can avoid 
starving next year, or the year after next, when we cease 
to live largely on credit. In last week’s debate in the 
Commons Mr. Strachey, as Minister of Food, reflected the 
optimism on which the Government seem to have lately 
decided. “I am perfectly sure,” he said, “that this 


. country need have no doubt whatever of its ability to 


obtain an ample food-supply in the coming year” ; 
thanks to the effects of drought after an exceptionally 
hard winter our own harvest prospects are poor*; yet 
no responsible minister could have been so emphatic. 
without good reason. The reason, nevertheless, has 
not yet been explained ; and displays of confidence do 
not in themselves get over the facts of a situation in 
which our annual excess of imports over exports is some- 
thing like £700 million. In such a situation one would 
suppose that intensive production of food in these 
islands would be very seriously considered as a form of 
insurance policy—enabling us to use those immemorial 
words of comfort “at least we shall not starve.” But 
with their eyes fixed on higher exports, and their feet 
tied by the difficulties of a wages policy that would 
induce workers to enter essential industries, the Govern- 
ment have not yet shown any sign of weighing. the 
possible advantages of shifting more of our resources 
into agriculture ; and we believe there should be more 


' public discussion of the arguments again put forward 


by a correspondent in our Reconstruction column this 
week. It is true that, in time of scarcity, economy of 
all resources, both human and material, is very necessary ; 
and obviously there are objections to growing food in 
Britain which can be bought cheaply abroad. These 
economic -objections would immediately break down, 
however, if at any time we lacked the money to buy 
this foreign food. If in circumstances of great difficulty 
we are prepared to go on spending very heavily on 
maintaining military services against. the risk of war, 
there is nothing extravagant in the idea that we should 


1. Med. Pr. May 7, p. 381. - 
2. See Times, July 7, p. 5. 
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if necessary spend some money on maintaining agri- 
cultural services against. the risk of starvation—which 
on the whole appears less remote. These islands 
require more than one kind of defence. 

For those anxious to see a healthier balance between 
urban and rural life our correspondent’s proposals have 
an added:interest. They would likewise have appealed, 
we imagine, to Mr. Elliot’s centaurs, who had unusual 
qualifications for helping on the farm. 


FUSION OF EDINBURGH MEDICAL SOCIETIES 


Few centres outside London are large enough to 


sustain a medical society designed, however modestly, 
along the lines of the Royal Society of Medicine, with its 
separate sections for the various specialties. Last year, 
however, a comparable scheme was advanced for 
Manchester !; and there is news of a similar movement 
in Edinburgh, where the councils of the Medico- 
Chirurgical Society and other local societies are 
considering amalgamation. 

Edinburgh has four principal societies: the Royal 
Medical Society, with an undergraduate membership, 
which with a history of 210 years is the oldest medical 
society in the country ; and three graduate associations 
—the Medico-Chirurgical Society, the Obstetrical 
Society, and the Clinical Club. The case for amalgamating 
the three last has been put by Prof. Edwin Bramwell,? 
who holds that, the Medico-Chirurgical Society, in under- 
taking by its general constitution to meet the needs of 
both specialist and general practitioner, satisfies neither. 
Bramwell’s suggestion is that the society should form 
medical and surgical sections, but that combined meetings 
be held to discuss subjects of common interest ; that the 
Clinical Club should be invited to join as a third section 
and the Obstetrical Society as a fourth. To those who 
point to the Medical Society of London which, with a 
constitution similar to that of the Edinburgh society, 
continues to fulfil an active and useful rôle, he replies 
with reason that the London society offers the attractions 
of a centrally situated house, with hall and library ; 
that it draws members from the whole London area ; 
and that many members are also fellows, and may 
attend sectional meetings, of the Royal Society of 
Medicine. 7 | 

An invigorated society would, as Bramwell says, be 
an added attraction to postgraduates visiting Edinburgh ; 
and fusion of the three groups is likely to appeal as a 
step towards a society worthy of Edinburgh’s ancient 
foundation. . 


_ TREATMENT OF OSSEOUS METASTASES WITH - 


TESTOSTERONE 


HALF a century ago it was realised that cancer of 
the breast was associated with activity of the ovaries ; 
and their removal was suggested as a remedy. Ovari- 
ectomy was sometimes followed by improvement but the 
results did not seem good enough to establish this as 


a practical method of therapy. Occasionally the growth | 


in the breast itself regressed but metastases appeared 
to be beyond control. At that time radiography was not 
far enough advanced to show accurately the presence or 
extent of metastases in bone. 

= The hormonal treatment of mammary cancer still 
demands careful consideration. It has been proved 
that. the growth of mammary cancers in mice can be 
prevented, or at least delayed, by removing the ovaries 
in early life; and the disease does not arise in animals 
subjected to the continued application of testosterone 
in sufficient quantity. In both instances the output 


of estrogen would be curtailed by the treatment and- 


this probably accounts for the reduced incidence of 
cancer. However, once a mammary cancer has developed 


1. See Lancet, 1946, ii, 19. 
2. Bramwell, E. Edinb. med. J. 1947, 54, 129. 
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its continued growth is not as a rule inhibited by 
androgen. Such facts do not prove that androgens are 
useless remedies for mammary cancer; and Adair! 
contends that testosterone, though not a cure, may some- — 
times bring considerable relief to women with cancer 
of the breast when bone metastases are present. Adair 
records his experience with' 200 patients treated in this 
way. He injects 100 mg. of testosterone propionate 
three times a week for eight to ten weeks. In most cases 
of mammary cancer, he says, no benefit is derived from 
this treatment other than the temporary feeling of 
well-being which testosterone ordinarily produces. On 
the other hand, a most striking improvement is obtained 
if osseous metastases exist, the pain and lack of sleep 
they cause being quickly relieved, while the rarefied 
areas seen in the affected bones by radiography become 
normally dense once more. At the same time the level 
of calcium in the blood falls and the level of alkaline. 
phosphatase rises. | 

These results from an authoritative source lead at 
once to a comparison with the good effects which follow 
castration or the administration of estrogen in prostatic 
cancer with metastases in bone. It is hoped that further 
reports on this kind of treatment in appropriate cases of 
mammary cancer will soon be forthcoming. 


INHIBITIONS OF THE RUSHCLIFFE COMMITTEE 

A LETTER in the Times of July 2 drew sharp attention 
to the discrepancy in the rates offered to trained nurses 
willing to undertake part-time work and the currént 
rates for a “‘ char.” For a char the minimum rate asked 
is 2s. 6d. an hour, but when a trained State-registered 
nurse offers her part-time service in a hospital she is 
offered 2s. 3d. in accordance with the Rushcliffe scale. 
It seems obvious that the rate for part-time nurses should 
be raised to a level appropriate to a woman of pro-, 
fessional status who has undergone a long training; and ^ 
a sessional fee, or something of the kind, should be 
substituted for a rate per hour. 

The payment offered to part-time nurses is not the 
only bone of contention.. Sir Ernest Graham-Little 
recently suggested in the House of Commons that one 
of the main causes of the maldistribution:of nurses is 
the flat uniformity imposed on hospitals in regard to 
rates of pay—a point which has been made in our 
columns more than once. The great teaching hospitals, 
which have always had, and still have, waiting-lists for 
nurses, are now required to offer exactly the same pay 
as the struggling local-authority unit with half its wards © 
closed for lack of nursing staff. The Rushcliffe policy of 
uniformity has swept away all the differentiation which 
formerly helped to secure a better distribution of nurses. 
The memorandum issued by an authoritative group of 
doctors in the municipal health services? urged that a 
lifting of this ban, even if only within agreed limits, 
might go far to imprpve matters. In the ‘case of student 
nurses, for example, hospitals suffering from shortage 
of staff would be at once permitted to increase the allow- 
ance from the present £55 for the first year rising in the — 
second and third years, to a flat £100 per annum through- 
out the tHree years of training. The scales proposed by 
the Rushcliffe Committee are not adequately related to 
the situation we have to meet. What is the trouble ? 
And what is the prospect of some action being .taken 
promptly to remedy it? The trouble seems to be, as 
far as the outsider can diagnose it, that the industrial 
representatives on the committee would willingly see 
nursing recruits paid on a scale comparable with the 
earnings of girls of the same age in industry; local- 
authority representatives hesitate to authorise a heavy 
rise in the expenses of the employing hospitals, even 
though it be only until the appointed day; while the 


1. Adair, F.E. J. Amer. med. Ass. 1947, 84, 719. 
2. See Lancet, 1947, i, 687. 
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nurses’ representatives are anxious to maintain the 
professional standing of nurses and fear that pay at 
industrial rates would once and for all stamp entrants 
to nursing as hospital servants rather than professional 
students. This fear is perhaps less justified than it was 
twenty years ago, and is likely in the course of a few 
years to become groundless. In the future most students 
will probably be subsidised during training at rates 
appropriate for a modest standard of living, and nurses 
will take their place beside medical students in this 
respect. At present the particular difficulty about part- 


time rates of pay seems to turn on the belief that the - 


interests of the whole-time staff would be prejudiced by 
an increase in the part-time rates, which are now calcu- 
lated as a proportion of the pay of the whole-time 
- staff.. There might be substance in this objection if 
upward movement of the rates of the whole-time staff 
had to be ruled out of account; but when it is patently 
only a matter of time before all-round increases are 
granted, objections on this ground lose their force. 

Surely the time has come for the Minister to accept 
outright the financial responsibility which will be his in 
` any event after the appointed day? Let him accept 
responsibility not merely as now for 50%, but for 100% 
of the cost of any increases which meet with his approval. 
This would at any rate eliminate the complicating 
effects of local-government finance on what is certainly 
a matter of national urgency.. | ~ 


FOR THE TUBERCULOUS 
NURSE 


Ir is possible for a nurse to become infected with 
tuberculosis from an outside source; but where she 


COMPENSATION 


'. develops the disease after being in daily contact with 


some 20 or 30 cases of open tuberculosis the probability is 

that her illness is a direct result of her work, and Dr. 
A. Lisle Punch has cogently urged the need to consider 
her legal right to compensation.! Under the existing 
law two ways are open to a nurse who seeks compensation. 
She may claim in negligence (and possibly, we may add, 
for breach of statutory duty on the part of the hospital 
authorities who employ her). But a claim in negligence 
is hard to establish, and Dr. Punch believes that few 
nurses do in fact develop thé disease as a result of 
negligence. She may also claim under the Workmen’s 
Compensation Acts ;' but here she must not only prove 
that her disability is a direct result of her work but also 
that she met with an accident—i.e., she must establish 
an occasion, or series of occasions, on which she became 
infected. To show how uncertain the nurse’s rights are 
at present Dr. Punch cited two cases in which he has 
given evidence. In both the court accepted the view 
that the appli¢ant contracted the disease as a result 
of her occupation. But in the first the judge found 
himself unable to award her compensation because he 
held that she had failed to prove àn accident. In the 
second the judge awarded her compensation on the 
grounds that every time the nurse: entered a ward 
tubercle bacilli assaulted ber lungs, and in his view 
each of these assaults constituted an accident within 
the meaning of the Act. Dr. Punch, while reluctant 
to express an opinion as to which of these findings was 
the sounder law, holds that unless we can reassure 
nurses as to their right to compensation we shall not: 
persuade them to take up tuberculosis nursing. He 
admits the possibility of a nurse contracting the disease 
outside: the hospital (a contention which has also been 
put forward in cases of nurses working in infectious- 
diseases hospitals) ; but he argues that the overwhelming 
probability that she has become infected in the course 
of her work should be sufficient to ensure her obtaining 
compensation. 


1. Med.-leg. Rev. 1946, 14, 39. 


These uncertainties will be removed by the. National 
Insurance (Industrial Injuries) Act, 1946, whereof section 
55 provides insurance against certain diseases, to be 
“ prescribed ” by regulations, being diseases due to the 
nature of the insured person’s employment.. The Act 
is expected to come into operation on some date this 
year, and it will apply only to diseases developed after 
that date. It states that regulations may create the 
legal presumption that a ‘prescribed disease” is due 
(unless the contrary be proved) to the nature of the 
employment where the person has been in a ““ prescribed ”’ 
occupation for a ‘ prescribed ” length of time before 
the disease is developed. 4s 


A BRITISH CANCER JOURNAL 


THE first number of the new British Journal of Cancer, 
official organ of the British Empire Cancer Campaign, 
was published in March. The journal, a quarterly, is 
the first in this country to be devoted solely to cancer. 

The need for a specialised journal, which had been 
growing for some time, became acute during the war 
years. The synthesis by Kennaway and Cook of the 
carcinogenic chemicals some ten years- previously 
stimulated an enormous amount of research here as in 
other countries. Their discoveries were followed by 
several in America dealing with pure-line breeding and 
hybridisation of mice with a high incidence of mammary 
cancer, and by Bittner’s disclosure of the tumour agent 
in mouse’s milk. An outlet for the volume of work had 
to be found in the two British journals of general 
pathology and bacteriology, the American journals of 
cancer research, and a variety of other publications. 
Thus, for the lack of special journals, the papers were 
widely scattered ; according to Prof. E. L. Kennaway, 
writing in 1941, contributions to cancer research in the 
British Empire alone were dispersed in some sixty 
journals and annual publications. : 

The new journal may help to concentrate some of this 
vast literature. With a pleasing pale green cover, it 
kas a similar format to the Journal of Experimental 
Pathology and Bacteriology, and is published by the same . 
firm, Messrs. H. K. Lewis. Microphotographs, in their 
familiar frames of mourning, are very well reproduced. 
Rapid publication of new work is aimed at—a gratifying 
feature in a subject where experiments may take two to 
three years to complete, all data a long time to collect, 
and therapeutic trials at least five years to evaluate. 
Authors represented in the present issue must feel 
themselves generously treated after the severe war-time 
restrictions and rationing of space. . 


STERILISATION OF CONTAINERS 


Many substances for injection are supplied.in glass 
ampoules with gummed labels attached, and a corre- 
spondent justly complains that such containers are 
difficult to sterilise since boiling is usually not permissible 
owing to the nature of the contents. Gummed labels 
are certainly unsuitable for this purpose, and instructions 
for use or identifying marks should be etched on the 
surface, as is the practice of many manufacturers. 

- The sterilisation of containers presents other diff- 
culties which are not so simply overcome. The ampoule 
has an easily cleaned surface and its contents are used 


‘once only at the time of opening, so it is less subject to 


criticism than the rubber-capped bottle whose contents 
are frequently sampled. In less austere days rubber- 
capped bottles could be supplied with a detachable cap 
containing an absorbent pad which was kept moist with 
an antiseptic solution. Today such containers are not 
often seen and the cap must be cleaned and wiped with 
an antiseptic before each puncture. Ampoules, on the 
other hand, can be stored in antiseptic solutions, such as 
0-5% formalin or 1: 1000 biniodide of mercury. But 
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unless these solutions are washed off with freshly sterilised 
water there is a risk that painful and even dangerous 
reactions will result from contamination of the contents 
with the antiseptic. The danger of bacteria from the 
outside surface of ampoules reaching the solution is not 
serious. If the surface is well cleaned with ether, 
bacteriological tests show that the contents can then be 
removed without contamination. This is constantly 
done in practice, since under the Therapeutic Substances 
Act a proportion of all ampoules must be tested for 
sterility before any product is sold. Unless the ampoule 
package had stood the test of time and bacteriological 
control it could not have persisted so long in practical 
use. 

Similar difficulties face the vaccinator, since vaccine 
lymph is issued in capillary tubes which cannot be 
sterilised by heat. Here again wiping with ether is all 
that is really practicable. The common practice of 
blowing out the contents with the mouth is dangerous 
to the patient, for many cases of infection conveyed in 
this way are on record. , The contents must be expressed 
by shaking or blown out with a small bulb. 


TEACHERS OF THE DEAF 


THE need for recruitment of teachers for the deaf, 
never easy to meet, has now become acute. Before the 
war, when vacancies in ordinary schools were scarce, 
newly trained teachers were often willing to study for 
the necessary diploma because there were vacancies 
carrying good emoluments in deaf schools. Now there 
are plenty of vacancies for teachers in ordinary schools, 
„and the better rates of pay offset the value of the 
emoluments offered by schools for the deaf. A recent 
advertisement by the London County Council for resident 
and non-resident teachers at two such schools brought 


no applications at all from qualified teachers for the - 


deaf.1 Since in the next few years more teachers than 
ever will be needed to teach classes for partly deaf 
children, nursery , classes for deaf infants, and junior 
deaf children in new residential schools, as well as to 
cope with the extra work Tesulting from a higher school- 
leaving age, the position is serious. 

In Scotland selected teachers are sent by the local 
education authorities to train for a year, on full pay, 
at Manchester University ; and this arrangement has 
successfully maintained the supply of deaf teachers. The 
L.C.C. have decided to try the same plan. The selected 
teachers, after taking the diploma, will be expected to 
return to the council’s service for at least two years. 


VENEREAL DISEASE CONTROL AT HOME AND 
ABROAD 


Tuose who advocate notification and compulsory 
treatment of venereal diseases as the shortest cut to 
successful control are apt to quote the experience of the 
Scandinavian countries, where such measures have long 
been accepted and practised, and where the number of 
known cases of venereal diseases showed a steady fall 
between the wars. Lately Curtis? has drawn attention 
to the incidences of gonorrhea and syphilis in Denmark 
and Sweden -for 1944 and compared them with those 
for 1939. In Denmark in 1939 the (new cases) rate per 
10,000 population was 21:8 for gonorrhea and 1-3 for 
syphilis. In 1944 these had increased to 58-5 and 10- 2, 
increases which have been attributed to social conditions 
arising out of the occupation by German forces. In 
Sweden, which was a neutral country, gonorrhoea 
increased from 19-4 per 10,000 in 1939 to 32-0 in 1944 
and syphilis from 0-7 to 2-1 per 10,000. Thus in both 
countries syphilis increased in greater proportion than 
E ie According to Curtis both countriės regard 

. L.C.C. Pauca on Committee, Juno 18, 1947. í 


2. Curtis, F. R. 
ot epidemiology, on Feb, 28, 1947. 
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the increases as transitory war-time phenomena which 
should quickly respond to their well- tried methods of 
control. 

The figures for this country for the corresponding years 
give no ‘basis for comparison, for only the returns from 
the public clinics are available and these do not include 
patients treated in the Services or those who had private 
treatment. Nevertheless the incidence of syphilis shows 
an appreciable rise from 2-8 per 10,000-in 1939 to 3-8 in 
1944. That of gonorrhea shows a fall from 7-4 to 6-5 
per 10,000 in the same years. The situation in the British 
zone of Germany in 1946 was perhaps more nearly com- 
parable with our own problem in 1944, owing to the 
absence of so many men of military age from both 
countries at the respective times. Curtis estimates the 
incidence of syphilis among civilians in the British zone ` 
in Germany in 1946 as 19-8 per 10,000 and of gonorrhea 
as 46-7. The fact that the problem in Germany is so 
much larger than our own may be ascribed to various 
causes, including the greater dislocation of social services, 
shortages of drugs, and, above all, the absence of any 
satisfactory coordinated plan and system of V.D. control 
over a period of years. 

On the face of it the figures suggest that there is some 
cause for satisfaction in the apparent success of our own 
system of control. But it will be rash to draw such a 
conclusion until action has been taken to implement the 
recommendation of the Ministry of Health advisory 
committee,? that ‘‘some form of regular return which 
would provide information about the number of patients 
treated by private practitioners should be adopted.” 
Further light on our own problem, combined with reliable 
figures from Europe and elsewhere, should be of the 
greatest value in the difficult task of assessing various 
weapons in the campaign for control. 


TULARAMIA IN FRANCE 

TULARZMIA is mainly found in America, where it is 
carried by rabbits, ground squirrels, beavers, &c., and 
is transmitted to man by various ticks, flies, fleas, and. 
other parasites. Infection with Pasteurella tularensis 
has also been found in hares in Norway and water rats 
in Russia,* and the only 3 proved human cases in France 
were derived from a tree squirrel, a wolf, and a young 
wild boar. In the last case the infection was transmitted 
by a bite—an unusual mode of infection, which is usually 
due to the handling of carcases or eating them inade- 
quately cooked. The boar bit his victim in January, 
1947, within 50 kilometres (a distance easily within 
a boar’s range) of an area where at the end of the same 
month there was an extensive epidemic of tularemia 
(proved bacteriologically) among hares, many of whose - 
corpses were found lying about on the ground. Strepto- 
mycin has been remarkably effective in curing tularemia 
both in the animal vectors * and in man.’ 


VACANCIES FOR SENIOR ADMINISTRATIVE ` 
MEDICAL OFFICERS 


ADVERTISEMENTS for senior administrative medical 
officers to 11 of the 14 regional hospital boards appear 
in this issue. The salaries offered range from £2250 in 
five of the regions to £2500 in the remainder. But'the 
Minister of Health ‘has agreed with the Negotiating 
Committee that these rates will in each case be recon- 
sidered in the light of the recommendations of the Spens 
Committee on the remuneration of specialists and of the 
negotiations on the permanent Askwith scale for medical 
officers of health. 


3. Report of the Chief Medical Officer of the Ministry of Health on 
the State of the Public Health During Six Years of War, 1946, 


D. 71. 
5 Tane, 1940, i, 703. 
: Martin, dt Mercier, P., Peret, R. Bull. Soc. méd. Hôp. Paris, 
. Heilman, F. R. Proc. Mayo Clin. 1944, 19, 553. 
3 Foshay, L., Pasternack, A.B. J. Amer. med. Ass. 1946, 130, 393. 
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THE OPERATION FOR CONGENITAL 
COARCTATION OF THE AORTA 
A PATIENT’S EXPERIENCE 


H. T. van DIGGELEN 
M.B. Cape Town 


No description of the symptoms of congenital coarcta- 

tion of the aorta is necessary. Mine was a classical case, 
complete with well-develóped collateral arteries over the 
back and abdomen, chronic headaches, large pulsations 
in the neck, and no pulsations in the legs except a very 
weak femoral pulse. At 30 years of age my blood-pressure 
was 200/120 mm. Hg. 
_ Treatment being imperative, it was decided to consult 
Dr. C. Crafoord, the Swedish thoracic surgeon in 
Stockholm. I had heard that he had operated successfully 
on 12 cases out of 13'; so I travelled to Sweden, and 
Dr. Crafoord first saw me on Oct. 2, 1946, and arranged 
for my immediate admission to the Sabbatsbergs Hospital 
for a general investigation. This began on Oct. 4 and 
included :, 

(1) General Physical Examination. 

(2) Electrocardiography at rest, after severe exercise, and 
after breathing a mixture of carbon dioxide and oxygen for 
10 min. (I was almost in extremis after 7 min.). 

(3) Phonocardiography. 

(4) Oscillography.—For this an ingenious machine, perfected 
by Dr. B. Ejrup, of the Sdédersjukhus, was used. It is worked 
with compressed air and electricity and, using two Baumano- 
meter cuffs on each limb, draws a continuous graph of the 
arterial pulsations and meéasures their amplitude and the 
blood-pressure before and after exercise. The exercise 
consisted of running up and down four flights of stairs eight 
times for each of the four limbs. I had visions of a burst 
aorta, but this was unfounded. The response to exercise showed 
enormous amplitude of the pulse and high blood-pressure in 
the arms; but in the legs hardly any pulse or blood-pressure 


could be measuréd. 


(5) Cardio-angiography.—This is the most severe of all the 
examinations, but also the most interesting. The patient is 
placed in the X-ray apparatus in a sitting position, with a 
box in front of the præcordium which enables rapid changing 
of the X-ray plates. The cubital vein in the right arm is then 
dissected out under local anzsthesia, and a large metal 
cannula is inserted. By this means 50 c.cm,. of an iodine 
preparation is injected as rapidly as possible, during which 
time about five X-ray plates are exposed while the patient 
tries to hold his breath. The sensation due to the iodine 
preparation is really terrible. One feels as though one is 
choking to death. The head feels like a balloon, and the 
entire body seems to be on fire. Luckily the effect passes 
very rapidly, and the experience was worth it, as I was able to 
see beautiful radiograms of the aorta showing the coarctation. 


(6) General X-ray examination, including barium swallows. 
(7) Kymography. | 


(8) Miscellaneous—dental, ears, nose, and throat, basal ` 


metabolic rate, rate of blood-flow, kidney-function test, urine, 
stools, and detailed blood examinations. 


I was much impressed by the precision and efficiency 
of the Swedish doctors and nurses, who carried out each 
test with the greatest care. 

Much of the preliminary investigation was extremely 
exhausting ; the reason for it all was to find out exactly 
how much cardiac and respiratory reserve the surgeon 
could depend on during the operation, and so far as 
possible to determine the condition of the arterial walls ; 
but it made me realise a little what patients have to 
suffer at times. 


PREPARATION FOR OPERATION 


On completion of the investigations on Oct. 8 Dr. 
Crafoord decided to operate at once. I had great con- 


fidence in him and the people about ‘me, so I slept peace- 
fully that night. On the morning of the 9th I was 
awakened with an injection of ‘Omnopon’ and scopola- 
mine, and was still awake when wheeled into the theatre 


` at 8.30 a.m. The injection must have had a good effect, 


as there was a complete absence of fear. Expecting an 
injection of ‘ Pentothal,’ I received a rude shock when the 
anesthetist began to anzesthetise my throat instead, and 
passed a closed-circuit intratracheal tube without the 
aid of any further anesthetic. .Luckily he had no 
difficulty in passing the tube, but the sensation was 
nevertheless ghastly, as suffocation appeared to be 
imminent, until I remembered that the tube was hollow. 
Thus reassured, breathing presented no further problem. 

The sensation when the cyclopropane was turned on 
was quite pleasant, and very welcome unconsciousness 
ensued in a few seconds. The administration of the 
anesthetic in this manner was an extra precaution to 
make certain that there would be no respiratory spasm. 
The only other anesthetic used was curare. Afterwards 
there were none of the ill effects, such as vomiting, usually 


associated with long anesthesia. The anesthetic lasted for 


about seven hours, and the operation six hours, extra long 
anzsthesia being required for postoperative radiography. 


POSTOPERATIVE COURSE 


When “ coming round ”? that evening I noted my 
rather shocked condition, but I was too weak and 
exhausted to care. The pain in the wound was intense. 
The incision followed, in an S-shaped curve, the course of 
the left fifth rib from its junction with the spine to the 
costochondral junction, and the rib had been removed. 
I had to lie with my weight on the wound, and no 
amount of soft pillows and rubber mattresses seemed to 
help. 


`` Knowing a good deal about the subject I was at first 


terrified that the sutures in the aorta would pull loose, but 
one must experience this to realise what it means. To 

make matters worse I was told to force myself to cough 
every hour or two to clear the respiratory passages, as 
the left lung had been collapsed during the operation. 
As can be imagined, this intensified not only the pain 
but also the fear. The fear soon passed, however, when - 


I was assured that the sutures would “hold until 


doomsday.” 

It was a great satisfaction to be shown the piece of 
aorta that had been excised. The specimen was about 
1 in. long, and the stricture, which could plainly be seen, 
admitted a match-stick with difficulty. 

Though there was no infection or any othér complica- 
tion, a full course of penicillin lasting sixteen days was 
administered to prevent the possible onset of pneumonia. 
Altogether I had 158 injections, including the morphine 
given during the first five days. These injections did not 
worry me particularly ; they burned somewhat, but there 
is certainly no reason to become neurotic about: them 
as some patients do. 

The postoperative period was uneventful, but one or 
two nursing points may be of interest. For the first seven . 
days I refused all food except frequent sips of milk and 
thus lost many pounds in weight. 

With regard to bed-pans, knowing how abominable 
they are I refused to have a bowel action for the first 
six days. The result on the seventh day was disastrous, 
and I vowed never to use a pan again. On the tenth 
day I was allowed to get out of bed with the help of a 
nurse and sit on a portable bucket affair with a comfort- 
able wooden seat.. It had a lid which fitted over the seat 
after use and an ordinary bucket handle for carrying it. 
The seat was detachable. 

The nurses earned my deepest gratitude by not forcing 
me, to eat when I did not want to, and equally by not 


making me have an unnecessary bowel action, when to 
have had one would have caused me great discomfort. 
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Sitting up in bed as far as possible seemed to be the 
position of most comfort, as in this way much of the 
weight was taken off the wound. One cannot lie on 
either side, as this seems to cause undue strain on the 
place where the fifth rib should be, and thus much 
discomfort. 

After three weeks I was able to get out of bed and walk 
about, and I left hospital at the end of four and a half 
weeks. Five days later I could walk three miles without 
any ill effects. 

The blood-pressure dropped immediately after the 
operation to 155/95 mm. Hg in the arms, and rose to 
120/80 mm. Hg in the legs. By Nov. 27 the pressure 
was 125/80 mm. Hg in the arms and 130/85 mm. Hg 
in the legs. I have been back at work now for five 
months and have none of the previous distressing symp- 
toms. My blood-pressure is 150/80 mm. Hg, and there 
are good pulsations in the dorsalis pedis arteries. All the 
enlarged collateral arteries collapsed immediately after 
the operation. Dr. Crafoord has recently assured me that, 
after observing his other cases for the past two years, 
he feels sure that at the end of a year the pressure should 
become normal and remain so. There is no reason why 
this should not be so, but it takes time for the previously 
poorly used and underdeveloped arteries to adjust 
themselves to a full flow of blood. 


TECHNIQUE OF OPERATION 


Before I left hospital I was fortunate enough to 
witness one of these resections of the aorta, and it may 
be of interest if I mention a few of the main points. 

The surgeon works with a highly trained team of 
three assistants besides an expert theatre staff. The 
muscles are cut between clamps with a diathermy knife. 
Any large arteries that remain uncoagulated are then 
tied off before the clamps are removed. This prevents 
@ great loss of blood from the cutting of the many 
enlarged collateral arteries. By removing the fifth rib 
@ perfect exposure is obtained. 

The most difficult procedure is to dissect out the aorta 
and the right and left intercostal arteries, especially those 
on the right. This must be done thoroughly, as the aorta 
must be well mobilised so that the cut ends can be 
sutured together without tension after a good inch has 
been cut out. The intercostal arteries are not tied off, 
but are preserved, which makes the task twice as difficult. 

The remains of the ductus arteriosus must also be 
divided. The aorta, which takes an S-shaped bend below 
the subclavian artery in these cases, then springs back 
into its normal position. Before being cut the aorta is 
manually compressed for 5 min. while the patient’s 
reactions are carefully noted. : 

In most cases the left subclavian artery is greatly 
enlarged, and its junction with the aorta comes very close 
to the stricture. When the aorta is clamped, the upper 
clamp includes the base of the subclavian artery, and 
still there is very little space left for suturing between 
the clamps. 

In suturing the cut ends of the aorta the histological 
structure is preserved as much as possible by opposing 
intima to intima, media to media, &c. The sutures should 
pass between intima and media if possible and not enter 
the lumen. 

The clamps can be left on for a good hour if necessary, 
as the collateral arteries take care of the circulation. 

It is most difficult to effect a watertight joint, and it 
was emphasised during the operation that one should 
practise on many dogs before attempting the procedure 
on a human being. It may even be found that at first 
some of the dogs will die, because of a leaking suture line. 


I wish to express my gratitude to all the doctors and nurses 
in Stockholm who so ably saw me through the operation and 
convalescence, and by their kindness, consideration, and 
knowledge of English made my stay there such a happy one. 
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ASSOCIATION OF SURGEONS OF GREAT 
BRITAIN AND. IRELAND 


THIs association met in Oxford last week under the 
presidency of Sir Hugh Cairns. | 

Speaking before several hundred members at the 
annual dinner, held in the hall of Christ Church, 
Prof. GEOFFREY JEFFERSON, F.R.S., said that the meeting 
had done a great deal to revivify the association and 
‘“ make us feel that it really does matter.” Moynihan’s 
wish had been that British surgery should never be 
defaced by the jealousies too often seen in Europe, and 
through his dining club and the association he had done 
much to prevent that happening. With growth in size 


.the association had lost something of its original sociable 


intention, but it had gained by the opportunity for 
larger numbers to meet and hear what is going on. It 
was rather fun, he felt, that two specialists such as 
himself and the president should be proposing and 
responding to the toast of The Association: it was a 
sign that medicine, surgery, and neurology are really all 
one subject; and he believed that recruits to the 
specialties should be drawn in the proper way—from 
general surgery. The President—product of a marriage 
between Australian vitamins and Oxford culture—was a 
strong man both physically and mentally, with a relative 
contempt for financial ends. 
wrong when we praise men for that.”’ 


Sir HuGH CAIRNS agreed that the association should 
be grateful to its founders for their effort to promote 
friendship and interchange ideas among surgeons. At 
Oxford, he said, the clinical departments had emerged 
only. nine years ago, at the bidding of the ‘‘ Cowley father 
of modern medicine.” ‘In this university institutions 


‘““ And we shan’t do far 


and departments don’t mature quickly,” but he hoped | 


that the right conditions would develop within the next 
ten years. Some teaching schools put their emphasis on 


` the needs of the patient, and some on the needs of the 


undergraduate student; but universities as a whole put 
it on research. At Oxford it was felt that the primary 
duty of a teacher is to create new knowledge, and the 
university atmosphere was one of criticism. The teacher 
must have his records, his table, his desk, his leisure. 
The day had not yet arrived when a surgeon could excel 
in the ward and the laboratory at the same time, but 


any attempt at standardisation should be resisted. After 


all, Lister’s inaugural lecture had been on fermentation. 
Science had since become far more complex, but impor- 
tant advances could still be made by any surgeon prepared 
to be a perpetual student. ‘‘ Let us mix our surgical 
types,” said the president; ‘it is our English way.” 
Sir ALFRED WEBB-JOHNSON, P.R.C.S., proposed the 
health of The Guests, who included Dr. L. Bazy, Prof. 
René Leriche, and Prof. W. Noordenbos (newly elected 
honorary fellows), and Lord Nuffield. Sir RICHARD 
LIVINGSTONE, vice-chancellor of the university, replied 
to the toast. The surgeons from France and Belgium 
attending the dinner included Prof. H. E. F. Albert, 
Prof. R. Danis, Prof. J. de Formestraux, Dr. Lortat- 


Jacob, Prof. L. Mayer, and Prof. J. Morelle. 


Prof. J. R. Learmonth, of Edinburgh, will be president 
next year. 


NATIONAL (WAR) FORMULARY REVISED 


A LARGE number of additions, alterations, and dele- 
tions will be made in the forthcoming third edition of 
the National (War) Formulary. The additions include, 
besides the newer drugs listed below, some that were in 
short supply during the war; it has been possible to 
replace the liquid extracts of colchicum, hyoscyamus, 
ipecacuanha, opium, quillaia, and stramonium by the 
corresponding tinctures. 

ADDITIONS 


Penicillin preparations. —Auristillæ, cremor, guttæ, injectio 
(aqueous), injectio oleosa, naristillæ, nebula, oculentum, 
pulvis penicillini et sulphathiazoli, solvella, trochiscus, and 
unguentum. The oily injection may be made with a basis 
containing beeswax and either arachis oil or ethyl oleate. 
When made with the latter solvent it is less viscous and 
easier to inject. 
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‘Vitamin preparations—Capsula pluravit (containing vita- 
mins A, B,, B,, C, and D), tabella nicotinamidi, tabella acidi 
ascorbici (now contains 25 mg., but the former 5 mg. tablet 
remains in the Infants’ Section). 


Hormones.—Tabella diencestrolis, 


` tabella 
tabella stilbcestrolis. i 


Sulphonamides.—Guttæ sulphacetamidi fortes et mites, - 


pulvis penicillini et sulphathiazolis, tabella succinylsulpha- 
thiazoli, tabella sulphadiazine, tabella sulphadimethy]l- 
pyrimidine, tabella sulphaguanidine. 
Barbiturates.—Tabella butobarbitoni. 
Among well-known formule now included are: cremor 
zinci and cremor zinci et ichthammolis; elixir cascare ; 


suppositorium bismuthi subgallatis ; tabelle ferri phosphatis. 
cum quinina et strychnina; tabella ferri phosphatis com- 


posita (sugar-coated); cremor zinci et olei ricini (Infants’ | 


Section); pulvis aluminis et zinci (sterilised and packed for 
each application). 


There is a new tabella paludrinæ and an applicatio 
D.D.T., which is a solution of the chemical in solvent 
naphtha, emulsified as a water-miscible emulsion with 
emulsifying wax—one of the new emulgents. 


/ 


` 


ALTERATIONS 


Most of the alterations represent improvements in 
the presentation and preservation of the preparations, 
as experience has shown to be necessary. In some cases 
names have been made more precise. Liquid extract of 
liquorice has been added to the haustus paraldehydi, 
which will prevent confusion with the pure drug. In 
lotio calamine it is not clear why the altered formula 
should contain the cumbersome quantities of calamine 
1 oz. 90 gr. and zinc oxide 175 gr. in 8 fl. oz., nor why 
the imperial ounce should be thus used, when in other 
preparations, such as cremor zinci, the quantities are 


made up to the apothecaries’ ounce, 480 grains. $ 


In the Infants Section the doses of several powders 
and tablets have been reduced. 


DELETIONS 


The preparations omitted include the folowing 
misture: arsenicalis, calcii lactatis, ergotæ, ferri arseni- 
calis, ferri perchloridi, ferri salicylatis, hydrargyri 
perchloridi, and quassiz cum rheo. 


EX-SERVICE NURSES 


FURTHER opportunity for ex-Service men and women 
with qualifications as first-class nursing orderlies to 
become State-registered nurses after an intensive course 
of one year, instead of the usual three years’ training, is 
announced by the Ministry of Health. Twenty-six 
shortened courses have been in operation throughout 
the country since last autumn ; they are being taken by 
738 candidates—511 men and 227 women. Of 164 who 
sat the preliminary examination last February, only 2 
failed completely. When the present students take their’ 
final examination next October there will be vacancies 
for other ex-Service men and women to take this 
shortened course. 

Men are paid at the rate of 92s. a week, with a deduc- 
- tion of 30s. a week to cover board and lodging, or 20s. 
in the case of a married man with home responsibilities. 
Women students get £90 a year, with free board and 


lodging or a living-out allowance of £80 a year if they . 


are living at home. Examination fees for students are 
paid, and there is provision for free medical treatment 
and fares. Men and women may be given accommoda- 
tion at the training centre or they may live in their 
own homes or quarters near the course. Only those 
with the rank of a nursing-orderly or nursing-member 
class I, leading sick-berth attendant, or leading air- 
craftwoman or leading aircraftman in the trade of 
nursing orderly who have had at least two years’ ward 
experience under trained nurses are eligible. Men and 
women with these qualifications who are still in the 
Forces should apply through Service channels. Others 
should write to the secretary of the Ministry of Health, 
Whitehall, S.W.1. 


MODERN CARE OF OLD PEOPLE 


hexeestrolis, — 
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Vil 
RESEARCH AT ST. JOHN’S HOSPITAL, 
| BATTERSEA 


THE process of ageing is being studied in various 
centres nowadays, notably by Prof. F. C. Bartlett at 
Cambridge and Dr. J. H. Sheldon at Wolverhampton. 
It is astonishing how little is known even about the 
common illnesses of the old—‘“‘ the forgotten diseases,” 
as they have been justly called. At St. John’s Hospital, 
Battersea, Dr. Trevor H. Howell is making studies of such 
common conditions as chronic bronchitis and rheumatism. 


| BRONCHITIS : 

The old people admitted to the chronic bronchitis 
wards of this hospital answer a full questionary about the 
development of their illness; their sputum is measured 
daily, and examined bacteriologically every week, and 
their response to all the usual expectorants is studied 
systematically. The blood-count, hæmoglobin, blood- 
sedimentation rate, alkali reserve, blood-urea, and 
circulation rate are studied in every case, not because 
they are likely to be abnormal but because regular 
studies of them in old age have never been made. Similar 
investigations are made in a control series of old people 
who are not bronchitic ; and the chests of both groups 
are examined radiographically, so that it will be possible 
to assess the pathological against the normal findings 
in old age. In the post-mortem room the morbid 
anatomical changes in the old, and especially in their 
lungs, are being examined ; and an outpatient clinic for 
chronic bronchitics has just been opened which should 
bring a much wider range of patients under review. This 
long-term piece of research may be expected to fill 
many gaps in our knowledge. : 

_ STUDIES OF INCONTINENCE 

Another investigation being made at this hospital 
has yielded unexpected results. Using the cystometer, 
Dr. T. S. Wilson began a study of the incontinent bladder. 


With this method the bladder is infused and the 


pressure in it measured by a water manometer. The | 
original aim was to discover at what stage of distension 
the bladder was liable to contract. The first case, an old 
man, had frequent contractions of considerable ampli- 
tude—pressures up to 120 cm. of water registering on 
the manometer—with no apparent control or previous 
desire to micturate. After the infusion the patient 
announced that he thought he had better control of 
his water; and a subsequent infusion showed that the 
contractions were now occurring at a later stage of 
distension than they had done the first time. Again the 
patient noted improvement after the infusion; and 
study of a group of patients has shown that such slow 
distension of the bladder can be a very successful form of 
treatment for incontinence, especially in old men. The 
bladder becomes capable of holding more urine, and the 
nerve-endings seem to become less irritable. Desire to 
micturate, often lost in these cases until the bladder 
contraction has already begun, returns and precedes the 
contraction by several minutes, thus giving the patient 
time to get to the closet. The result has been that several 
old men who had been incontinent, and therefore miser- 
able, now have good control of micturition, and the 
ward atmosphere has become much more cheerful in 
consequence. | | 

RECOVERING MOVEMENT 

At this hospital there is, in any case, no sign of institu- 
tional apathy. The patients are alert and interested, as 
always happens where treatment is active and the nursing 
staff keen. Hemiplegics are got on to their feet early— 
in one case within a week of the stroke—and so never 
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develop contractures. The physiotherapist demonstrated 


_ a slightly different type of walking machine from that 


-greater effort is needed. 


seen at the West Middlesex—a type in which the patient 
is steadied and supported by crutch bars under the arm- 
pits, and is obliged to walk upright instead of leaning 
forwards. 

Arthritics, even those who have been in bed for many 
years, after being admitted to this hospital as hopeless 
cases, are responding to active treatment—to injection 
of fixed joints with procaine and lactic acid, to regular 
physiotherapy, and to occupational problems which can 
only be solved by making use of the stiff joints. They are 
getting up, walking, making pleasant and useful things 
with hands that had seemed beyond all use, and recovering 
their spirit as their physical powers recover. 

Occupational therapy is well developed, and even old 
contracted limbs can often be brought back into limited 
use when set to the appropriate task. The nursing staff 
have responded, as usual, to a keen medical staff, and 
take the same pride in the progress of the patients, and 
have the same stern professional standards about the 
prevention of bedsores, as nurses at the West Middlesex. 


Reconstruction 


THE NATIONAL SITUATION 
A Positive Policy for Food * 
FROM A CORRESPONDENT 


‘THE Government have given no hint that they 
appreciate the urgency of a drive to increase production 
of food at home to the level required to reduce materially 
food imports from abroad. With their eye on the law 
of diminishing returns they still seem to believe in the 
danger of pushing food-production to the point where 
we should be paying too heavy a price. While giving 
moderate encouragement to the farmer by the Agriculture 
Bill, they pin their faith to an export policy which is 
to give us the wherewithal to buy food abroad as of old, 
and to the hope of a world food surplus. In other 
words, they seem to be banking on unlikely success 


with exports, or on a fall in world prices for food. Such. 


a fall may occur; but to bank on it exposes our whole 
economy to the hazards of a world market in food which 
shows little sign of reverting to its old pattern, and 
involves us in a one-sided bargain in which the food- 
exporting countries have the upper hand. With every 
other nation determined to regulate its economy in its 
own interests, the hope of abundant cheap imported food 
grows fainter every day, and common sense demands that 
we adjust to the changed conditions before it is too late. 


Before the war we produced about 40% of our own food ; 


and if we are to increase this 40% to about 80% a far 
y It means something like a 
doubling of the productive resources devoted to agri- 
culture. The incentives must be stepped up, and 
priorities at present afforded to the export industries 
modified accordingly. l 


_ INCENTIVES TO FOOD-PRODUCTION 
Knowledgeable people agree that we could achieve a 


-great increase of food-production at home; but they 


differ as to the relative urgency of the measures needed to 
bring it about. By some first place is given to the need 
for more man-power on the land, by others to the 
need for capital and mechanisation, and by others to the 
failure to provide houses for farm workers. The differences 
as to means must not obscure the overriding need for 
greater monetary incentives than we are at present giving. 

Take the problem of man-power. One-eighteenth of our 
man-power is at present engaged in agriculture and allied 
pursuits. Despite accessions there is still a steady 


*Two previous articles appeared on March 15, 


p. 340, and 
May 17, p. 686. i 


‘sites, more than this. 


leakage to the towns. The anxiety as to what is going 
to happen when the German prisoners go is a strikin 
commentary on the wage level. It is true that the 
minimum wage of the farm worker has been raised from 
35s. a week in 1939 to £4 10s. a week today, and that many 
farm workers get, with their cottages and other perqui- 
But the wage structure of agri- 
culture is still such that it cannot compete with the 
towns. Our young men, mixing with their urban fellows 
in the Forces, discover that in the towns they can find 
work at rates that make the farm worker look foolish : 
£5 a week minimum for the raw hospital porter, £6 or 
£7 for a capable man in a multitude of commercial and 
industrial undertakings. Is it surprising that we are 
short of labour on the land ?. 

Or take capital for mechanisation and for the many 
other items that make for efficiency. A great change is 
in full swing, and everywhere the tractor is replacing 
the age-old methods of cultivation. But whereas in 
most industries the age of mechanisation occurred when 
profits were available for the purchase .of machinery, 
in agriculture the climax of the change has coincided | 
with an era of unprecedented taxation. The farmer is 
not exempt from income-tax, or from the incidence of 
purchase-tax on much that he has to buy from the towns. 
A great brake is thereby applied to the process in this 
country—far greater than elsewhere—just at the time 
when it is most desirable for us to speed up the transition. 
The physical shortage of equipment for mechanisation 
is bad enough, but when on top of it there is the 
pressure of taxation at present levels the farmer is doubly 
handicapped. 

Or take housing. Is not the difficulty here quite as 
much a matter of money and of the traditional wage and 
status of the farm worker as of physical shortage? We 
hear a great deal of the need for houses for farm workers ; 
and often of course it is true that the houses simply 
do not exist where they are required. But as often as 
not the trouble is seated deeper than this. No-one can 
travel about the countryside without realising that 
comfortable little houses exist almost everywhere—at 
any rate in Southern England—which are eminently 
suitable for the farm worker but which are otherwise 
occupied. The simple fact is that other members of 
the community, even week-enders, have slipped into 
the houses with which the countryside is dotted. The 
tradition of the labourer’s cottage is strong in agriculture, 
and is a reflex of his traditional wage. If we increase 
his wage to a figure comparable to that of the small 
shopkeeper or municipal employee, he will be able to 
compete with others. More, he will be given the strongest 
of all incentives, the hope of possessing a home and a 
garden of his own of which he may be proud. 

It is mainly a matter of money. For over a century 
our agriculture has been the victim of the industrialisation 
of England and of the cheap food from abroad, which is 
now at an end unless the export drive suddenly achieves 
a measure of success quite beyond the bounds of practical 
probabilities. The remedy is clear and straightforward. 
The proportion of our resources devoted to agriculture 
must be increased, and the reward to the farmer for his 
produce must be stepped up until a new equilibrium is 
attained which enables him to pay wages fully equal 
to those of other occupations (and a little higher, until 
that equilibrium is attained) ; which provides a margin 
permitting of mechanisation, and experimental 
mechanisation at that; and which, besides this, offers 


- an incentive to able men to go into farming and make 


a success of it. In other words the cost of food to the 


community will have to go up. : 


FOOD PRICES AND.THE SUBSIDIES 


If food producers are to have more money, we must 
either have higher prices to the consumer or wé must 
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contribute heavily through subsidies. A rise in the cost 
bf food to the consumer does not square with our present 
policy of redistributing the national income, and we 
shall therefore have to face a continuance of, and perhaps 
even a temporary increase in, food subsidies, which at 
present amount to nearly £400 million, a sum equivalent 
to 3s. in the £ income-tax. i 

The nature and effect of the existing subsidies is as 
yet little understood. The popular view is that they 
represent a helping hand extended by the community 
_ to the farmer, for which he ought to be grateful. Nothing 
could be more mistaken : no view of the subsidies which 
fails to couple them with the control of prices can 
begin to approximate to the truth. The fact is that, 
whereas the old laws of supply and demand still operate 
over the greater part of our economy, we: have imposed 
a system of price control on both imported and home- 
grown food. So far as the farmer is concerned, the 
principal effect—far transcending the subsidies—has 
been the elimination of his right to sell to the public 
at prices dictated by the relative scarcity of his produce 
to other goods. Having deprived the farmer of this 
_ right, the State has had to rectify the situation by giving 
the farmer subsidies which to some extent compensate 
him for the loss of profit. The subsidies are therefore 
properly seen as but the reflex of the control of prices. 
The farmer would certainly be better off with a free 
market and no subsidies—at any rate in conditions 
such as those which now prevail when there would be 
no danger of the market being flooded with cheap food 
imported from abroad. att 

But this is not the whole story. The price-control- 
cum-subsidy structure is essentially an emergency 
measure, and the level of prices to the consumer which 
it is designed to secure presupposes a return to the 
conditions of 1939—i.e., the resumption of imports of 
food from abroad on something like the old scale and 
at something like the old prices. Only in such circum- 
stances can it be ended, unless some other radical change 
comes to the rescue. If the loss of our foreign assets 
and the-fading prospects of the export drive preclude 
such possibilities, we are thrown back on our own 
resources.. What hope is there then of dispensing with 
the subsidies, and so freeing the Exchequer of a burden 
which is throttling incentive all along the line ? 

Fortunately there is in progress another radical change 
which holds out hope and which might offer the basis 
for a rational policy—which may, indeed, over a decade 
or so, bring the cost of food-production at home into 
line with the level of prices that the consumer can be 
asked to pay. Great technical advances are being made 
in agriculture. One has only to list the implications 
of the biological and biochemical sciences to realise 
their immense potentialities. The still new science of 
genetics as applied to plant life and seed-production is in 
its infancy. The work of Sir George Stapledon and others 
in the improvement of grass has yet to revolutionise 
the produce of our marginal land. Artificial insemina- 
tion of livestock is being developed with great rapidity. 
The work on the control of virus diseases and infect 
pests being done at Rothamsted and elsewhere is likely 
to result in a dramatic increase in the yield of our 
fields. These possibilities are not far-fetched and idle 
dreams. 

How then does this prospect affect the food subsidies ? 
Surely, within a fairly long period, say ten years, we 
may reasonably expect the cost of food-production to 


have been markedly reduced—perhaps sufficiently to offset _ 


the increases in the reward to the farmer now needed 
to step up our agriculture. 
A DOUBLE POLICY 


Some attempt, however tentative, to suggest the’shape 
of a positive programme seems to be called for. .A 
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double policy seems to be indicated. First, an immediate 
and substantial increase in the subsidies for home- 
produced food for the next two or three years, to carry 
us over the immediate period of transition—designed 
to bring the maximum effect. in increased production. 
They should not, for instance, be frittered away in 
petty reliefs to the consumer such as the recent reduction 
in the cost of the weekly ration of cheese from 13d. to 
lłd.). Secondly, a, progressive scaling-down of’ the 
subsidies by something like 10-15% per annum over 
the next eight or ten years, designed to give the com- 
munity the advantage of the technical progress in 
agricultural methods. Let the subsidies rise to a total 
of some £500 million for say the next two years, and 
thereafter decline over the following decade -by some 
£50 million per annum. It is a heavy burden on the 
Exchequer, and some saving may be possible on that 
side of the bill which relates to imported food. But at 
least such a programme offers the prospect of a steady 
lightening of the burden. l 

For the policy to be successful a closer integration 
between the Ministries of Food and Agriculture seems 
to be essential. In our present circumstances it may be 
necessary that the Minister of Food should tour America 
buying up what he can; but in the longer run it 
will be necessary to see that control of imports is 
vested in the Ministry responsible for the control of 
prices of home-grown food. Internally, too, there is 
room for study of the effects of subsidies upon produc- 
tion, since much of the subsidy money is now poured 
away irrespective of its uneconomic effects in encouraging 
production unsuited to the locality. The system is too 
simple; the pattern of food-production, on the other 
hand, is complicated, and there are subtle inter-regional 
relationships which a simple flat-rate system brushes 
aside. If the subsidies have come to stay with us 
yet awhile, the improvised war-time methods must be 
overhauled, and the whole scheme subjected to a detailed 
review in which the views of the agricultural experts 
must prevail over the political anxieties of the Ministry 
of Food. 

The prospect as a whole contains much that is grim. 


' A long period must elapse before a new balance is 


attained, and our much-vaunted industrial expansion 
may meanwhile suffer some check. But it is a big 
canvas, and there is much in the picture besides occasion 
for gloom. There is a story told of Mr. Churchill in 
the dark days when France was crumbling in 1940. 
Colleagues round the Cabinet table drew long faces, 
and a gloomy silence settled upon the meeting as the 
prospect of battling on alone was examined from one 
angle and another. ‘‘ For myself,” said Mr. Churchill 
rising from the table, “ I find it rather stimulating.” 
This surely is the attitude we need to face a future 
which holds out no prospects of the continuance of 
imported foods purchased with the interest on our 
foreign investments, and which certainly involves an 
upheaval of many of our accepted ideas. 

The end of England as a great industrial exporting 
country? No; for if we continue to equate our exports - 
with our imports of raw materials, as we did before the 
war, we shall still be carrying far more than our 
proportion of international trade. . 

There is in sight a better balanced community, and 
an end to the drift to the towns with all its dubious 
social consequences. For 150 years past voices have 
been raised to protest against the spoliation of England, 
and the desolation and poverty of our rural community. 
Is it now at long last true that we have topped the 
curve of the graph? Will not the change bring with it 
a healthier, happier, and more independent Britain, 
fitted to show the world how to enjoy the benefits and 
at the same time to curb the consequences of the 
industrial revolution ? : 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I HAVE just. finished reading the fiftieth biography since 

started g notes on them two years ago; they 
include biographical records like Agate’s Ego and Arnold 
Bennett’s Journals, both of which show a self-satisfied 
sun moving serenely in an extremely small orbit. Quite 
a lot of my time has been spent on the ‘“‘ bought bio- 
graphy,” commissioned by the family or by the subject 
himself, and little more than an expanded synopsis from 
Who’s Who. The same may be said of the “ Life’’ by 
wife, son, or sib; these should be treated as detective 
novels, the reader making deductions from what the too 
diabetic pen left out. . Even from these one can get clues 
that lead to the soul—e.g., A. J. Balfour’s father died 
(from tuberculosis) when he was seven, but he couldn’t 
remember him; Lord Melchett took a first in poker 
at Cambridge; Parnell was much puzzled over Alice 
in Wonderland ; ‘‘ A curious book,” he said after a long 
and serious study. The short scholarly biographies 
like Lee’s Shakespeare or Colvin’s Keats have been the 
most satisfying ; when I sat down with Morley, Rosebery, 
Carlyle, or Garvin my, bowels could move neither with 
hatred nor compassion, there was too much flatus. 
The hostile mocking biography is usually by a detached 
alien—Macaulay, Ludwig, Maurois. Sometimes, how- 
ever, the alien is hypnotised by his subject: Boswell 
by Johnson, Sorley Brown by T. W. Crosland. 

I liked noting physical characteristics : Thomas Hardy 
couldn’t bear to be touched ; Wallenstein had a hyper- 
sensitive ear; Clifford Allbutt was a visual thinker ; 
Donald Macalister, a senior wrangler, was almost certainly 
a word and figure thinker ; Gordon had no ear for music, 
but how I sympathise with ‘‘ A social engagement hung 
over him like the sword of Damocles” ; . Havelock. 
Ellis in his Life shows himself blind to his own 
mainspring—the rigid curtailment of his own sex life 
producing a team of books on sex; Captain O’Shea 
got ‘‘ measles ”’ 
must say I do like to know what my man dies of : Henry 
Kingsley’s cancer of tongue, Flecker’s tubercle, Wells’s 
healed tubercle and diabetes explain much. Sometimes 
one can watch one’s subject helping to kill |himself— 
Parson Woodforde by over-eating, Bonar Law by over- 
smoking, Inchcape by over-bossing. The ideal biography 
would start with a chromosomatic map and end with 
necropsy reports and slides, at least half the book being 
devoted to the first three years, from which the test must 
logically follow. 

Although our conscious minds do not recognise that 
great qualities and vices must spring from their opposites 
—courage from cowardice, sociability from loneliness— 
yet the subconscious has known this for’ some million 
years and refuses to let a too sickly or too bitter mess 
go to the stomach of memory, tossing it back to the 
word-strutting consciousness. The only thing I can 
remember about Northcliffe’s life is that he could not 
bear to get sand between his toes, which makes him 
laughable but human. That is where most of the clerical 


biographies fail—Randall Davidson, Lionel Ford, Percy © 


Dearmer, but not so much Dick Sheppard who is more 
spotty—they lack blacking and lovableness. 


* + * 


I can remember the late Mr. Griffiths at Addenbrooke’s 
saying ‘‘ Give her air! Any fool can give chloroform ; 
it takes an anesthetist to give air.” Sitting over a mask 
giving chloroform or ether in the old days was a very 
different business from the modern methods. At one 
time the surgeon could tell the days of the week by the 
effect the different anesthetists had on the colour of the 
po ier ge Pink Monday was quite different from Black 

iday. In those days the surgeon watched the anes- 
thetist anxiously, and the anesthetist watched the 
surgeon intently because he hoped one day .to become 
a surgeon himself. Later, with the extended use of 
machines which delivered a regular supply of anesthetic, 
the anesthetist became chronically bored. You still 
see some of these anesthetists reading their journals 


IN ENGLAND NOW 


every time he was in financial trouble. I 
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during operations; I have heard of one who even wrote 
a book while supervising a machine-given anesthetic. 
Still later a generation of anzsthetists arose who were 
really interested in their job. The first crop were fasci- 
nated with their new machines and were not satisfied 
until they had invented some gadget and got their names 
attached to it. But after a time they really got to know 
why and how the things worked. And now the surgeon 
can concentrate on the operation without having to keep 
an eye on the colour of the patient and be prepared 
to leap on his chest directly his guts stop moving up 


and down. 
* + * 


Lucy was a private, A.T.S. She had been in for 16 
months. Her actual service, if you added together the 
intervals when she condescended to return from her 
frequent A.W.O.L.’s, was about 3 months. Lucy’s junior 
commander thought her ‘“‘ personal habits dirty.” This, 
for a start, was intriguing. I speculated idly on whether 
Lucy picked her nose or went in for more spectacular 
vicissitudes. Then I came, lower down in the report, 
to the words ‘ loose morals.” Big stuff, eh? And the: 
M.O. thought she was ‘‘a thoroughly bad lot.” Hard 
words, partner. 

And what had Lucy to say for herself? We gathered 
Lucy’s dad had been a nasty old man ‘“‘ who must have 
had a guilty conscience, for he always seemed to think . 
I was up to no good.” Lucy was an independent girl 
and joined the A.T.S. “ not because she liked the King 
but to see Life.” Now we were getting warm. Forgiving 


Lucy’s sad deficiency in patriotism, we asked for details, `’ 


Lucy looked as coy as her layers of rouge and lipstick 
would allow. ‘‘ Of course, I’m a married woman now,” 
she sighed. ‘‘ And a thoroughly respectable one too,” 
we ventured. She rose to the bait neatly. ‘‘ Well, I 
know they say I’m a prostitute but it’s all-due to a mis- 
understanding, you know.” “Oh yes?” we said, 
mustering all our sympathy. ‘‘ You see,” she went on, 
“ one day I was walking down a street at home—it did 
have rather a bad name. And suddenly a man, a 
detective I suppose, came up to me and gave me a bit 
of paper and said I had to call at the police-court on 
Saturday. You can imagine how surprised I was!” 
We nodded our head vigorously. ‘‘ Well, when I got to 
the court the old man—I suppose he would be the judge 
—looked me up and down and said, ‘ Do you plead guilty 
to street-walking ? ’ So I says to myself “ Well, I wasn’t 
exactly running,’ and like a twerp I says to him, ‘Yes 
your lord.’ Then he says, ‘I fine you £5 for being a 
common prostitute.’ Me! Common!” We shook our 
head deprecatingly. ‘‘I didn’t see much use arguing 
when he had the police on his side, so I let it go at that. 
But when I got back to camp there was the whole stéry 


. up in Part m1 Orders just like in the News of the World, 


with my name and all. Just imagine! And ever since 
then none of the girls in the camp would speak to me and 
all the men kept coming up to me on the quiet and saying, 
‘What about it?’ And so I thought if they were going 
to give me a bad name I might as well live up to it, 
I couldn’t help it, could I? ” i 
When Lucy had gone I pondered over her story and 
tried to find a moral. I can only think I must warn 
my wife that if a strange man tries to give her a piece 
of paper on the street she should curtsy and say, “‘ 
you, but I have a piece of paper, and I’ve got a previous 
engagement for Saturday anyway.”’ 


$ * * * 


I phoned the hospital (and not a little one either) 
on a Sunday at about 7 p.m. to arrange for the transfer 
of a case. After a while an educated voice answered, 
I asked if I could speak to the porter-telephonist ; he 
was afraid not. Then to one of the sisters, or to Dr, 
S, the resident ? Embarrassedly, the voice told me that 
at this time of a Sunday evening all the staff went off 
to their meal, the phone was switched to one of the 
floors, and a patient had to answer it. Well, well, in 
that case could he possibly summon someone responsible, 
as the transfer was urgent ? The patient was charming. 
“If you wait while I get my other crutch,” he said, i 
“Iwill go and fetch Dr. S.” And in a quarter of an 
hour the doctor arrived. 
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Letters to the Editor 


= APPEARANCE OF PROTRUDED DISKS. 


Sm,—In common with Mr. Charnley (June 28) I 
was rather surprised at some of the statements about 
patients with protruded intervertebral disks made by Mr. 
Burns and Mr. Young (May 10). At the same time I am 
impressed by everything that these two authorities state. 

With one exception all my cases have been operated on 
in the crouching position, which resembles that adopted 
by the Moslems when praying. It was not fair of the 
wit at a meeting of the Royal Society of Medicine to 
say that this position, advocated by Pridie, resembles 
that of a rabbit about to spring off. In this position 
the lumbar spine is flexed, and so it is possible that the 
apearances are different to those seen when the patient 
is operated on in the prone or semi-prone position. 

In my series the common protrusion has been that 
which I liken either to the tip of a little finger or to half 
a pea. In only one case was it pedunculated. The site 
is almost invariably anterior to the origin of the lumbar 
or sacral nerve from the dural tube, and in quite a number 
of cases the nerve has been firmly bound down to the 

rotrusion. Sometimes the protrusion projects upwards 

etween the nerve-and the dural tube and sometimes 
it is on the outer aspect. In one case there were two 
protrusions, one on each side of the central strong 
ligament, and if one had not adopted Burns’s: advice 
to remove the whole of the fifth lamina one of them would 
have been missed. In one solitary case the protrusion 
was a loose body in the complete sense of the word 


‘ “ loose.” This patient had been manipulated by me 


for sciatica about four years previously, and presumably 
the manipulation had shot the disk substance out; 
when I removed it, it was lying posteriorly to the spinal 
cord, and he is lucky not to have had a paraplegia as 
a result of the manipulation. It may be thought that 


it is impossible so to displace a piece of intervertebral | 


disk. I admit that this thought was in my mind until 
I operated on a patient in the acute stage and discovered 
that the nucleus pulposus had burst through not only 
the annulus fibrosus but also the overlying ligamentous 
tissue. When encountered it resembled the appearance 


usually found only after incising this fibrous tissue; 


it was teased out in one piece. | 

-The.other type of protrusion which I have encountered 
is that in which the whole of the posterior portion of the 
nucleus fibrosus is pushed backwards. This is the type 
where, as Burns says, a very considerable mass of tissue 
must be removed. In one of these cases there had been some 
erosion of the posteriorsurface of the body of the bone. 

‘I would like to.support Burns and Young’s statement 
that the diagnosis in cases of lumbo-sacral pain depends 


on the spinal rather than the neurological signs. My ' 


Jocalising sign is the appearance of the disk in a straight- 
forward radiogram. The radiologists do not agree, 
but in my experience it is an extremely accurate indica 
tion of which disk is affected. ; 
To those pessimists who say that not every case is 
cured by the operation I would urge that they make sure 
that the postoperative treatment has been satisfactory 
and that no complications have arisen during the opera- 
tion. In one of my cases I damaged the dura overlying 
the nerve and it subsequently became adherent to the 
pedicle. At ‘a .second operation the adhesions were 
demonstrated and removed, and at the same time the 
nerve root was divided intradurally with complete 
success. In several other cases a simple stretch of the 
sciatic nerve under complete anssthesia within a few 


: weeks of the operation has released the adhesions which 


were giving rise to postoperative symptoms. 
Manchester. W. SAYLE CREER. 


CLIMATE AND RHEUMATISM 


Srr,—In your issue of June 28 Dr. Finkenstein has 
made an interesting observation about people living in 
the Chislehurst caves, who seemed to be singularly free 
of rheumatic troubles though exposed to damp and 
cold. I venture to suggest that the ‘“ climate” was 
more constant inside these caves than outside: the 
meteorological, electrical, and barometric conditions 
were probably very stable during the night. | 


CLIMATE AND RHEUMATISM 


_ bed the patient’s cyanosis became alarming. 
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There is a voluminous literature to show that changes 
of climate, and particularly damp cold, predispose to 
rheumatic disease of certain kinds. It can also be shown 
that the physical state of the atmosphere in a big city 
may be quite unlike that outside it in the open country. 
Yet the temperature and barometric readings may be 


identical.. The other factors require elucidation. 


Colchester. G. C. PETHER. . 


A RECORD LOW HÆMOGLOBIN 


Sir,—A hemoglobin level of 12% is mentioned by | 
Dr. Karani and Dr. Szekulesz in a letter (June 7) under 
the title of “a record low hemoglobin ? ” May I point to 
a paper on ancylostoma anzemia by A. G. Biggam and 
myself 1 where a hemoglobin of 10% (Sahli) is recorded ? 
Such levels are not unusual in ancylostomiasis and are 
quite compatible with life. 

The explanation advanced at the time was that increase 
in dblood-volume partly compensated for this extreme 
anzmia,? but later M. M. Fikri and I? found that in 
Egypt the blood-volume was not increased in cases of 
ancylostoma ansemia. 

Cairo. 


PNEUMOTHORAX AFTER /THYROIDECTOMY 


Str,—The communication by Mr. B. R. Billimoria (June 
21) opens with the statement that injury to the apical 
pleura is a recognised complication of thyroidectomy. . 
Is this true, or is it one of those statements ‘which have 
appeared in textbooks and have been copied without 
question ? 

The greatly enlarged thyroid is common in this area 
of England, and in operating on over 450 goitres I have 
found that about 1 in 5 has some extension below the 
clavicle or sternum. There is never any difficulty in 
freeing the enlarged lower pole as the areolar tissue. 
is fine and soft ; a gentle sweep with the finger combined 
with traction from above is usually sufficient, and I 
doubt if this is likely to damage Sibson’s fascia. I think 
the probable explanation of the reported case is to be 
found in the article by H. J. Barrie,4 to which attention 
was later drawn by A. P. M. Page.’ Barrie showed that it 
is possible for bilateral pneumothorax to occur by air 
entering the areolar tissue in the superior mediastinum 
via the wound or draihage tube. It is often possible, 
if respiration is slightly obstructed, to see the areolar 


P. GHALIOUNGUI. 


. tissue around the great vessels fill with air, and this can. 


continue after the operation via the drainage tube, 
unless Barrie’s simple remedy of covering the tube 
with gauze impregnated with. soft paraffin is adopted. 
The following case, which occurred in 1938, is somewhat 
similar to Billimoria’s. : 

During the course of an operation under intratracheal 
gas-oxygen and rectal bromethol for a small goitre, weighing 
21/, OZ., causing mild toxic symptoms in & young woman, 
cyanosis appeared and persisted despite an increase in the 
supply and pressure of oxygen. Bubbling in the wound 
was noticed, but this was considered to be due to increased 
inspiratory effort and it was disregarded. On her return to 
Dr. T. A. 
Hunter, of Plymouth, examined the chest and found a left 
pneumothorax, confirmed by X-ray examination; and when 
this was removed by aspiration the patient quickly recovered. 
Radiograms of the chest before and after operation showed 
healthy lung fields, and the patient is well at the present day. 


There seemed to be two possible explanations at 
the time: injury to the pleura or rupture of an emphyse- 
matous bulla. I was quite certain that I had not injured 
the pleura as the dissection did not approach it. The 
other cause seemed unlikely because there was no recur- 
rence after the air had been removed. On reading 
Barrie’s communication the explanation of this nearly 
fatal complication seemed to me clear, and since then 
I have made it a routine practice to cover the wourfd with 
gauze soaked in soft paraffin. 


Plymouth. EDRIC WILSON. 


. Lancet, 1934, ii, 299. 
. Boycott, A. E. Jbid, 1911, i, 717. ' j 
. Ibid, 1937, 1, 800. 


. Ibid, 1940, i, 996. 
. Ibid, 1941, ii, 383. 
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SIGNIFICANCE OF GLYCOSURIA 


Sir,—In your annotation on the incidence and signi- 
ficance of glycosuria (June 28) you state that ‘‘ every case 
of glycosuria requires full investigation.” Should such a 
course be generally adopted the laboratory services 
would be severely strained. I can see little to be gained 
by doing a glucose-tolerance test on an adult who gives 
a history of loss of weight, polyuria, and thirst, and who 
on an ordinary diet excretes sugar and aceto-acetates in 
his urine. He is a diabetic whatever the test may show. 

Surely these time-consuming tests are only required 
in doubtful and obscure cases. Would it not have been 
better if your annotation had read ‘‘ every case of 
symptomless glycosuria ...”’ ? 

: W. W. WALTHER 
Pathologist with charge of Diabetic Clinic. 
Queen Mary’s Hospital for the East End, London, F.15. 


THE STUDENT AND THE ALMONER 


Str,—_-Dr. Beryl Harding’s letter in your issue of 
June 21 brings the' recommendations of the Goodenough 
report (chapter 11) once again to the fore. Already 
in certain hospitals experiments in teaching by the 
almoners’ department are being carried out. The 
Institute of Almoners is bearing in mind the develop- 
ment of this important function in its consideration of 
the almoner’s work, and of training for future almoners. 


Institute of Almoners, Tavistock House M. STEEL 
(North), London, W.C.1. Secretary. 


NURSES FOR THE ELDERLY 


Sm,—In your summary of Dr. Elliott’s remarks on the 
nursing problem in Kent you give the population of the 
administrative county as 125,000. I think it is clear that 
a nought has been omitted from this figure which should 
be in the vicinity of 1,250,000. Given a population 
of one and a quarter million upon which to draw, the 
target of 2000-3000 part-time nurses should be quite 
realisable. . 

Presumably the main reason why the Gloucestershire 
scheme worked in Gloucestershire was because those 
in charge of it intended that it should work. At present 
the recruitment of part-time nurses is held up by bureau- 
cratic ‘inefficiency. The publicity campaign is half- 
hearted and the ridiculous pay anomalies make women 
feel that the authorities are not serious about the scheme. 
Thus under the scheme as at present applied a part- 
time nurse may be willing to work more than 30 hours 
a week; but in Kent she is not permitted to do so, 
whereas in London she may do so but will receive less 
money than if she had worked 30 hours! As a result 
many women-hours which could be got from part-time 
workers are not utilised though offered. This situation 
gives volunteers the impression that their services are 
not in fact urgently required and undoes the positive 
effect of the propaganda for more nurses. The campaign 
to restaff the hospitals can only be successful if it is 
conducted by people who are convinced of the possibility 
of success and who are given authority to eliminate 
anomalies which prejudice the success of the scheme. 
This may involve slight additional expenditure but this 
should not be a real difficulty in view of the fact that 
according to Dr. Elliott’s report already in 1946 the Kent 
County Council has registered its desire to spend £580,000 
on building works-for hospitals and institutions for the 
chronic sick—a sum of which only a fraction can have 
been spent to date. i ' 

Unfortunately, although our hospitals have at last 
been divorced from the poor-law, the poor-law attitude 
of mind is still with us. 

St. Mary Oray, Kent. ‘BRIAN H. KIRMAN. 


*.,*We are obliged to Dr. Kirman for drawing attention 
to our error.7—ED. L. ; 


Sık, —May I make the following comments on your 
annotation of June 28 ? , 

1. I feel your statement that the recruitment of some 
2000—3000 part-time nurses out of a population of 
125,000 is not an outrageous figure is going to mislead 
a very large number of people who do not know what 
the facts are. Our population at mid-1946 was 1,389,310 ; 
but even so, after a three-months campaign, we have 
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a high standard of nursing for the chronic sick ; 
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managed to recruit only about 150 part-time nurses, 
making a total of 207. These nurses are recruited to the 
service of the public-health and public-assistance com- 
mittees and only a proportion are, of course, available 
for the chronic sick. The campaign was discussed in 
detail with the nursing administrators and with repre- 
sentatives of the Ministries of Health and Labour. 
We also studied the Gloucestershire scheme -on the 
spot. Nothing has been left out that was suggested to 
us. Incidentally, I think it is time that greater regard 
was had to the fact that these part-time schemes are 
all very well so long as other authorities are prepared 
to train assistant nurses, but it is useless to continue 
to expect any scheme of part-time nursing to meet 
future needs without making adequate provisions for 
training. Otherwise we are merely ‘‘ scraping the barrel ” 
and our future will be worse than our present. 

2. I agree with everything you say about the need for 
i but, 
when there are said to be 89,000 vacancies in London and 
S.E. England for female labour, I feel I must ask where 
these nurses are coming from to nurse the elderly sick. 
I welcome everything you have written about improving 
the lot of these unfortunate patients, but in spite of all 
that is done in Middlesex I understand that they still 
have a waiting-list for these patients which may be as 
long as ours. Our list is now 823 and there are urgent 
cases in front of me from which I would quote the 
following descriptions: ‘ revoltingly filthy,” ‘‘ lying in 
her own fæces.” The point which I think is forgotten 
is that these patients are not lying in their beds being 


’ cared for, but are all too frequently living in the most 


appalling conditions,- receiving casual attention from 
friends and neighbours. Possibly, similar circumstances 
would be revealed on examination of the Middlesex 
waiting-list. . oie ; 

While, therefore, I agree with you as to what is 
ideal, I believe we must face the fact, or what I regard 
as a fact, that there are not enough women in the country 
to provide the ideal service that you postulate, and that 
in present conditions—which I do not think are likely to 
alter—it is only by some scheme such as I have outlined that 
we are going to relieve the appalling hardships that are 
now befalling many elderly and helpless people. 

With regard to the experience at the West Middlesex 
Hospital, I think we shall be blinding ourselves to the — 
existence of a current evil, which needs urgent attention, 
if too sanguine a view is formed through overmuch 
emphasis being placed upon the long-term possibilities 
inherent in the special steps taken at selected establish- 
ments. The active treatment of cases selected as likely 
to respond to it should, of course, be encouraged by every 
possible means, but we are fast reaching a state of affairs 
wherein any such cases may be refused admission to 
chronic-sick wards as not yet representing the urgent 
necessity warranting immediate attention. This, I 
admit, is a most sorry state of affairs, but its existence 
is really the main fact upon which my original article 
attempted to focus attention. If we are to turn all 


‘our establishments into specialist’ chronic-sick units, | 


as at the West Middlesex, leaving those. cases clearly 
not able to benefit therefrom to shift as best they 
may—and maybe to die as quickly as possible— 
then, I am afraid, we are well on the way to that 
“ deterioration of ethics’? which I referred to in my 
original article. | 


3 I am sorry that you do not comment on my con- 
clusion in the penultimate paragraph of my article that 
there will not be a sufficient number of young people in 
the community who will be available to nurse the aged 
sick. If my view is not true, or is unduly pessimistic, 
someone should be able to reply to me and tell me 
where the women that are needed as nurses are now 
working and whether these particular fields of work 
can and will be divested of labour at the present juncture. 
Nothing that I have yet seen in THE LANCET or elsewhere 
gives me any faith that under present conditions some 
scheme can be introduced which will make a sufficient 
labour force available to permit us to staff our empty 
beds and to admit our 823 patients in any reasonable 
period of time. That bitter fact is, to my mind, the crux. 
of the question. A. ELLIOTT 


County Hall, Maidstone. County Medical Officer. 
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Parliament : 


ON THE FLOOR OF THE HOUSE ' 


Mr. Dalton’s statement on the import programme set 
the tone of debates for the week. The Government are 
maintaining food imports at the same level as last year, 
but there is the possibility of cuts. On Tuesday Mr. 
Strachey was accused, unfairly as it seemed, of using the 
- technique of his famous R.A.F. broadcasts in the different 
sphere of food. Many Opposition members are revelling 
in gloom, and in a debate on shortages one Conservative 
M.P. almost prophesied the end of the England we know 
because we have sunk into an abyss of economic disaster. 
This was a bit far-fetched even for the other gloomy 
Opposition M.P.’s—fresh from an excellent meal in the 
members’ dining-room. 

The food debate showed clearly that while it is just as 
possible to make controversy out of calories as out of 
economic statistics,/it is probably easier to nail down the 
inaccuracies. Members who ‘referred to Dr. Bicknell’s 
recent article on Dying England were somewhat embar- 
rassed when Mr. Wilfrid Roberts gave a further quotation 
from the article suggesting that some countries in Europe 
seemed to be managing better than us because they 
“are not under such a uniform iron control as we are, 
- and have recovered from the war because it is healthier 
for two-thirds of the nation to eat well and be fit and for 
one-third to starve.” I hasten to add that even the most 
extreme right wing of the Opposition is not likely to 
adopt this inverted type of food and health plan for 
presentation to the electorate. : 

In the debate emphasis was laid on the improved 
standard of health we have achieved on our restricted 
diet. It seems fairly generally agreed that, compared 
with European countries who were involved in the war, 
our nutrition stands high. Nor is there any doubt that 
this high level of food-supply will be maintained. Indeed 


it is possible, indeed almost probable, that the food of | 


priority classes such as young children and nursing 
mothers will be improved, and special attention will be 
given to the diet of heavy workers. But if we want to 
be sure of variety in our food we shall have to increase 
the supply of our own home-grown fruits and vegetables. 


A target of 100% increase in the produce of allotments 


and private gardens was proposed, and the Minister was 
asked to give such modest private growers some little 
extra financial incentive to produce, and to put their 
produce in the village shop. 

The Bevin-Bidault-Molotov conference on the 
Marshall hint—for there is no plan until we people in 
Europe make it—has broken into two parts. There is 
hope, however, that the Economic Commission for 
Europe may form a bridge, for the commission is an 
organ of the United Nations and the Soviet Union is 
part of it. Thus the United Nations again may help to 
achieve easier and better international coöperation and 
understanding. — MEDICUS, M.P. 


| FROM THE PRESS GALLERY. 
Good Housekeeping 


The debate on food in the House of Commons on 
July 1 took place, as Mr. J. S. C. REID in opening the 
discussion for the Opposition pointed out, under the 
shadow of the Chancellor’s statement that drastic 
measures would be necessary to close the gap between 
our imports and exports, and that the possibility of 
further cuts in food could not be ruled out. People 
deserved, Mr. Reid thought, to be given the facts of the 
situation without reserve or .equivocation. Would 
Mr. Dalton’s statement affect our purchases from the 
sterling area or from soft-currency countries? Did it 
mean that in future we were going to refuse all offers 
from hard-currency countries of foods which were neither 
staple foods nor raw materials for agriculture, such as 
feeding-stuffs? | 

Too many controversialists were going about, Mr. 
Reid continued, insisting that this was a well-fed nation. 
Their stand-by was that now there was equality in the 
country, but no claim could be less true. He had yet 
to see a survey which showed that people who did, not 
have access to canteens and restaurants were consuming 
more than 2400 calories a day. A canteen meal might 
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represent anything from 600 to 1000 calories, and the 
disparity between those who ate at home and those who 


_ could use canteens and restaurants was therefore as 


great as between Sir John Orr’s top and bottom classes. 
But calories told only half the story. They had received | 
undue prominence, he suggested, because unlike quality 
they could be measured numerically. Weight for weight 
there were more calories in bread than in steak, but he 
did not think many people would voluntarily make the 
exchange. In conclusion, Mr. Reid charged Mr. Strachey 
with bad housekeeping, lack of foresight, and a failure 
to face facts. 


Mr. J. STRACHEY replied that if bread had not been 
rationed when it was the condition of the country 
during the last winter would have been as grave as his 
critics periodically predicted. Defending bulk buying, 
Mr. Strachey said it was an integral and indispensable 


-part of the general policy by which the available food- 


stuffs were secured and distributed equitably to the 
people of this country, for it would be difficult to maintain 
the rationing system if at one point the foodstuffs did 
not come into Government ownership. Bulk buying, 
also made it possible to stabilise prices and to play our 
part in those irksome but beneficial systems of inter- 
national allocation. The real case, however, for bulk 
buying was that it enabled us to, use the long-term 
contract which was the best instrument at our disposal 
for increasing the amount of food which we could find 
to buy in the world. 

People spoke as if the Ministry ‘of Food were unaware 


. of the trials and difficulties of the housewives. Actually, 


Mr. Strachey claimed, those difficulties were better met 
by the efforts of the Ministry than by any words of. 
sympathy, however eloquent. Today British house- 
wives had the assurance of being able to take the staple 
articles of food out of the shops, and for the poorer 
housewives that was a new assurance. He admitted it 
was hard that two years after the war there were still 
the irksomenesses of shortages and rationing systems, 
but the Government were determined not to remove the 
difficulties from a few housewives; they would only 
remove them when they could remove them from all. 
In this country, Mr. Strachey continued, people were 
getting between 2880 and 2890 calories a day, which was 
a good deal better, as Professor Marrack had lately 
shown in the Times, than the lower-income groups 
received before the war. Lieut.-Colonel Elliot believed 
that he secured some political advantage by alleging 
that the figure was 2325. That, said Mr. Strachey, was 
what the figure would be if no-one ate in catering establish- 
ments. Using this completely false figure Colonel Elliot 
alleged that the nation was gravely undernourished, 
and less cautious supporters alleged that the nation was 
starving to death. This figure of 2325 came from the 
National Food Survey which had been in operation 
long before Mr. Strachey came into office. Their com- 
parable figure in 1941 was 2360 ; for 1942 it was 2253 and 
for 1943 it was 2315. So they reached the inescapable 
conclusion that if we were slowly starving to death today 
we were starving to death a little more quickly when 
Lord Woolton was minister of food. According to 
calculations based on the Orr report the average level for 
the whole population before the war was 2275 calories. 
Mr. Strachey did not suggest that 2890 was a highly 
satisfactory level, but it was a good level in comparison 


- with previous periods. He did not believe in a dead level 


of food intake for all; but at any rate the difference in 
intake today was largely according to need, instead of . 
according to class. . 
Summing-up, Mr. Strachey said that there was no food 
crisis and there would be none between now and the 
next harvest. We had stocks of sufficient supplies in 
the major foodstuffs to see us through until the fruits of 
the 1947 northern hemisphere harvest were gathered. 
Looking still further ahead there was no need whatever 
for the people of this country to feel that they would 
find it difficult or impossible to obtain, partly from at 
home and partly from abroad, the food which they needed. 


In the debate Dr. HADEN GUEST said that supposing 
next winter was as bad as the last, how would the Govern- 
ment fortify the health of the people? One of the 
principal difficulties’ at present, he thought, was not 
food, which he considered to be extremely good, but 
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the fact that two years after the end of the war every- 
body was suffering from the effects of strain. He therefore 
asked for an extension of food for certain classes of 


heavy workers, and that more should be done to see that | 


all children entitled to priority milk actually received it. 
He also hoped that the age-limit for priority eggs could 
be extended beyond two years. Anyone who had travelled 
extensively, Dr. Guest thought, could say that, with the 
exception of the United States of America and Canada, 
every country had a lower standard of food than we had. 
Child and maternal health statistics and the general 
health and vigour of the country showed that we were 
now probably better fed than we were in the inter-war 
period and much better fed than we were at the end of 
the last war. — 

Dr. BARNET STROSS suggested that as we were at 
present consuming in our tea ration three times the 
maximum dose of caffeine, a little diminution by way of 
drinking more water or even beer would not do us any 
harm. The food problem was a world problem, he 
continued, and ours was only part of it. If our meat 
supplies were down by 9%, Europe was short by 40%. 
We must refuse to be misled by the importance of 
calories alone; obviously it was quality that counted. 
The reason why our national health had improved was 
that we had been compelled to eat less animal protein, 
and we were therefore eating more summer fruit and 
leafy green vegetables, despite the high prices. Recently 
we had been consuming more liquid milk and the quality 
of our fats was much better, because the vitaminisation 
of margarine gave great protective value, and was better 
than normal butter today—though he admitted he 
preferred butter, for the tyranny of the palate is not 
easily overcome. The use of wholemeal grain and a 
greater consumption of potatoes meant that our diet 
today was healthier, even though it was not fuller and 
was obviously more monotonous. 

Lieut.-Colonel W. ELLIOT declared that the Minister 
of Food had explained his schemes, but at the back of 
everyone’s mind was a haunting fear how long finance 
for them would continue. 
before Christmas and there would be a gap to be closed. 
Full employment had already brought the consumption 
of this country above the point at which full activity 
could be maintained. Colonel Elliot agreed that our 
health record had been excellent, but we must remember 
that these figures reflected the physical condition but 
not the energy output of the people. The whole nation 
was working on a too narrow surplus of energy intake 
over output and found difficulty in putting out the 
long and sustained effort on which the future of the 
country depends. 

Dr. E. SUMMERSKILL, in reply, said that the only valid 
criticism which emerged from the debate was that there 
was a world shortage of food. Our standard compared 
favourably with most European countries, for full shop 
windows were no real indication of the standard of living 
of the masses. The only method of arriving at a valid 
conclusion was by examining a country’s rationing 
system to priority and non-priority consumers, ascer- 
taining whether it was functioning effectively, and dis- 
covering the extent of the black market. We should be 
proud that in Britain these things could stand inspection, 

although she did not claim that our methods were 
perfect. The Ministry recognised that there were certain 
vulnerable groups which needed special rations, and they 
had done their best to distribute rations as fairly as 
possible among thosé sections which were thought to 
need them most. 


QUESTION TIME 
Administrative Machinery for the Act 


Replying to a question, Mr. A. BEvAN made the following 
statement: Section 22 (4) of the National Health Service 


Act, 1946, enables me to make regulations requiring local ` 


health authorities of counties in which schemes of divisional 
administration are in force under the Education Act, 1944, 
to make corresponding schemes of divisional administration 
with respect to the care of children under five. My object 
in seeking that power from Parliament was to safeguard con- 
tinuity in the ‘health services for children. 
re-examination I have come to the conclusion that the making 
of regulations would entail disadvantages, and that continuity 
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; t 
in the health services for children can be secured, and secured 
mora adequately and efficiently, in another way. 

There would be disadvantages for two reasons. In the 
first place many of the areas of divisional administration, 
which have naturally been selected by reference to educational 
considerations, are not so well adapted to the administration 
of health services. Secondly, the arrangements for infant 
care under section 22 cannot, without loss of efficiency, be 
separately administered from the arrangements for the care 
of expectant and nursing mothers or from those concerned 
with infant health, like health visiting and vaccination and 
immunisation. . 

I believe that continuity and the maintenance, which is so 
desirable, of local interest can best be secured by subdividing 
all counties (except those where, either on account of the 
small size of the county or of other local considerations, 
decentralised administration for the whole or part of the 
county would be inappropriate) according to local health 
requirements. In each subdivision the county health com- 
mittee would use its powers under the Act to appoint a sub- 
committee on which the councils of county districts comprising 
the subdivision would be represented, and to which would be 
delegated the day-to-day administration in the division, not 
only of the child care services specified in section 22 (4) but 
also of other services under part 11 of the Act. Under the 


. county medical officer, executive charge of those services in 


the division will normally be taken either by an existing 
assistant county medical officer, preferably one who is also 
M.O.H. of one or more of the districts constituting the division, 
or by the M.o.H. of one of those districts who would be 
appointed to the staff of the county medical officer. There 
is, moreover, a limited number of non-county boroughs and 
large urban districts which, besides being ‘‘ excepted districts ” 
under the Education Act, house an unusually high proportion 
of the total population of the county, and possess exceptionally 
well-developed public health (including school health) services. 
Such a borough or urban district would ordinarily become an 
area of health administration separate from the surrounding 
districts, and the county health committee would in these cases 
appoint, for that borough or urban district, a subcommittee 
of which half or more of the members would be members of the 
borough or urban district council, and to which day-to-day 
administration would similarly be delegated. The M.o.H. of 
the borough or urban district would then be appointed, by 
agreement with the borough or urban district council, in a 
part-time capacity to the county medical officer’s staff. Both 
in these areas and in the subdivisions which I mentioned earlier 
the county council as local health authority would retain, 
unimpaired, its responsibility for policy and finance. 

I have consulted the associations of local authorities on 
this proposal, and they have informed me that they are in 
agreement with the principle on which it is based. I do not, 
therefore, intend to exercise my powers to make regulations 
under section 22 (4) of the Act. 

Sir Henry Morris-Jones asked the Minister of Health 
what was the present position in regard to the various bodies, 
lay and medical, which were to be set up under the terms 
of the National Health Service Act, 1946.—Mr. A. BEVAN 
replied: The 14 regional hospital boards have been con- 
stituted by an order which contains the names of the members, 
and it will be for the boards themselves in due course to 
appoint hospital management committees. The designation of 
teaching hospitals is at present under consideration, after 
which the boards of governors of those hospitals will be 
constituted. About 60 executive councils have so far been 
constituted, and their appointment is being announced 
locally. Local medical and pharmaceutical committees 
have been provisionally recognised in all areas, and local dental 
cominittees in practically all, but I have not the names of the 
members of all these bodies. The arrangements for the 
appointment of ophthalmic services committees, the Tribunal, 
the Medical Practices Committee, and the Dental Estimates 
Board are under consideration. On the establishment of 
health committees by local health authorities, I would refer 
to the reply given on June 26.1! Suggestions are under con- 


sideration for appointments to the Central Health Services - 


Council, which will in due course be consulted on the 
constitution of standing advisory committees. . 


~ 


Tuberculosis in the Army 


Mr. H. USBORNE asked the Secretary of State for War 
how many men had been discharged from the Army, suffering 


1. See Lance, July 5, p. 37. 


— 


74. THE LANCET] 


from tuberculosis, between September, 1939, and J ane; 1945; 
and June, 1945, and the present time, respectively.-»-Mr. 
F. J. BELLENGER replied: The figures are as follows : 


Pul- Other 


: fj z monary sites Total 
September, 1939, to June, 1945 (inclusive) 16,625 3103 19,728 
July, 1945, to April, 1947 (inolusive) 4114 549 4663, 


Egg Priority for Children 

Dr. HADEN Guest asked the Minister of Food what were 
the present arrangements for supplying eggs to children 
up to two years of age; and how many eggs were supplied 
per child for, the months of October, November, and 
December, 1946.—Dr. SUMMERSKILL replied : Children 
' between the ages of six months and two years receive a 
priority supply of eggs at the rate of three a week, and all 
other children receive one egg at each ordinary allocation. 
During the last three months of 1946 each child in the priority 
class received approximately thirty-nine eggs, and other 
children received approximately eight eggs each. | 


` Future Level of the Meat Ration 


Colonel A. Wraae asked the Minister of Food if he was yet 
able to make a statement about the, future level of the meat 
ration.—Dr. SUMMERSKILL replied: It will, unfortunately, 


be necessary to reduce the canned corned meat ration from | 


4d. to 2d., thus returning to ls. 2d. total meat ration from 
July 13. When the meat ration was raised to ls. 4d. last 
July, the Minister said he hoped that it could be kept at that 
level throughout 1946, and possibly into the early months 
of 1947. We have, in fact, maintained the ls. 4d. ration for 
61/, months of this year. The reasons that it has now to be 
reduced are, primarily, the falling home production caused 
by this year’s severe weather and heavy slaughtering last 


autumn, and a temporary factor, the abnormal growth of 


feed in recent weeks, which has led farmers to delay the sale 
of fatstock until later in the year. If home supplies had 
been normal we should have been able to raise the carcase 
meat ration by 2d. when we reduced the canned corned meat 
ration—which we always knew we should have to do some- 
time this year. It is impossible to say at present how long the 
ration will have to remain at ls. 2d., nor how much of it will 
have to be issued as canned corned meat; the position is 
bound to be difficult for several months. The House may be 
assured, however, that we shall make the most determined 
efforts to restore it to ls. 4d. 


Rehabilitation of ex-Service Pensioners 

Mr. H. Huaues asked the Secretary of State for Scotland 
how many rehabilitation centres for members of the Forces 
there were in Scotland; where they were situated; and if 
he would make a statement on their work and progress. 
—Mr. WEstwoop replied: Provision is made by the Ministry 
of Pensions for the medical rehabilitation of ex-Service 
pensioners at their hospital in Musselburgh, and the Ministry 


also have arrangements for the treatment of ex-Service: 


pensioners at a hospital in Glasgow where similar provision 
exists. I understand that all patients in the Ministry’s 
hospital whose physical condition permits undergo a course 
of medical rehabilitation in a fully equipped centre as part 
of routine treatment and that very satisfactory results have 
been achieved. I-am also informed that the Ministry of 
Labour and National Service are taking steps to establish a 
centre near Glasgow for industrial rehabilitation at which 
special provision will be made for ex-Servicemen. | 


Death Certificates 

Mr. J. A. SPARKS asked the Minister what precautions were 
taken to secure that the cause of death certified upon a death 
certificate was correct; and, in view of the evidence at the 
recent coroner’s trial at Southport, what steps he proposed 
to take to ensure that death should not be certified from 
wrong or false causes. 

Wing-Commander N. J. HULBERT asked the Minister if he 
was aware that the law now permitted medical practitioners 
to issue death certificates in respect of near relatives ; and if 
` he proposed to introduce legislation to amend this practice.— 
Mr. Bevan replied : The position under the Births and Deaths 
Registration-Aets-and Regulations is that a registered medical 
practitioner who is otherwise competent in the circumstances 
of the particular case to give a certificate of the cause of 
death is not, precluded from doing so by reason of relationship 
to the deceased, and it is not open to the registrar of births and 
deaths to reject a certificate on that ground. The duties of 
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the registrar include the duty to report to the coroner before 
registration deaths in certain specified categories including 
any which he has reason to believe to be unnatural, or acci- 


_ dental, or attended by suspicious circumstances, or the cause 


of which appears to be unknown. I do not at present 
contemplate amending legislation on any of these matters. 

Mr. H. Hueuus: Will the Minister consider introducing a 
provision whereby death certificates shall be countersigned 
by an independent medical practitioner _—Mr. Bevan: I do 
not contemplate any amendment of the law at present. 


School Meals and Milk 


Mr. S. SwWINGLER asked the Minister of Education how many 
gallons of milk per month were distributed to, and how many 
meals per day were served in, schools in England and Wales . 
during the first quarter of 1947, by comparison with the 
same quarter of 1939.—Mr. Tomson replied: I regret 
that comparable quarterly figures are not available, and that 
the returns obtained in February, 1947, were rendered 
unreliable by the severe weather. For the year 1946 the 
monthly consumption of school milk averaged 3,544,000 
gallons, including the consumption at the independent 
schools, which were admitted to the scheme in 1942. The 
average monthly consumption in the year preceding the war 
was approximately 2,250,000 gallons. The daily number 
of children having dinner at grant-aided schools in October, 
1946, was 2,252,000, and the corresponding figure in 1939, 
before the outbreak of the war, is roughly estimated at 
250,000. 

Doctors’ Panels 


Mr. S. Hastinas asked the Minister of Health how many 
doctors undertaking service under the National Health 
Insurance Act had approximately the maximum number 
on their lists; and how many within 500 of this maximum.-— 
Mr. BEvan replied: I regret that the desired information is 
not available. | | 


Public Health 


Smallpox ; 

Barnsley.— After an interval of four weeks the six- 
teenth case was detected and removed to hospital on 
June 30; the diagnosis has been confirmed by the 
recovery of variola virus on egg culture. The patient is 
a woman, aged 62, vaccinated in infancy and during the 
1914-18 war. She is suffering from a modified attack 
commencing. on June 24, with a discrete rash appearing 
on June 28. The source of infection is at present 
undetermined. — 

Bilston.—A schoolboy, aged 10, was removed on 
July 2 as a suspected case. A rash had appeared on the 
previous day. He had been vaccinated on June 23. 
The diagnosis is still unconfirmed. | 


Poliomyelitis 


Notifications for the week ending June 28 show a 
further increase to 56, compared with 44 in the previous 
week and 8 in the corresponding week of 1946. The 
disease is widely scattered over the country, some three 
dozen sanitary districts being involved. 


Polioencephalitis 


Polioencephalitis notifications have also jumped to 11 
from an average.of 2 to 3 a week. It is not yet known 
whether this rise is merely a reflection of the increased 
incidence of poliomyelitis or whether there is in fact a 
prevalence of encephalomyelitis and encephalomeningitis, 
distinguishable from anterior poliomyelitis.and resemb- 
ling the series of cases described by Jennings. An 
increase in cerebrospinal-fever notifications to 57 may 
have some significance in this connexion. Perhaps more 
information on this subject would be forthcoming if 
practitioners ceased to restrict notifications of polio- 
encephalitis to cases believed to be manifestations of 
anterior poliomyelitis. | 


Infectious Disease in England and Wales 
WEEK ENDED JUNE 28 
Notifications.—Smallpox, 2; scarlet fever, 947; 


. whooping-cough, 2052; diphtheria, 182; .paratyphoid, 


10; typhoid, 10: measles (excluding rubella), 9377 ; 
1. Jennings, G. H. Lancet, 1947,i,471. 0 
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pneumonia (primary or influenzal), 342; 
fever, 57; poliomyelitis, 56;‘ polioencephalitis, 11; 
encephalitis lethargica, 2; dysentery, 66; puerperal 
pyrexia, 94; ophthalmia neonatorum, 62. No case of 
oo plague, or typhus was notified during the 
week. 

Both cases of smallpox were notified in ote fendsbine= Ong at 
Bilston and the other at Willenhall. 

Deaths.—In 126 great towns there were no deaths 
from enteric oe scarlet fever, or diphtheria, 7 (0) 
from measles, 9 (4) from whooping-cough, 76 (3) from 
diarrhoea, and enteritis under two vears, and 7 (1) from 
influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified duri ing the week 
was 272 (corresponding to a rate of 29 per thousand 
total births), including 27 in London. 


Obituary 


WILLIAM GOUGH 
M.B. LOND., F.R.C.8., F.R.C.O.G. 


cerebrospinal 


Mr. William Gough, emeritus professor of obstetrics 
and gynecology in the University of Leeds, died on 
June 29 at the age of 71. He received his medical 
education at Leeds, and after taking his M.B. Lond. with 
honours and a gold medal in physiology in 1900 he was 
appointed senior house-surgeon at the Leeds General 

and later senior resident anzsthetist to the 
Women and Children’s Hospital there. Settling in con- 
sultant practice in Leeds he took his F.R.c.s. in 1903, and 
in due course was elected to the staffs of the Infirmary 
and the Women and Children’s Hospital. He also served 
as honorary medical officer to the Leeds Maternity 
Hospital. At first lecturer in gynecology in the univer- 
sity he was later appointed to the chair from which he 
retired in 1936. Always greatly interested in pathology, 
he ran the Yorkshire Pathological Laboratory for several 
years. A foundation member of the Royal College of 
Obstetricians and Gynecologists he was appointed to 
the council in 1937, and during the blitz he came to 
London regularly to attend its meetings. He was 
elected a vice-president in 1942, and in 1944 did valuable 
work as chairman of the examination committee. 

“‘Gough’s bent,’’ writes a colleague, 
towards gynecology than obstetrics. He had an excel- 
lent general surgical training and was an exceptionally 
rapid and skilful surgeon. Completely ambidextrous in 
his surgical work, he used knife or needle equally well 
with either hand. He resented perhaps more than most 
the arduousness of obstetrics, and he was a very con- 
servative exponent of the obstetric art. Bedside teaching 
did not appeal to him, but it was possible to learn a 
great deal from him by watching him at work in the 
theatre. He said little, but when he spoke it was to the 
point. An astute clinician with excellent judgment, he 
was strikingly fair-minded.” 

In 1905 he married Miss Agnes Innes Crane Fraser, 
and she survives him with one son and four daughters. 


WILLIAM FIELDING ADDEY 
= M.D. LOND., F.R.C.P. 


Dr. W. F. Addey, consulting physician to the East 
Suffolk and Ipswich Hospital, died at his home at Otley 
on June 20. Between his schooldays in Manchester and 
his student days in London he spent some years on 
the Continent, where he learned to speak German and 
French fluently. He took the Conjoint qualification from 
University College Hospital in 1899 and graduated 
M.B. with honours in medicine the following year. After 
holding house-appointments at his own hospital and at 
Queen Oharlotte’s he took his M.D. in 1902. For a time 
he acted as assistant surgeon at Croydon General Hospital, 
while practising with a group of doctors headed by Dr. 
Parsons-Smith. But on his demobilisation in 1919 after 
two years’ service with the R.A.M.C. he settled in practice 
at Ipswich. He was specially interested in electrocardio- 
graphy, and his published work included papers on heart- 
block and the treatment of heart disease. In -1935 he was 
elected F.R.C.P. | 


OBITUARY 


“Was more 


Association. 
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A colleague writes: ‘‘ Addey was a physician of the 
old school, who relied chiefly on his clinical acumen 
and a routine investigation for his diagnosis, but he 
was always ready to make use of modern aids. Active 
in all he did, his hobbies were yachting, music, and 
travelling, and his keen sense of humour and charming 
Victorian manner endeared him to all. His mortification 
was great when his beloved Paris fell, and the war years 
took a heavy toll, so that it was no surprise when three 
years ago he was obliged to give up work. After a gallant 
struggle, followed by a long and tiresome convalescence, 


- successfully overcome, he hoped to carry on again, 


but it was not to be. He died suddenly and peacefully 
reading a book, and his picturesque figure will no longer 
grace our meetings.” 


His widow survives him with two daughters. He was 
75 years of age. 
HERBERT HENRY MILLS 
M.D. LOND. 
WHEN the Insurance Act was introduced Dr. Herbert 


Mills was one of the few who from the first took an active 
part to secure its working, and in his book Politics from 


` Within Lord Addison writes : 


“ In the struggle to which we were committed two men, 
Dr. H. H. Mills of Kensington, and Dr. Lauriston Shaw, one 
of the physicians of Guy’s Hospital, stand out in my recol- 
lection as prominent for courage and ability. The opposition 
and opprobrium which these high-minded men endured, 
although they were by no means alone in this respect, was 
shameful and discreditable to the last degree. If ever men 
deserved well both of the profession and the public these: 
two did. Their endeavour was to prevent the profession 
being committed, with all the misfortunes to itself and to 
the public that would certainly have ensued, to a refusal to 
coéperate with the State in a great endeavour.” 


Dr. Mills himself went on the panel, to the great surprise 
of most of his Kensington patients, and served on the 
advisory council of the National Insurance Act, and the 
London Insurance Committee. He was elected president 
of the West London Medico-Chirurgical Society in 1931, 

and was also a fellow and member of the council of the 
Medical Society of London, a member of the council of 
the Röntgen Society, and a medical referee for upe 
Prudential and other insurance societies. 

Dr. Mills, who had qualified from the Westminster 
Hospital in 1891, continued practising until three days 
before his death on July 1, at the age of 78, from ` 
pneumonia and heart-failure. He leaves a widow and 
one daughter, Dr. Hermia Mills. 


FRANCIS ELLIOT FOX 
B.A. CAMB., M.R.C.S. 


Dr. Fox, who died on April 27, was medical superin- 
tendent of Brislington House, Bristol, a private mental 
hospital which has been owned and administered by his 
family for several generations. His father, Dr. Bonville 
Fox, died when he was a boy, and the succession from 
father to son was further delayed by service in the 
1914-18 war. On leaving Winchester F. E. Fox joined 
the Army, where he reached the rank of captain. While 
stationed in Persia towards the end of, the war he 
received grave head injuries, but he made a good recovery 
and was able in 1919 to go up to Cambridge to begin 
the study of medicine. From Caius College he went to 
the London Hospital and qualified in 1924. After 
holding a clinical assistantship at the London and a 
house-appointment at the Bethlem Royal Hospital, he 
was for a time assistant medical officer at Peckham 
House before he returned to Bristol to take up the work 
for which he had trained. In 1940 he published in the 
British Medical Journal a paper describing his clinical 
experience with electrically induced convulsions. 

A man of fine“presence and kindly bearing, ‘‘ Sonny ’ 
Fox (as he was affectionately called by his many few) 
was capable both in professional and public affairs. He 
was a member of the Bristol city council and for many 
years chairman of the Frome Conservative and Unionist 
.His chief hobby was gardening, and at 
Brislington House he made a beautiful garden even more 
beautiful. He married in 1940 Ethel Mary Skuse, who 
survives him with one son. 


ee ee 


PICCIOTTO, L. G., M.R.C.P., D.M.R. 
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Appointments: - 


BLAcKkKwOO0OD, WILLIAM, M.B. Edin., F.R.C.S.E. : asst. pathologist, 
National Hospital for Nervous Diseases, Queen Square, 


London. 

DOBBIN, MURIEL, M.B. Glasg. : M.O. for maternity and child welfare, 
Bermondsey. 

GIBSON, G. H., M.B. Glasg., D.P.H.: deputy county M.O.H., 
Leicesters 


HALPERIN, RACHEL, M.B. Lond., D.P.H.: deputy M.O.H., Guildford. 
SAX BA M.R.C.8.: asst. rádioioaist, Bradford Joint Hospitals 
ounc 
KELING, M. D., M.R.C.8., D.T.M. & H. : asst. port M.O., Liverpool. 
PHILPS, F. R., M.B. Lond. : asst. county M.O., Salop. 
aast. radiotherapist, Mount 
Vernon Hospital: and the Radium Institute, Northwood, 
Middlesex. 
REES, HARLAND, B.M. Oxfd, F.R.C.S. : 
for Stone, London. l 
RICKARDS, A. G., M.B. Lpool: pathologist, Royal. Lancaster 
Infirmary. S 
SHILLITOE, A. J., M.B. Lond., M.R.C.P.: pathologist, Kingston- 
upon-Hull health department. 
VARLEY, J. F., M.B. Camb., M.R.C.P.: physician, Southlands Hos- 
pital, Sussex. 
WHETNALL, EDITH, M.8. Lond., F.R.c.8.: director of deafness aid 
oe The Royal ‘National Throat, N ose, and Ear Hospital, 
ondon. 


Queen Mary’s Hospital for the East End, Tondon.: : 
Asst. Obstetric Surgeons : 
Barns, H. H. F., M.B. Lond., F.R.C.8., M.R.C.O.G. 
SPIERS, B. G., M.B. N.Z., F.R.C.S.E., M.R.0.0.G. 


The Hospital for Sick Children, Great Ormond aig London: ‘ 


BONHAM CARTER, R. E., M.B. Camb., M.R.O.P. 
outpatients. 
KEITH, DOROTHEA, M.B. Belt. : hoube-surgeon. 
LAURANCE, B. M., M.R.C.S. house-physician. 
STREET, F. N., M.B. Sydney. F.R.C.S. : house-surgeon. i 
TIZARD, J. P. M., B.M. Oxfd, M.R.C.P., D.C.H.: resident medical 
registrar. 
WIncE, W. H. D., M.B. Lond. : 
Selly Oak Hospital, Birmingham : i 
CLARKE, G. R., M.B. Birm., F.R.C.8.E.: chief asst. surgeon: 
GUEST, I. A., M.D. Camb., M.R.C.P.: chief asst. physician. 
HoBBEs, T. H., M.B. Lond., D.A. : anesthetist. f 
JACKSON, W. P. U., M.B. Camb., M.R.C.P. : chief asst. physician. 
LEASK, A. R., F.R.C.8.: chief asst. surgeon. 
McCUTCHEON, JANE, M.B. Glasg.: resident asst. anesthetist. 
NEVILLE, MARY, M.B. N.U.I., D. OBST. R.C.0.G. : chief asst. gynæco- 
logist and obstetrician. 
Purr, W. M., M.B. Lond., M.R.C.P. : chief asst. physician. 
WEITE, J. R. A., M.B. St. "And., F.R.C.8.E.: chief asst. surgeon. 


General Infirmary, Burton-on-Trent : 
JOHNSTONE, R. D. C., M.D. Lond., M.R.C.P.: visiting physician. 
MAOCMAHON, JAMES, M.B. N.U.L : casualty aca 
West Riding, Yorks : 
M.O.H. and divisional M.O.: 


PROCTER, R. A. W., M.C., M.B. Čamb., D.P.H., D.T.M. & H. 
REEVES, A. J., M.B. Dubl., D.P.H. 


Births, Marriages, and Deaths 


BIRTHS 


Auprose.—On a uly 1, in London, the wife of Dr. Gordon Ambrose 

—a daug 

ForsyTHE.—On June 29, the wife of Dr. Kirk Forsythe—a son. 

FostTER.—On June 26, at Ryde, Isle of ee the wife of Surgeon 
Lieutenant A. O. Foster, R.N.—twin s 


surgeon, St. Peter’s Hospital 


house-physician. 


GrEARY.—On July 3, in London, the wife: ¢ of Dr. H. V. Geary— . 


` a daughter. 
MAYNE.—On June 27, the wife of Dr. A. H. Mayne—a son. 
TRDE am June 27, the wife of Mr. Kenneth Pridie, F.R.c.s.— 


Wuson-—on J June 29, in Glasgow, the wife of Dr. R.B. Wilson— 


a daugh 
MARRIAGES 


EvaNns—MORE.—On May 31, at Ipswich, Gordon M. Hylton Evans, 
M.R.C.8., to Hannah Mary More, 8.R.N. 

ILLINGWORTH—REDHEAD.—On July 3, Ronald S. Illingworth, M.D., 
to Cynthia Mary Redhead, M.B. 

KENNON—HOUGHES.—On June’ 28, at oe Robert Warton 

* Kennon, M.B., to Joan Margaret Hughes, M 

RYDER—ROoDEN.—On June 28, at Bristol, M Michael H. Ryder, 
M.R.O.8., to Edith Stéphanie "Roden. 

WALTERS—LARGE.—On June 30, in London, Geoffrey Alexander 
Bagot Walters, F.R.O.8.E., to Daphne Large. 


DEATHS 


BERRIDGE.—On July 5, at Enderby, near Leicester, William 
Robert Morpott Berridge, M.R.C.S., aged 80. 

BLAKEMORE.—On July 6, at Ipoh, Ree ha William Leslie 
Blakemore, M.B. Birm., D.T.M. & H., D.P.H. 

CLEVERTON.—On July 2, at Bel Royal, J ersey, Thomas Charles 
Albert Cleverton, M.R.C.8., aged 67. 

DavIES.—On June 24, at Mooi River, Natal, William , Thomas 
Frederick Davies, C.M.G., D.8S.0., M.D. Lond., ‘aged 86. 

GovuGcH.—On June 29, at Leeds, William Gough, B.8C., M.B. Lond., 
F.R.C.8., F.R.C.0.G., aeea 71. 


MACKENZIE.—On July 4 » at Naze Hill, Samuel Ridley Mackenzie, 


M.D. McGill, aged 85. 

MaYLARD.—On June 27, at Peebles, Alfred Ernest Maylard, 
B.8. Lond., F.R.8.E., aged 

Mr18s.—On J uly 1, Herbert Henry Mills, M.D. Lond. 
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Notes. and News 


WORLD FEDERATION OF CLINICAL PATHOLOGISTS 


A WORLD federation of societies devoted to clinical patho- 
logy will, it is hoped, be brought into being as the result of 
a meeting of the European Association of Clinical Patho- 
logists held at Cambridge on June 27. At this meeting the 
European Association reconstituted itself as a World Federa- 
tion of constituent bodies. Dr. S. C. Dyke, president of the 
European Association, occupied the chair; members of 
interested societies in Czechoslovakia, France, Great Britain, 
Norway, and the U.S.S.R. attended. The meeting appointed 
a committee composed of Dr. Dyke as chairman, Dr. W. H. 
McMenemey and Dr. J. Ungar as joint secretaries, and Dr. R. 
Cruickshank (London), Prof. Raoul Kourilski (Paris), and 
Dr. F. Pick (Prague) as advisory members, for the purpose 


of calling a meeting of delegates from as many interested 


associations as possible in Paris next November during the 
meeting of the French Société de Biologie Clinique, with a 
view to formulating a constitution and electing officers. 

The aims of the World Federation will be: (1) to develop 
clinical pathology, defined as the application of pathology 


‘and its allied sciences to medicine ; (2) to have regard to the 


` x 


scientific and professional status of those engaged in its | 


study and practice ; and (3) to foster international amity and 
goodwill. The constituent bodies composing the federation 
will be societies devoted to the advancement of clinical 
pathology. All members of such constituent bodies who are 
qualified medical practitioners or university graduates engaged 
in the study and practice of clinical pathology will ipso facto 
become members of the federation; in addition individual 
membership will be available to all who are eligible for member- 
ship but are unable to form or belong to a constituent body. 


It is intended that all constituent bodies shall throw their 


meetings open to members of all other constituent bodies, 
and it will be a first aim of the federation to encourage a free 
intermingling of its members at all meetings of the constituent 
bodies. 
conference at least once in every three years at the same time 
and place as the summer meeting of one of its constituent 
bodies. It is hoped that the first conference may be held in the 
summer of 1948. 

The Czechoslovak Association of Clinical Pathologists 
through its president, Prof. H. Sikl, the French Société de 
Biologie Clinique through Prof. R. Kourilski, ‘and the Associa- 
tion of Clinical Pathologists of Great Britain through its 
secretary, Dr. McMenemey, have signified their readiness to 
join the federation. It is hoped to gain a world-wide member- 


ship, and societies throughout the world devoted to clinical | 


pathology are invited to communicate with the joint secretaries 
of the federation committee: Dr. W. H. McMenemey, Patho- 
logical Department, the Royal Infirmary Worcester, or Dr. J. 
Ungar, Glaxo Laboratories, Greenford, Middlesex. 


B.O.A. G. MEDICAL SERVICE 


AN account of the medical branch of British Overseas 
Airways Corporation was given by Air Vice-Marshal Sir 
William Tyrrell, the medical director, at a press conference 
in London on July 8. The principal aims, he said, are safety, 


regularity, and comfort ;. and one of the first tasks is to. 


humanise air transport. The medical service of a civil 
airline should be an intimate service in which the doctor has 
leisure to study the air-crews or ground-technicians for 
whom he is responsible; and the doctor must come to be 
regarded not as a ‘‘ career-cutter’’ but as seeking to help 
air-crews to achieve their full expectation of life and to retain 
their economic independence. In accidents the. human 
element is paramount; and the doctor’s job should be to 
penetrate unobtrusively into the lives of pilots so that he 
can judge of their fitness to fly. Eventually the doctor may 
be allowed to use his intimate knowledge to stand down, 
in conjunction with the executive branch, any member of 
an air-crew, without ignominy or effects on the man's career ; 
but this essential improvement calls for great increase in the 
size of the medical service. To retain their alertness flying 
personnel, like athletes, must discipline themselves. Sustained 
self-discipline of this sort is not easily achieved, and certainly 
regulations will not achieve it. It calls for an inspired 


. executive and medical service and for. first-class flying 


personnel; but it can come really only from within the 
individual and the corps of individuals,.and for its attain- 


ment a corps d’élite spirit must be fostered. A central. 


~y 


It is proposed that the federation shall hold a general 
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codrdinating board at Ministry level could do much t6 
promote civil-aviation medicine; one of the board’s tasks 
would be to ensure suitable first-aid arrrangements at airports. 


SCOTTISH EXECUTIVE COUNCILS 


ORDERS made by Mr. Joseph Westwood, Secretary of State 
for Scotland, fix the areas to be served by the 25 executive 
councils which are to be set up under the National Health 
Service (Scotland) Act, which comes into operation next year 
on July 5. Glasgow, Edinburgh, Dundee, and Aberdeen are 
each to have their own council, as are the counties of Angus, 
Ayr, Caithness, Dumfries, Dunbarton, Fife, Inverness, 
Lanark, Orkney, Renfrew, Ross and Cromarty, Sutherland, 
and Zetland. The remaining twenty counties are grouped 
under 8 executive councils, the combinations being Aberdeen 
and Kincardine; Argyll and Bute; Banff, Moray, and 
Nairn; Kirkcudbright and Wigtown; Midlothian, West 
Lothian, East Lothian, and Peebles; Perth and Kinross ; 
Roxburgh, Berwick, and Selkirk ; Stirling and Clackmannan. 
According to the Department of Health for Scotland appoint- 
ments to the councils will be made in a few weeks’ time. 
Members are to be appointed partly by the local authorities 
and the doctors, dentists, and chemists in each area, and partly 
by the Secretary of State. The councils are to be responsible 
for administering the family-doctor service and dental services 
for the general public, and for arranging for pharmaceutical 
supplies in connexion with both medical and dental treatment. 


University of Cambridge 


On June 17 the degree of m.D. was conferred on M. S. M. 
Fordham. 


University of London 


Mr. D. W. Logan, D.PHIL., has been appointed principal 
of the university in succession to Mr. Harold Claughton, who 
is retiring at the end of the year. Dr. Logan has been clerk 
of the university court since 1944. 


University of Birmingham 


On July 4 the degree of M.D. was conferred ex officio on 
Prof. William Melville Arnott, Prof. Thomas McKeown, and 
Prof. J. M. Smellie, and the degrees of M.B., CH.B. on Dr. 
J. J. Elkes. The following degrees and diplomas were also 
conferred : 

M.B., Ch.B.—M. G. FitzGerald (with second-class honours) ; 
J. W. Baker, J. B. Binks, C. W. Bird, D. G. Boyle, F. A. J. Bridg- 


water, Philippa H. Cadbury, A. 6. Caines, A. M. Clark, C. P. 
Cotterill, G. A. Dalton, Deryk Darlington, C. J. C. Davey, Jean M. 


Evans, Sheila Fairclough, Margaret L. Fallon, G. E. Faulkner, 
O. P. Gray, D. A. Hanson, F. G. Isaacs, W. C. Lees, W. F McIlveen, 
Beryl W. Marson, F. W. Millard, A. L. Mintz, J. C. Pougher, 


L. W. Robinson, P. W. H. Robinson, Barbara Shaw, N. Be Shinton, 
M. J. Simpkiss, Geoffrey Slaney, A. J. White, Rose A. J. Whitelaw, 
et D. Wigley, *Jacqueline Domenet, *Ruth W. Towler. 

D.P.H.—Edith M. M. Alexander, Joyce M. Allen, R. J. Calvert, 
Frances M. Earle, Herbert Geuter, J. R. Gibson, D. M. I. Harmar, 
A. F. Morgan, E. C. Ostler, W. R. Perry, R. G. Record, B. D. 
Robinson, F. A. Smith, Margaret M. Timpany. 

C.P.H.—T. F. H. Dutfell, F. E. Fletcher, Evan Williams. 

*In absentia 


University of Durham 


-At congregations held on July 1 and 2 the following degrees 
were conferred : 


M.D.—P. B. Crone, W. A. S. Falla, *J. H. Middlemiss, Charles 
Neubauer, *S. G. Siddle, Paul Szekely, Mary D. Taylor. 

Ph.D. (in Medicine).—*Shujaat A l 

M.B., B.S.—J. P. Anderson, Anthony Ashcroft, G. M. Bell, 
*S. A. Biggart, Joan Bride. Sheila M. Cameron, D. a Cawthorne, 
Lucy E. Coates, Rowland Cowley, Jacqueline Eliott, . L. H. Field, 
Peggy Foster, J. B. Fox, Jan Glaser, D. L. Golightly, A. C. Grittith, 
W. P. Haigh, Ap huny Hand, Bernard Hayes, Catherine V. Johnston, 
Jessel Josephs, A. R. Kirby, H. F. Lake, T. K. Lamballe, *D. B. 
Leaming, Elizabeth U. Lee, M. F. Levy, F. I. Locke, Lorna M. 
McLeod, *Keith McKay, Margaret A. Nattrass, A. O. Odulate, 
Margaret J. Parbrook, *R. T. Parr, David Refson, A. A. Reid, 
M. C. Robson, A. I. Rowe, J. N. S. Simpson, Patricia M. M. Smith, 
A. H. Snaith, *W. E. Suflield, Sonia H. J. Sumner, Evelyn Swangren, 
Anastasia Swinburne, Helena C W W ardle, D. G V. 
Whittingham. 

*Tn absentia. 


University of Dublin 


On July 2 the following degrees were conferred at the 
School of Physic, Trinity College : 


M.D.—W. P. Griffin, Philip Jabkovitz, H. D. McGorry, L. L. Nel, 
A. E. B. de Foure Wheeler. 

M. Ch.—G. E. Nevill. 

M.B., Boh ‘B.A.O.—H. A. Adams, A. D. H. Browne, C. R. 
Deuchar, Marion T. Gaston, M. V. Graham, E. R. Haynes, Evelyn M. 
Holberton, Monica A. Jackson, A. J. B. Kilpatrick, Fenwick 
Kirkpatrick, G. B. Leitch, E. McColl, J. M. McCormick, R. M. 
Peet, Marjory A. Pollock, M. S. r Elisabeth M. Wann, Ruth R. 
Watson, J. L. Wilkinson, Ian Wilson. 
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University of Manchester 
At recent examinations the following were successful: 


M.D.—S. B. Rampling. 


M.B., Ch.B.—P. D. Fowler, Muriel Lister, Letitia E. Woodvine 
(with second-class honours); Barbara Anderson, Margaret Pagahaw, 
Mary L. Barrett, Kurt Bonger, J. I. Bentley, Peter Brooks, 
Chadwick, Elizabeth H. Clow, Sheila A. Costello, P. J. ooa. 
Leslio Dawson, Jack Dubberley, R. D. P. Eaton, George Fairclough, 
Maurice Feingold, J. R. C. Flett, S. F. Gilbert, Ruth Goodier, : 
Bernard Goodman, K. S. Holt, Christine M. Hope, Thelma B. 
Hoyle, A. K. Karfoot, D. P. Keirby, N. P. Lancaster, William Lees, 
D. C. Lindars, G. P. Love. H. G. Lowe, V. T. Mason, J. G. Mathie, 
H. L. Matthews. I. O. Miller, G. N. L. Mulliner, Alan Murphy, 
Jack Nagington, J. A. Nightingale, L. M. Norburn, John Rimington, 

S. L. Royce, Margaret E. R. Stoneman, D. B. Stott, C. H. Thompson, 
7 T. L. Unsworth, G. W. Waters. 

D.P.M.—H. A. Cole, Robert Cotter, R. C. Cunningham, Samuel 
Falk, I. McD. Kerr, M. G. McColl. 


- University of Aberdeen 


On July 3 the following degree and diplomas were conferred : 
M.D.—L. D. M. Gavin. 


D.P.H.. James Cramond, Alma C. Dickie, J. L. T. Dickie, 
J. S. Hamilton, R. B. Killoh, A. W. McBain, Robert McDonald, 
Alexander Mair, W. H. P. Minto, R. G. Auray: G. M. Reid, G. S. 
Riddell. A. G. Scott. E. T. Shennan, A. A. Shivas, W. D. Swinney, 
W. L. Walker, J. H. Wood. i 


University of Glasgow 


Dr. J. N. Davidson has been appointed to the Gardiner 
chair of physiological chemistry in the university in succession 
to Prof. G. M. Wishart, who has been appointed director of 
postgraduate medical education in the university. Professor 
Davidson has held the chair of biochemistry in the University 
of London at St. Thomas’s Hospital medical school since 
last year. 


Royal College of Surgeons of England 


Election to the Council.—On July 3 Mr. R. J. McNeill Love 
was re-elected and Mr. A. Lawrence Abel and Mr. J. B. 
Oldham were elected members of the council. Sir James 
Walton, who also received the requisite number of votes, is 
prevented by the terms of the 1947 charter trom taking his 
seat as he has already served for 16 years. There will, 
therefore, be a vacancy until the next election. The result 
of the poll was as follows: 


< 


Voles 
R. J. MCNEILL LOVE (Royal Northern) ey ss 839 


[Sir JAMES WALTON (London) 6 as 835] 
A. LAWRENCE ABEL gies Beatr ice) — ar 637 
J. B. OLDHAM (Royal Liverpool United) ta 5 629 
A. DICKSON WRIGHT (St. Mary’s) T 609 
H. W. Symons (General Infirmary, Leeds) . 3 557 
H. C. EDWARDS (King’s College) si T ee 478 
L. CARNAC RIVETT (Middlesex) es are aie 356 
M. F. NICHOLLS (St. George’s) g ; 277 


In all 1563 fellows voted : 
to be invalid. 


in addition 6 VOS were found 


King’s Physicians 

The King has appointed the following to be his honorary 
physicians for a period of three years : 

Dr. James Boyd, chief M.o., ministry of health and local govern- 
ment and ministry of labour, Northern Ireland ; el Pave Daley, 
M.O.H. and school M.o., London County Council : . M. Fraser, 
M.O.H., Inverness (Highlands apd Islands Medical E Sir 
Walter Haward, ).G.M.8., Ministry of Pensions ; Sir Wilson Jameson, 


chief M.0.. Ministry of "Health and Ministry of Education; Dr. 
Norman Tattersall, P.M.O., Welsh National Memorial Association. 


Royal Society of Medicine 


Colyer Prize.—Applications for the next award of A prize 
should be submitted not later than Oct. 1, 1947, to the prize 
committeo at 1, Wimpole Street, London, W.1. The award 
is offered for the best original work in dental science completed 
during the previous five years by a dental surgeon educated 
at any recognised dental school in Great Britain or Northern 
Ireland, who has not been qualified for more than five years. 


Petrol Rationing Perfods 


The Ministry of Fuel and Power have decided to extend 
from four months to six months the rationing periods for 
supplementary allowances of petrol for private cars and 
certain other vehicles. For medical practitioners the next 
rationing period will cover the six months from Oct. 1, 1947, 
to March 31, 1948. This will be made clear in a printed 
letter which will accompany the issue of coupons in September. 
The change has been made for the convenience of business 
and professional car users and to secure stafi savings in the 
regional petroleum offices. It does not mean that in future 
a four months’ allowance will have to last for six months. 
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Kent Pediatric Society l 

On Saturday, July 26, at 3 P.M., at the County Hospital, 
Farnborough, Prof. Lionel Penrose, F.R.s., will speak to this 
` society on Genetics in Relation to Pædiatrics. 


Faculty of Radiologists 

At the annual general meeting of the faculty, held in 
Birmingham on June 27, Sir Leonard Parsons was elected an 
honorary fellow. ) | 


Society of Lincoln’s Inn 
The first Bennett prize of £100 has 


- 


been awarded to Dr. 


A. L. Banks, a senior medical officer of the Ministry of Health, | 


who is also a barrister of Lincdln’s Inn, for his essay on the 
Jurisdiction of the Judicial Committee of the Privy Council. 


British Empire Nurses’ War Memorial Fund 

The Queen attended a garden party at St. James’s Palace 
on July 8, when she received contributions collected for this 
fund which has now reached a total of £45,800. The Royal 
College of Physicians and Viscountess Mountbatten have 
also each given a travelling scholarship for nurses. 


‘ 
Postgraduate Federation i 

A- Royal Charter has been granted to the British Post- 
graduate Medical Federation of the University of London, and 
‘a supplemental charter to the British Postgraduate Medical 
School, Hammersmith, which will henceforth be known as 
the Postgraduate Medical School of London. 


Oliver Memorial Fund 

The trustees of this fund will make a first award of £50 to a 
British subject for original work done during the past five 
years on blood-transfusion. Applications and communica- 
tions drawing attention to suitable candidates should be sent 
to Mr. F. W. Mills, National Provincial Bank Ltd., Holborn 
Circus, E.C.1, before Sept. 30. 


Association des Médecins de Langue Frangaise 

This association is holding the 26th French congress of 
medicine in Paris from Oct. 16 to 18 under the presidency of 
Prof. A. Lemierre. The subjects chosen for discussion include 
genetics, the anti-histamine drugs, and pulmonary cysts. 
The secretary of the congress is Prof. L. Justin-Besancon, 
38, rue Barbet-de-Jouy, Paris VII. 


International Congress of Surgery | 
Those who wish to attend the XIIth congress of the Inter- 
national Society of Surgery, which is to be held in London 
from Sept. 14 to 20, should inform the secretary, Mr. H. W. S. 
Wright, 9, Weymouth Street, W.1, not later than July 31° 
Applications for membership of the society may of course be 
made at any time. . 


Society of Apothecaries 

At @ recent meeting of the court of assistants with Dr. C. 
Thackray Parsons, the master, in the chair, the following 
representatives were appointed: Central Midwives Board, 


Dr. J. P. Hedley; British Postgraduate Medical School 


governing body, Sir Cecil Wakeley; Central Council for 
District Nursing, Mr. George Wynn-Williams ; XIth Inter- 
national Congress of Pure and Applied Chemistry, Prof. E. C. 
Dodds, F.R.S., and Dr. Roche Lynch ; Commission Inter- 
nationale Permanente pour la Médecine du Travail: the 
Master. . 

The following were clothed with the livery of the society : 
Edward Leslie Moll, Philip Willcox, Frank Cook, Henry 
James Drew Smythe, and Archibald Gilpin. The honorary 
freedom of the society was bestowed upon Sir Stanley Hewett. 
The following were admitted to the freedom of the society :— 
by redemption: Evan Arthur Williams, Nicholas Bickford, 
Gerald Fitzmaurice Keatinge, G Blackburn, William 
Bentley Purchase, Robert Wilfred Scarff, Noel Gordon. 
Harris, Patrick Butler Adamson, Oliver Broadgate Brears, 
George Wynn-Williams; by servitude: John Stewart Dismorr. 
Peter William Monckton Copeman was bound apprentice to 
William Sydney Charles Copeman for four years. 

The mastery of midwifery, honoris causa, was conferred 
upon Sir Allen Daley, Sir Eardley Holland, and Sir William 
Fletcher Shaw. The diploma in industrial health was granted 
to A. Bell, and the diploma of L.m.s.s.a. to the following : 

J. A. Archer-Hall, M. G. Allen-Marsh, A. G. Lewis, G. R. Hollings, 
R. P .’K. Sen, R. D. C. Hart, P. Sattin, F. W. P. Clutterbuck, A. R. 
Ellerker, J. S. Lambe. 
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Monday, 14th ; 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.6.2 | 
3.45.P.M. Prof. T. Nicol: Applied Anatomy of the Alimentary 


Canal. ; 
5 P.M. E N. F. Maclagan: Liver Efficiency Tests. (Second 


ecture. 
MEDICAL SOOIETY OF LONDON, 11, Chandos Street, W.1 
8.30 P.M. Mr. F. A. Williamson-Noble: Contact Lenses. Dr. 
G. B. Dowling: Athlete’s Foot. Mr. A. Dickson Wright : 
Pruritus Ani. . 


Tuesday, 15th 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1 
5 P.M. Prof. P. ©. P. Cloake: Treatment of Disseminated 
Sclerosis by Artificial Pyrexia and Prolonged Administra- 
tion of Arsenic. (First Humphry Davy Rolleston lecture.) 


- ROYAL COLLEGE OF SURGEONS 


3.45 P.M. Prof. J. Kirk: Anatomy of Cerebrospinal Fluid. 
5 P.M. Prof. E. C. Dodds, F.R.S.: Hormones. . 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5.30 P.M. General meeting of fellows. 
SOCIETY FOR THE STUDY OF ADDICTION 
4 P.M. (Westminster Hospital, Horseferry Road, S.W.1.) Prof. 
F.-L. Golla : Alcohol and the Neuroses. (Kelynack lecture.) 


Wednesday, 16th 


ROYAL COLLEGE OF SURGEONS oh 
3.45 P.M. Dr. M. Kremer: Visceral Sensation. : 
5 P.M. Dr. E. K. Dawson: Mammary Cancer—its Genesis an 
Spread. (First lecture.) . 
TUBERCULOSIS OOCIATION & TUBEROULOSIS SOCIETY OF SCOTLAND 
2.45 P.M. (Dept. of Zoology, King’s Buildings, West Mains Road, 
Eatnburgi) Dr. H. A. Pattison: Rehabilitation in the 


9.15 P.M. Dr. H. P. Tait: Edinburgh Medical Men at the Time 
of the Resurrectionists. s Ea 


Thursday, 17th 


ROYAL COLLEGE OF PHYSICIANS 
5 P.M. Professor Cloake: Treatment of Disseminated Sclerosis. 
(Last Humphry Davy Rolleston lecture.) 
ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Dr. E. L. Patterson: Ductless Glands. 


ec -) . 
5 P.M. Dr. Dawson: Mammary Oancer. (Second lecture.) - 
6.15 P.M. Prof. J. G. Turner: Movements of Teeth. (Charles 
Tomes lecture.) l 
ROYAL SOCIETY OF MEDICINE i i 
5.15 P.M. Experimental Medicine and Therapeutics and Medical 
Society for the Study of Venereal Disease. Dr. Earle Moore, 
Dr. G. L. McElligott, Dr. E. M. Lourie: Treatment of 
witb Penicillin. ` 
TUBERCULOSIS ASSOCIATION & TUBERCULOSIS SOCIETY OF SCOTLAND 
9.30 A.M.. (Edinburgh.) Dr. H. Van den Berg: Control of 
Results in B.C.G. Trials 


(First 


athology of Amyloidosis. | : 
rthwick: Genito-urinary Tuberoulosis. 
Monaldi: Endocavitary Aspiration in the 
Treatment of Pulmonary Tuberculosis. 
BRITISH INSTITUTE OF RADIOLOGY, 32, Welbeck Street, W.1 

8 P.M. Mr Lawrence: Application of Artificial Radio- 


activity to Biology and Medicine. (Mackenzie Davidson 
ecture. ; 
Horan ogg UTE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
ace, W. 
3 P.M. Dr. r W. Magill: Modern Anssthesia. (Bengué 
ure. 


Friday, 18th 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Dr. Patterson: Ductless Glands. 
5 P.M. Prof. S. L. Baker: Fracture Callus. 


Saturday, 19th 


TUBERCULOSIS ASSOCIATION & TUBERCULOSIS SOCIETY OF SCOTLAND 
. 9.30 a.m. Mr. Norman Dott: Skeletal Traction, Surgical Decom- 
_ pression in the Management of Pott’s shred reese 
llam. Dr. A. MacLean, Dr. B. R. Clarke: Causes for the 
Breakdown of Discharged Quiescent Cases. - 


(Second lecture,) | 


BLOOD ENZYMES AND ACTIVITY OF PENICILLIN ESTERS.— 
The work by Stedman, Stedman, and White to which Dr. A. 
Compton referred in his letter on June 28 was published in 
the Biochemical J ournal, 1933, 27, 1055. 


“ Nisin.”—With regard to the inhibitory substance, 
known as nisin, discussed by Mr. Mattick, PH.D., and Mr. 
Hirsch in THE Lancet of July 5, Messrs. Burroughs Wellcome 
& Co. (The Wellcome Foundation Ltd.) inform us that ‘ Nizin ’ 
is their registered trade name for a preparation’ of zinc 
sulphanilate which is used as an astringent and antiseptic 
for local application. | 
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THE EDUCATION OF PSYCHIATRISTS * 


AUBREY LEWIS 
M.D. Adelaide, F.R.C.P. 
PROFESSOR OF PSYCHIATRY, LONDON UNIVERSITY 


Alan Gregg recently said that the Rockefeller Founda- 
tion had spent most of its funds for psychiatric develop- 
ment in subsidies for the teaching of medical students 
and the training of young recruits to psychiatry because 
the recruitment; selection, and training of psychiatrists 
is of cardinal importance to any and every activity in 
this field. This, I think, is what most of us believe, 
but we have not acted on this belief; and if we mean 
now to make good training our chief immediate aim, we 
shall be forced. to traverse some awkward country, 
throwing away goods that we have prized, and learning 
to distrust and redraw some of our time-worn maps. 

The university is the institution in which higher 
education lives and develops. In emphasising the place 
of the university in the training of psychiatrists I may 
seem to run perversely against the tradition of clinical 
instruction and hospital experience, in which the 
university played little or no overt part ; but the infiuence 
of the university, the sun of the educational system, 
warms‘ and refreshes clinical teaching in psychiatry, 
as in other branches of medicine. 


STUDENT OPINION 


Who are to be taught, and to what end are they to be 
taught ? To the first question there can be no steady 
answer because every year the training of medical under- 
graduates is changing, especially in what they learn about 
psychiatry ; and it varies much from place to place ; 
yet this is what decides the knowledge and outlook to 
be expected of new entrants into the specialty. Upon 
it, also, and upon the credit of psychiatry as medical 
students learn to judge it through their training, depends 
the type of man and woman who will want to enter the 
psychiatric field. Unless psychiatry is well taught, and 
the conditions for teaching it well are provided in medical 
schools, there can be no hope that the abler students 
and those best suited to study and practise psychiatry 
will be attracted to it sufficiently. Eloquent appeals ; 
arguments, however useful and true; _ enticements, 
whether in the form of material prospects in pay and 
promotion or as alluring chances for doing good and 


. advancing knowledge—all these will, I believe, have 


little (or only adverse) effect in enlisting good recruits 
unless medical students see for:themselves during their 
course that psychiatry is an absorbing field of medicine, 
one which gains the devotion of people whom students 
respect and would emulate. 

Though’ the outlook of medical students is already 
becoming more favourable, no doubt in response to 
effective teaching, it is still commonly asserted in this 
country that medical students form a poor opinion of 
psychiatry and psychiatrists. They say the same in 
the United States, and at Yale Professor Kahn and his 
associates tried to discover how things really stood, 
by getting their students—who had just sat their final 
professional examination—to answer a detailed opinion- 
questionary, of the multiple-choice type. I have been 
able, through the generous coöperation of Dr. E. B. 
Strauss and Dr. Henry Wilson, to obtain and analyse 
voluntary and anonymous replies to almost the same 
questionary from 75 final-year students of two large 
London medical schools. Like the Yale students they 
show a more friendly and appreciative attitude towards 
psychiatry than some would have expected. 

That it was not only the favourably disposed who answered 
is shown by the replies to several questions—e.g., that which 


*® Presidential address to the section of psychiatry, Royal Society of 
Medicine, Sept. 26, 1946. 
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ran: “Do you intend to become a psychiatrist?” Of 
the 75, 26 said they had never thought of doing so and 23 
more said emphatically that they strongly rejected the 
possibility. To the question whether they would refer a 
relative or friend with signs of a psychiatric disorder to a 
psychiatrist, 16 said they were rather uncertain whether 
they would or not. But in their answers to questions of a 
less directly personal flavour their attitude was more favour- 
able. Rather more than half of them gave psychiatry as one 
of the fields (out of fifteen branches of medicine listed) in 
which a man going into general practice most needed to be 
trained ; 47 would call a psychiatrist for a case of asthma that 
was difficult to treat; 55 liked their work with psychiatric 
patients; 46 considered the average psychiatrist’s know- 
ledge of general medicine adequate ; 30 thought psychiatrists — 
could be often, or very often, of assistance to physicians and 
surgeons in their clinical problems, and the rest (45) thought 
that psychiatrists could sometimes be of such assistance ; 
44 thought that psychiatrists on the whole had a better 
understanding of the life problems of the patient than had other 
physicians, and only 2 that psychiatrists had less understand- _ 
ing of such problems; 38 believed that what psychiatrists 


‘do frequently helps their patients, and 31 more believed that it 


is sometimes beneficial (only 4 thought it sometimes or often 
harmful); 11 were certain, and 41 disposed to believe, that 
psychiatrists have valuable techniques to teach other 
physicians and medical students; 31 felt fairly certain that 
they understood themselves better after their course in 
psychiatry, and 51 were disposed to say that after it they 
could understand the general problems of patients better. 
Moreover, they were dissatisfied with the amount of clinical 
experience they had had in psychiatry: 61 said they had not 
examined enough psychiatric patients, and 35 wanted more 
guidance and advice in their work with such patients. 


To one question, however, the answers were chasten- 
ing: 22 of these keen young observers were fairly 
certain, and 21 others inclined to think, that there are 
more odd and peculiar people in psychiatry than in other 
medical specialties: only 2 considered there are fewer | 
oddities in our ranks than in the other specialties. But 
(apart from this curious lapse in discernment) it seems 
safe to infer from the replies of the 75 students that 
psychiatry is not now a laughing-stock or a closed book 
to the bulk of medical students but a serious and on the 
whole respected branch of medicine. 


THE ALL-PURPOSES PSYCHIATRIST 


How are psychiatrists chosen ? Selection is impossible 
unless there are more applicants than vacancies that 
must be filled. This has hardly been the case with us. 
Nor could we truly say that we know the qualities desir- 
able and detectable in the fledgling psychiatrist, apart 
from those that we would seek for in the fledgling 
pediatrician or the fledgling neurologist, or indeed in 
any good doctor: we could, of course, exclude some 
unsuitable people—stupid, immature, cruel, or leaden— 
but the positive goal, the\ability to recognise peculiarly 
suitable people, is still outsidé our grasp. Guiding the 
right medical student, therefore, into psychiatry will 
seldom be a deliberate act by his educators, who have 
sized up his qualities, but often the unintentional, happy 
outcome of livening his interest and helping his aspira- 
tions until he catches fire and knows thenceforward 
that he would like most to work in one of the rooms 
in this rambling, rising house of psychiatry. 

Since there are so many rooms, specialisation within 
the specialty has been urged upon us, to follow a brief 
common training. This is at best a premature suggestion : 
unfortunately it has also in some cases been our over- 
hasty practice ; the ill effects are now constantly bother- 
ing us. Every psychiatrist, surely, must have a good 
all-round training; and such a programme as that - 
proposed by the Royal College of Physicians would make 
this possible, so far as a programme can. 

The aim of the training is an all-purposes psychiatrist. 
When he is asked to treat a child, to report on a criminal, 
to explain the origins of a strange symptom, to supervise a 
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course of insulin, to diagnose a high-grade defective, or to 
avail himself of the results of psychological tests, he should 
not have'to choose whether he will excuse or hide his 
deficiencies; he ought not to be nonplussed and as much 
off his own ground as if he had been called to deliver a baby. 
His all-round training is not designed to make him a sciolist 
who thinks he can answer every question, but to put him 
in the way of getting the experience that will give him 
scientific grounding, standards, and a sure frame of reference, 
and will fit him for the general practice of psychological 
medicine as our times require it. 

The psychiatrist, like other specialists, must acquire 
knowledge, a technical skill, and an attitude fit for what he 
has to do: he cannot, for example, dislike human beings 
. with a Swiftian rancour, he cannot view his patients’ conduct 
censoriously ‘or be indifferent to their motives and feelings, 
any more than he can afford to be clumsy in carrying out 
therapeutic measures or in getting patients to talk to him 
freely. . He`may, it is true, become an administrator, or a 
psycho-analyst, or a forensic expert, or even a professor— 
very diverse activities, but all requiring the broad training. 


I do not believe that it is wise at the beginning of the 
psychiatrist’s training to decide in what field his strength 
and interests will lie, and thenceforward to put most 
weight on that: time enough when he has boxed the 
psychiatric compass. Perhaps in a few exceptional 
cases now, and generally in that happy day when 
psychiatry will be taught to medical students with all 
the thoroughness and amplitude we could wish, it will 
be possible to curtail or amend the graduate’s broad 
training, using elective courses and individual plans of 
study : but the time is not ripe for such economy. 

_ You may be disposed to quarrel with my frequent use 
of the word “ training,” as though a psychiatrist were 
an athlete or a circus elephant.: and to remind me that 
I had chosen to speak of education. By the time. a 
man enters on the postgraduate study of psychiatry, 
his general education should be able to look after itself and 


should gain from all his experience: if it cannot, the . 


horse is out, and it will be idlé to close the stable door 
by formal teaching. John Locke said, on a similar 
` occasion, ‘‘ I have seldom or never observed anyone to 
get the skill.of reasoning well, or speaking handsomely, 
by studying those rules which pretend to teach it.” 
The whole of the psychiatrist’s postgraduate studies 
should train him in reasoning and understanding—what 
Thomas Lewis called the vital flame in education. And 
surely example and steady guidance, rather than 
precepts and ‘a course,” are the best corrective for 
defects in that general education which should fit a man 
o combine the scientific and the humane temper in his 
studies, as the psychiatrist needs to. 

Coming from this high ground to the uneven plain 
where doctors are taught to be competent specialists, I 
see only two methods as essential there—well-supervised 
practice (in hospital, laboratory, school, or clinic), and 
contact with more informed minds wherever these may 


be found—in books, seminars, educational films, lectures, - 


and case-discussions, and on less formal and didactic 
occasions. y 


If the mind of the lecturer, of the author of the textbook, 
or the conductor of the seminar is dull and petrified, the 
student carries away no spoils, but only examination-fodder : 
or if the teacher’s mind, versatile and specious, throws out 
false speculations like sparks, luckless is the student who 
comes under its spell. Equally unrewarding. is clinical work 
that is not supervised : hence comes the waste of zeal and the 
naïveté to which attention has been drawn by our critics. 
Walter Bagehot said that the self-taught and original man 
is dogmatic, decisive, and detestable. 
said that the clinically self-taught and unoriginal psychiatrist 
is in danger of being feeble and frothy, and diligently futile. 


Clinical teaching must be the core of the psychiatrist’s 
education: “taking cases,” studying and treating 
individual patients, arranging and digesting the findings, 
formulating the problem, relating it to what may be 
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learnt elsewhere than in the company of the patient— 
this is the body of psychiatric opportunity. __ 
A recent writer, Karl Menninger, lists the devices that 


‘serve the ends of psychiatric education : assigned and recom. 


mended readings; the study. and care of selected cases: 
systematic group conferences ; individual weekly conferences 
or control sessions for at least nine months: on individual 
cases under treatment; seminars and didactic lectures; 
subjective experiences—e.g., by being psycho-analysed, doing 
psychological tests, formulating one’s autobiography. His 
list. could be extended: educational films, demonstrations, 
the preparation of essays, carrying out a small original 
investigation, training in laboratory methods, “ field studies ” 
of normal children and adults, participation in the work of 
courts, remand homes, prisons, homes for the aged, personnel 
departments in industry, social agencies ; domiciliary visiting ; 
and so forth. But the essential ‘“‘ device ” is clinical practice 
carried out under suitable direction. = 


There is much proper emphasis nowadays upon 
preventive psychiatry, extramural psychiatry, social 
psychiatry, psychiatry apart from the patient who wants 
to be treated for an illness: it is clearly necessary that 
these aspects shall be studied and pursued vigorously. 
But if they are not to become chimeras fed on catch- 
words and flighty pretensions, buzzing in a vacuum, 
then psychiatrists who follow them need clinical training 
with patients of every sort, just as much as do those of us 
who pursue more familiar therapeutic aims. . 


THE USE OF HOSPITALS IN TEACHING 


The mental hospitals, which were long the sole,‘ and 
always the main, training-ground for psychiatrists in 
this country, have produced so many learned and able 
men, famous for their contributions to medicine, that it 
seems impertinent to question their teaching methods. 
But when the diploma in psychological medicine was 
introduced, many voices declared the glaring faults of 
so-called training which consisted in letting psychiatrists 
learn by doing, undisturbed: by any regular instruction. 
Outstanding improvements have softened the charges 
then made, but it is still true that in many, if not most, 
mental hospitals the junior doctors serve an apprentice- 
ship which flouts some of the principles of professional 
education. I think most of those who have examined 
candidates for the diploma in psychological medicine 
would wish the methods of training in mental hospitals 
improved. . . ‘ 

The solution of this problem surely lies not in trying 
to turn every mental hospital into a postgraduate ` 
teaching hospital, but in selecting certain mental hos- 
pitals in each region, designating them as having teaching 
responsibilities for the men and women who begin their 
psychiatric career in that region, and ensuring that they 
have the staff and organisation requisite for this. I 
assume that the new regional organisation will permit 
the regional authorities to insist that entrants into the 
mental-health service of the region shall serve during 
their training years in the designated hospitals. The 
entrants are not likely to quarrel with this; objections 
are more likely to come from mental hospitals which 
do not enjoy the staffing and other advantages of the 
training hospitals: but these non-teaching mental 
hospitals will benefit in the quality and experience of 
the men who come to them after 2'/, or more years 
novitiate in the training hospitals. 

The designated hospitals would, of course, have out- 
patient and children’s clinics connected with them, and 
the trainees would have opportunities for learning about 
mental deficiency and domiciliary psychiatry. The hos- 
pitals ‘would, in brief, command all the clinical material 
needed for training: but this by itself would be of little 
avail. Sir Francis Fraser has lately repeated the familiar 
truth that— a 

“ more is required than clinical material and the usual 
hospital equipment. The duties assigned to the candidates 
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should be sufficiently light to enable them to study their 
cases thoroughly . . . they should be encouraged by group 
discussions to share their problems and experiences, they 
must have ready access to libraries . . . above all they must 
. be guided and supervised throughout their period of 
training.” 
| These desiderata of specialist training cannot be forth- 
coming at any and every mental hospital—least of all 
at those with a small admission-rate or a propensity to 
entrust the junior members of the staff with the care 
: of the least responsive patients. 


THE SPECIALISING CLINICS 


| Hospitals are more easily seen as elements in the post- 
| graduate educational system than are the diverse volun- 
, tary clinics and institutes. Many of these have stimulated 
some kind ‘of psychiatric activity neglected before their 
advent, while others have afforded certain educational 
services at a high self-imposed level; and however we 
view some of their claims and their divagations from the 
middle road, everyone must recognise that psychiatry 
owes them benefits. They are as. anomalous educa- 
tionally as they are in relation to organised health 
services. But calling something an anomaly is different 
‘from calling for its removal or repudiation. On the 
contrary, the valuable features of these clinics and centres 
in which a still disputed theory and practice are taught 


make it desirable that appropriate links should exist. 


(for mutual advantage I hope) between certain of them 
and the postgraduate teaching institute of the university. 


THE FOUNDATIONS OF TEACHING 


Besides clinical teaching’ (which will include neurology 
in particular) there must be some laboratory experience in 
psychology, in biochemistry and electrophysiology, and 
in neuropathology. The first of these is a large topic in 
itself, intrinsically complex and made more difficult by 
uncertainty as to how much psychology the medical 
student will learn, what departments of psychology 
there will be in our universities, and what provision 
for psychological research and teaching in our psychiatric 
hospitals. Psychiatry cannot thrive if it is not soundly 
based on psychology, which is as important to it as 
physiology; yet no-one would think psychiatrists 
believed this if he overheard some of them deriding 
experimental psychology or saw them abasing them- 
selves before a psychological test result as though the 
Sibyl had spoken. 

Finally, psychiatric education must include organised 
experience of healthy people of all ages and in many 
environments. How to get this and to keep a sensible 
proportion between the attention given to it and that 
given to the more traditional clinical material will be a 
crux. Joint field-research with psychologists and anthro- 
pologists may provide one medium of training. The 
question is connected with the need for psychiatrists to 
play a part in the health service for university students, 
where it exists. This means of demonstrating mental 
hygiene in action lies so obviously at the door of the 
university psychiatric clinic and has such patent educa- 


tional value, if sensibly applied, that it should be striven- 


for, in spite of the obstacles and the many reasons for 
sober restraint in developing it. It is demoralising for 
a psychiatric institute to preach mental hygiene, or any 
other principles of professional conduct, if it does not 
practise them when it might. 


DUTIES OF THE UNIVERSITY 


What is the relation of the university psychiatric 
institute and hospital to all this? Is it to be a school 
through which pass all the psychiatrists in training in the 
region clustered around it, or is it to concentrate. on the 
training of a much smaller number to fit them for posts 
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as teachers and research-workers. There can be little 
doubt about the answer. The Goodenough Committee 
pointed out that the primary problem in psychiatric 
education is to build up an adequate supply of teachers. 
The training of such people, if'it is to be as thorough 
as the furtherance of psychiatry and its relief from its 
present straits would demand, will absorb the major 
energies of any university postgraduate schools of 
psychiatry that may be set up. If schools of this kind 
are in due course created outside London and Edinburgh, 
parallel to the undergraduate psychiatric departments, 
they would still be insufficient to provide the larger part 
of the training of all recruits to psychiatry. 


I say this with a full awareness naturally of the part which 
the Maudsley courses have played in the training of 
psychiatrists about to take the diploma in psychological 
medicine. If the training of psychiatrists could consist 
chiefly of lectures, demonstrations, and the kind of superficial 
tuition in case-taking and treatment which can be given to 
numerous ‘clinical assistants,” then the postgraduate 
schools could provide the bulk of the training for most 
or all psychiatrists-to-be. But the training of psychia- 
trists—even the least ambitious of them—clearly ‘cannot 
continue to rest on so flimsy and outworn a basis, which, 
clinically, did little more than supply the deficiencies of under- 
graduate education in psychiatry, and on the theoretical 
side practised the vices of spoon-feeding and fact-cramming, 
which are inescapable in such compressed mass teaching. 

There is no need to doubt that the last state of those who 
were thus prepared for the ordeal by examination was never- 
theless often better than the first, and that much positive 
good has been done by ‘‘ D.P.m. courses’”’; but they do not 
answer the needs of psychiatry at its present stage of develop- 
ment. Although lectures and demonstrations will, of course, 
be a valuable part of psychiatric teaching in the future, they 
are educationally of less account than supervised work in 
clinic and laboratory, seminars or discussions, guided reading, 
and tutorial sessions—all of which take up so much more 
teachers’ time. Indeed there is a direct conflict of purposes : 
courses of the D.P.M. type become the bane of genuine 
psychiatric education if they occupy pupils and teachers 
alike to the exclusion of studies and work more appropriate 
to the complex task of psychiatric training. 

Postgraduate institutes have therefore the hoise of 
spending most of their energy on contributing all they 


‘can to this quasi-universal training, or husbanding their- 


resources for the training of the honours men. , 


A third choice might lead them to concentrate on some 
division of psychiatry—for example, the forensic or mental 
deficiency—and to aim at teaching this‘on an intensive, or 
extensive, scale. But the more intensive, the more restricted 
to a select: group; the more extensive, the more it will be 
of the universal spread-the-butter-thin type; so that what 
seemed a third choice is really a variant of the two main 
choices. ` 


Between these two no true compromise seems to me 
possible: and I'am convinced that it is intensive. 
training that the university department should choose 
as its direct business. 


This choice does not shut out the uhiversity school 
from the wider field of psychiatric education: its aim 
is to increase the influence of the university upon all such 
education, but that influence can be exercised indirectly 
and through systematic exposition of aspects of psychiatry 
and of its basic sciences which can be well taught to classes, 
rather than by the lowering of standard which necessarily 
accompanies the clinical teaching of large heterogeneous 
groups. It is wasteful to put the honours and the pass 
men in the same class. 

I am assuming that, in future, bedchihiy and mental- 
health services will be so related that the part-time 
teachers will be much more numerous than in the past, 
will be drawn from all branches of the mental-health 
service, will be available for postgraduate as well as 
undergraduate pupils, and will share in the work of the 
university clinic. It will be the primary concern of 
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the university postgraduate clinic to find and train the 
men and women of outstanding promise—future admini- 
‘strators, psychotherapists, consultants, whole-time 
teachers—psychiatrists of every name and bent—who 
will have through their knowledge and achievement 
something valuable to pass on to others. 

What I am proposing is perhaps open to the objection 
of privilege: you are pretending to separate sheep from 
goats (it may be resentfully said) with your ‘“‘ honours 
men ” and “ pass men,” trying to skim off the cream, 
favouring smooth Jacob before homely Esau, reserving 
the honey for the queen bees (who may turn out to be 
drones). But in fact many psychiatrists seem to take a 
view of the training needed and attainable by most of 
those who practise our specialty that is far below any- 
thing implied or intended in what I have‘said. They 
hold that the clinical requirements laid down by the 
R.C.P. committee are far too exacting: many, for 
example, agreed with Sir Laurence Brock when he said 
in the twentieth Maudsley lecture that it would be 
disastrous to regard as psychiatrists only those who have 
taken a five years’ course of preparation and training ; 
and there was at one time support for the proposal to 
have a not very exacting common diploma for the bulk 
of psychiatrists, and a higher, more specialised, one for the 
illuminati. I hold, against such views, that psychiatry 
requires a high level of all-round training in everyone 
who practises it, and I would strongly oppose a two- 
level diploma : though I hold, equally strongly, that 
during professional training, as in every educational 
system, there is need to take account of those differences 
in endowment, interests, and probable achievement of 


students which psychologists and psychiatrists realise 


better than any. 

A three-year or five-year period of training would not, 
of course, be spent wholly within the university clinic 
and laboratories : just as the postgraduates who receive 
their nuclear clinical training in mental hospitals and 
attached outpatient departments would come to the 
university for certain lectures and studies, so the post- 
graduates of the university hospital would go to certain 
mental hospitals and other places for parts of their 
“training. 

What has the university clinic or institute to offer, that 
it can claim the chief place in the education of psychia- 
trists ? First, I answer, the qualities that mark it off 
from the technical school. Vocational training is, of 
course, essential for the doctor, but by itself can produce 
a medical craftsman, not a physician, and least of all a 
psychiatrist. Students should find in the university 
clinic the ferment and the opportunity which Flexner 
had in mind, I think, when he said that medicine can 
be learnt but cannot be taught. The postgraduate 
student, bringing his own passion and energy, learns there 
to respond to the vigorous and often creative impact of 
other minds. Anyone who has worked in an active 
university clinic knows how much he owed to the congre- 


gation of fellow-students, to their ardent, critical, lively, 


disputatious, reflective, eager minds. 

More material advantages the university ainis also 
offers—its libraries and laboratories, its easy contact 
with other university departments, its facilities for 
research, its right to select and restrict its patients for the 
purposes of teaching or research: these are indeed solid 
advantages, but I see no reason why they should not be 
at the disposal also of those who pursue postgraduate 
studies in mental hospitals and other non-university 
institutions and clinics. ‘ And it is not in these material 
advantages that we find the true virtue and promise of 
the university clinic. 


UNDERGRADUATE TEACHING 


The relationship of the postgraduate to the under- 
graduate school will have to be considered. Where, as 
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in London, there is an entirely separate postgraduate 
institute of psychiatry, and more than one undergraduate 
school with psychiatric beds, and appointments for house- 
physicians and registrars, the problem is very different 
from that which confronts the professorial psychiatric 


` unit with undergraduate teaching as its chief duty, and 


no postgraduate institute alongside it: is such a unit 
to take the main responsibility for the postgraduate 
teaching of psychiatry in its region ł. The Goodenough 
Committee appeared to think .this course desirable: 
they would encourage the assumption of such responsi- 
bilities by the teaching school and its associated hospitals 
“to the fullest possible extent consistent with their 
primary educational responsibility for the training of 
undergraduate students.” While the benefits of this 
are patent, it seems a much less suitable plan for 
psychiatry than for most other specialties, because of the 
shortage of teaching staff in the existing or contemplated 
undergraduate departments of psychiatry, and the rela- 
tively large number of entrants who will be required 
each year by the mental-health services: their instruc- 
tion would be a drain on the teaching energy and time 
of the medical-school staff, which would conflict too 
much with their primary obligation to the undergraduates : 
even if desirable as an objective, it would be hard to put 
into practice generally during the critical decade before 
us. In that time.it would surely be better to rely 
mainly upon the parallel non-university complex of 
selected mental hospitals and clinics to which I have 
referred as the inevitable and proper adjunct of the 
postgraduate institute of psychiatry, where that exists. 
Where the postgraduate institute does not exist, its 
advisory and adjuvant functions towards the selected 
non-university specialist hospitals could be carried out 
by the undergraduate department. There will always, 
of course, be a small number of men receiving post- 
graduate training in that department through resident 
and staff appointments. 


SOME RECIPROCITIES 


Then there is the relationship of the psychiatric — 
institute to the university department of psychology. 
A psychological laboratory seems an essential part of 
any active psychiatric institute—a psychological labora- 
tory, that is, not merely to meet. the clinical needs 
of diagnosis and treatment, but with teaching and 
research in the front of its activity, staffed accordingly, 
and in the closest touch with the main university depart- 
ment of psychology. I can see no ground for conflict 
here, but only for mutual aid. No doubt the medical 
school would take a hand in the postgraduate education 
of psychologists, especially for purposes close to medicine ; 
while the department of psychology might undertake 


some of the necessary psychological education of the 


psychiatrist, wherever the necessary administrative 
adjustments could be made. 

The'kinship between psychiatry and the social sciences 
raises similar issues, to be similarly handled by fraternal 
interchange and reciprocal increase. The truth is that 
for its various purposes the psychiatric institute must 
be able to take its problems, and its requests for aid in 
teaching, to any of its sister departments: statistics, 
genetics, pharmacology, industrial medicine, anthro- 
pology, pediatrics, psychology, and many more, as the 
occasion demands. ' 

As to the relationship of the teaching psychiatric 
hospital to the treatment of the sick, it is now well under- 
stood that it is the duty of the teaching unit to select 
cases for its particular needs, rather than to accept all 
and sundry ; equally it is its duty to treat the patients 
it accepts, in the most thorough, skilled, and effective 
way. The interdependence of teaching and research 
is generally recognised. Research projects moreover 
provide indispensable education for those at a stage 
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to profit by taking part in them. One of the chief 


problems of the postgraduate institute is not to reconcile 
research with teaching, but to preserve for both the 
conditions favourable to them against clinical and admini- 
strative encroachments—what Sir Thomas Lewis has 
called “‘ the crippling routine which the care of numbers 
of patients renders inevitable,” ‘‘ attendance at com- 
mittees, and numerous additional chores.” The responsi- 
bilities of each university medical school in assisting 
the development of the National Health Service in its 
region will for the next few years throw a further burden 
on the psychiatric in common with other departments— 
a necessary burden, but one not easily to be carried if 
the full obligation to teach and study disease is being 
shouldered as it ought. A professor, like the bishop of 
whom Hugh Latimer preached, cannet be two men: 
he ‘“‘ hath his office, a flock to teach, to look unto; and 
therefore he cannot meddle with another office, which 
alone requireth a whole man: he should therefore give 
it over to whom it is meet, and labour in his own 
business.” 

For kindred reasons, it might be desirable that it should 
fall to the associated non-university training hospitals 
and- clinics, rather than to the postgraduate institute, 
to conduct courses for refreshing the knowledge of 
qualified psychiatrists or of general practitioners, and for 
educating special sections of the public. There will, 
I dare say, be far more teaching to be done than teachers 
to do it: we psychiatrists shall need to agree on our 
teaching provinces, therefore, in a condominium, and will 
feel no temptation to scramble for sovereign rights and 
the power of veto. 

Child psychiatry and psycho-analysis—igneous topics 
these. As for child psychiatry, I see no valid division 
in the training of psychiatrists which could depend on 
the age of the patient, and I have no doubt that presently 
the psychiatry of the old will likewise become a prominent 
part of our branch of medicine. The chief problem in 
respect of children is how to ensure that the psychia- 
trist shall have a good knowledge of general pzdiatrics 
(equivalent to his knowledge of general medicine) without 
adding to the length of his training: and the second 
problem is to place the main period of experience with 
children at the most suitable stage of the psychiatrist’s 
three years of all-round training, before he: devotes 


himself more exclusively to that or any other division of 


psychiatric study and practice. 

Psycho-analysis is an older and thornier educational 
problem. It would be absurd to state the arguments 
or offer a tentative solution here. It can be assumed 
that for a good while to come, at any rate, psychiatrists 
will be free to choose whether they will be psycho-analysed 
or not, and that those who teach psycho-analysis will be 
free to choose whom they will analyse, and when. But 
it is unseemly that a postgraduate institute, if it holds 
that psycho-analysis may be valuable in the training of 
some psychiatrists, should shut itself off from that 
work, or profit by it. without taking responsibility for 
it, as we have profited—and how much we have profited 
—by the bold and enlightened educational effort of 
American and European centres of psychiatric training, 
at which so many of us, in the last thirty years, have 
been: nourished or polished. Means must be found, 
therefore, whereby those pupils of the postgraduate 
institute for whom psycho-analysis is judged a useful 
and necessary part of their training should be able to 
get it under university auspices, just as we aim to provide 
at home as wide and good a training as the best foreign 


schools afford. Not of course that we want to forgo 


the advantages of study abroad (a year of such study 
should be almost obligatory upon ‘honours men ”) 
nor want the university institute to take over—if it 
could—all the functions and convictions of the Institute 
of Psy.cho-analysis. 


PROFESSOR LEWIS: THE EDUCATION OF PSYCHIATRISTS 


[JULY 19, 1947 83 


The last, and the most practically urgent, question 
to consider is the determination of the criteria, and the 
means, through which approval may be given to non- 
university hospitals and clinics at which doctors can 
learn psychiatry. At the present time this is attended 
to, in a blithe and blanket fashion, by the examining 
bodies which grant a diploma in psychological medicine. 
The Goodenough Committee propose that— 


“any hospital outside a medical teaching centre that is 
used for pre-registration house-appointments should be 
specially approved for the purpose by a university... . 
A university, after approving any hospital, should notify 
the General Medical Council and that body from time to 
time should publish a complete list of approved hospitals ”’ ; 
specialist trainees should obtain practical experience 

“ particularly in the hospitals approved by the various 
universities for the purpose of pre-registration house: 
appointments.” 


This is well enough as far as it goes, though naturally 
it does not allow fully for the peculiar. distribution of 
psychiatric cases. It does, however, put the onus of 
approval on the universities, and since it is proposed 
elsewhere in their report that the award of a diploma 
in psychological medicine should be solely vested in the 
Royal Colleges, the committee evidently decided that 
the bodies which should grant or withhold approval 
ought to be not the diploma-giving but the education- | 
giving institutions. This is rational, and puts the 
primary duty of approval in the hands of those qualified 
to judge the fitness of the hospitals and clinics in their 
region. It could only be exercised fairly if minimal 
criteria of approval were laid down, and some open 
method of inspection and appraisal used. 


* xk xk 


It is hard to tell how soon it will be possible to come 
at the full means for realising aims now generally agreed 
upon by all of us. To realise these aims I think we 
must get away from the D.P.M. outlook, as I may call it, 
in psychiatric education. At its worst this outlook has 
created psychiatrists who are bare empirics, and teachers 
of psychiatry who are like the sophists that Aristotle 
denounced—‘‘ they used to suppose that they trained 
people by imparting to them not the art but its 
products.” 

What are its outstanding faults ? Too many examining 
bodies have made a uniform standard almost impossible, 
and a high standard quite impossible. The psychiatrist 
has been encouraged to nibble at many branches of 
knowledge instead of studying them, and has often come 
to regard the experts in these—for example the psycho- 
logist—as rivals or subordinates, as technicians, as 
academic playboys, as masters of strange and efficacious 
arts, as anything but scientists and collaborators on 
whom he intelligently depends. His training has not 
saved him, in psychopathology, from a weak syncretism. 
Therapeutic effort has prospered at the expense of 
therapeutic discrimination. 

Perhaps I lay too much of this at the door of the 
“ D.P.M. outlook °; these things may bespeak wider 
faults than inhere in thè D.P.M. course and examination : 
and we have now in any case the promise of a better 
system of psychiatric education, and a hetter D.P.M., 
likely to advance psychiatry greatly. But, mindful of 


` much public misunderstanding of what psychiatrists can 


do and what psychiatry stands for, we can heed the 
assurance of ‘a Victorian, ‘‘ Depend upon it, there is only 
one way of really ennobling any calling, and that is to 
make those who pursue it real masters of their craft, 
men who can truly do that which they profess to be able 
to do.” If the education of the psychiatrist does that, 
and produces men capable of adding to the knowledge 
that will advance psychiatry, then, „whatever its short- 
comings, it will have deserved well of our generation. 


` 
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VAGAL RESECTION IN THE TREATMENT 
OF DUODENAL ULCER 


I. M. ORR | H. D. JoHNson — 
O.B.E., M.D. Edin., F.R.C.S.E. M.B. Camb., F.R.C.S. 


From the Department of Surgery, British Postgraduate 
Medical School 


THE incidence of chronic and recurrent ulceration of 
the duodenum is increasing fast and unchecked and is 
already a problem of national concern. 


Tidy (1941, 1943) has emphasised this by comparing 
the numbers of discharges from the Army for peptic ulcera- 
tion in the two world wars. The figures for comparable 
periods showed a 300-fold increase for the late war. Tidy 
also states that the death-rate from this disease has increased 
several times over since 1918, in spite of a considerable 
improvement in the treatment of its dangerous complications. 

Bashford and Scott (1935) reported that, among Post Office 


workers proved to have duodenal ulcer, over 30% were. 


subsequently absent from work because of this complaint 
for more than a month per year, the average for all cases being 
fifteen days per year. 

Avery Jones (personal communication) estimates that over 


5% of men ix industry and transport now have duodenal ' 


ulcer. This is equivalent to a labour force of many thousands 
- permanently idle, or a loss of earning power of several million 
pounds a year. This morbidity and loss of working hours is 
formidable enough, but the damage to morale and human 
happiness can only be guessed. 

_ Allen and Welch (1942) have estimated that among hospital 
outpatients 20% of the duodenal. ulcers are intractable or 
relapse under medical care, and that of these a quarter 


perforate, a quarter have operations for obstruction, and half 


come to surgery for hemorrhage or intractable pain. 


WHAT HAS MEDICINE TO OFFER ? 


While it is admitted that 20% of duodenal ulcers are 
surgical problems from the start, it is usually claimed 
that thé. other 80% can be healed by proper medical 
management. But at present hospital beds can be 
spared for only very few of these patients, and treat- 
ment at home is not often adequate. The healing of 
one ulcer is seldom the last incident in the disease. 
Thus St. John and Flood (1939), after carefully following 
225 patients treated medically, found that 65% relapse 
within two years. — 


' The real problem in this condition is not so much one _ 


of healing a single ulcer as of preventing recurrence. 
The work of Greengard et al. (1946) suggests that entero- 
gastrone may one day bécome an important prophylactic 
agent, and King et al. (1944) have had promising results 
in experiments with secretin ; but so far it cannot be 
claimed that a régime has been evolved which can control 
the tendency to relapse. Nor can one ignore the risks 
which go with recurring ulcers. Even in the young age- 
group of serving soldiers, Berk and Frediani (1944) 
found that already 7-6% had perforated and 17-7% had 
bled. , 


WHAT CAN SURGERY OFFER ? 


Gastro-enterostomy.—Though many consider that 
gastro-enterostomy is still the’ operation of choice for 
a duodenal ulcer with long-standing pyloric stenosis, 
where the power to secrete acid is diminished, it is now 
beyond doubt that it is worse than useless in a high pro- 
portion of the typical ulcer patients with hypermotile 
and hypersecreting stomachs. 


St. John et al. (1939) analysed a follow-up of 225 patients 
who had been submitted to gastro-enterostomy with an 
operative mortality of 10%. Of 121 patients traced in whom 
the indication for operation had not been pyloric stenosis, 
69 were classified as unsatisfactory. Of these, 31 had new 
ulcers, 24 had bled, 14 had had further surgery, and 3 had 
died of ulcer. 

According to thé collective inquiry of the Association of 
Surgeons (1935) into over 2000 gastro-enterostomies, only 


8:4% had proved or suspected recurrent ulcers; but only 
three-quarters of the patients were traced, and the report 
does not tell us- what criteria for diagnosis were adopted or 
how many patients had symptoms not regarded as due to 
ulcer. Further, a relatively low figure may be obtained 
,by including many cases which would have been equally 
amenable to medical treatment. 

Lewisohn . (1945) reports 80% ‘“‘failures” and~ 34% of 
gastrojejunal ulcers after gastro-enterostomy. 


Gastrectomy.—After such results surgeons, led by 
Von Haberer, turned to gastrectomy as an alternative. 
The first resections were not sufficiently radical, and 
stomal ulcers continued to be common. It is now 
established that all antral mucosa must be ablated, as 
well as enough of the body of the stomach to cause 
achlorhydria, if anastomotic ulcers are to be prevented. 
The average gastrectomy for duodenal ulcer still seldom 
achieves achlorhydria ; and, as was brought out by the 
Association of Surgeons (1935), the postoperative level 
of acidity can be correlated with the incidence of 
subsequent gastrojejunal ulceration. 

Reinhoff (1945) described 260 hemigastrectomies with only 
5 deaths but ; 
with 32% of 
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A well-analysed report is that of Allen and Welch 


(1946), who performed 190 elective gastrectomies. for 


this lesion with an operative loss of 5 (2:6%). In 129 cases 
followed from one to fourteen years they found 3 proved. 
ulcers, 3 patients with hemorrhage, and 3 others with 
severe symptoms. There were a further 8 considered satis- 


‘factory but with moderate symptoms, and 23 excellent 


but not symptom-free. Altogether there were 10% of 
total failures and only 67% rendered asymptomatic. . | 

Even though it excludes cases of acute hæmorrhage, 
the figure of 2-6% for operative deaths is low. The 
operative mortality among over 2500 gastrectomies 
performed by Finsterer, Von Haberer, Burke, Schoe- 
maker, Bruusgaard, and Balfour works out at 5%, 
and some of the most skilled operators, both in this 
country and abroad, have since reduced their mortalities, 
to 1% or 2%; but such results are exceptional, and it 
is unlikely that the average figure, though constantly 
improving, is yet lessthan 5%. Thus, though the results 
are better than those which followed gastro-enterostomy, 
gastrectomy is a more dangerous operation, for the former 
probably now carries less than a 2% risk in average hands. 

Operative mortalities, further, do not give a complete 
picture of the formidable nature of gastrectomy, for in 
the series of Allen and Welch there were an additional 
12% of patients who had more or less severe immediate 
postoperative complications, and the later ‘* post- 
gastrectomy syndrome’”’ is now a recognised clinical 
entity (Adlersberg and Hammerschlag 1947). 

No wonder there is some hesitation in advising a 
patient with duodenal ulcer to submit to the removal of 
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five-sixths of what appears to be his normal stomach, 
with the likelihood that the ulcerated part of the 
duodenum will be left. Cannot surgery offer some less 
radical operation than gastrectomy, with all its attendant 
risks and disabilities—some operation which can give at 
least as good a chance of permanent cure? It is 
contended that vagal resection is a safe and effective 
alternative to gastrectomy, and we have tried it in 
50 cases with results which are so far promising. 


VAGAL RESECTION 


Rationale. —Patients with duodenal ulcer are typically 
subjects with hypermotile hypersecreting stomachs. 
Evidence has been adduced by Berk et al. (1942a and b) 
that they also fail adequately to neutralise acid in the 
duodenal bulb. 

Since the introduction by Code and Varco (1940) of 
the histamine-beeswax method of inducing continuous 
hypersecretion in laboratory animals, it “has become 
apparent that this alone is sufficient to cause chronic 
peptic ulcers similar to those found in man. : 

Further, Mann and Williamson (1923) have shown that 
side-tracking the alkaline secretion of the pancreas and 
the bile, even in the absence of artificial hyperacidity, 
will be followed by similar lesions at the site of ejection 
of the gastric chyme against the mucosa of the small 
intestine. 

Stahnke (1924, 1925) produced ulcers by repeated stimu- 
lation of the vagi, and vagal irritation was probably the 
cause of those studied by Cushing (1932) which were 
associated with hypothalamic injury and disease. 

Recent investigations by one of us (H. D. J.) on 
nocturnal gastric secretion have shown that during 
sleep the acidity reaches very high levels, sometimes twice 
aa high as those attained with histamine injection. 
Dragstedt (1947) states that the volume of secretion 
in duodenal-ulcer patients is excessive, and Bollman and 
Mann (1932) have shown that even in normal people 
neutralising power tends to tire if acid secretion is 
over-prolonged. 

Since at night there is no food in the stomach to 
stimulate secretion by hormonal action, Dragstedt 
assumed that this secretion was neurogenic, and he found 
that vagal section in dogs reduced the volume of resting 
secretion to less than half and would considerably lower 
its acidity (Dragstedt and Ellis 1930). 

The paramount factors in the establishment of 
chronicity in duodenal ulceration appear to be hyper- 
motility plus a failure of adequate neutralisation of 
acid in the duodenum, and the object of vagotomy is to 
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Fig. 2—Free HCI and total acid with alcohol, histamine, and insulin 
test-meals, before and fourteen days after vagai resection, in a man 
aged 46 with nine years’ duodenal uicer. 
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of free hydrochloric acid leaving it, so making neutralisa- 
tion easier. 

Division of the vagi at the lower end of the esophagus ~ 
eliminates the psychic phase of gastric secretion, and, 
as Hollander (1944, 1946) showed, abolishes the acid 
response to hypoglycemia. 

Vagotomy does not affect the response to igeated 
food, which is under hormonal control, but the “meal- 
time secretion 
is well buf- 
fered by the 
food and is 
relatively 


fasting night 
secretion is 
the real dan- 
ger, and, as 
Dragstedt 

(1945) showed, pr 
vagotomy Kai È 
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Fig. 3—Free HCI in hourly sila of spontaneous 
gastricsecretion during sieep, before and fourteen 


acidity. days after vagai resection combinada with gastro- 
enterostomy, in a man age with seven years’ 
Coffee and duodenai ulcer with pyloric stenosis after 


tea have a perforation. ' 

well-marked i 

stimulating effect on gastric secretion, and peptic ulcers 
of the chronic type have been produced by the injection 
of caffeine in animals (Merendino et al. 1945). More 
recently Roth and Ivy (1945) have demonstrated that at 
least part of the effect of caffeine is central, mediated 
through the vagus. 

It is reasonable to suppose, though difficult to prove, 
that the vagus is the pathway along which emotional 
factors influence the stomach, and it is well known how 
closely emotional upsets are related to the onset of ulcer | 
symptoms. Wolf and Wolff (1944) have observed, 
through a gastrostomy opening, that feelings of resent- — 
ment are accompanied by hyperemia and turgidity of 
the gastric mucosa and increased secretion. More 
recently Wolf (cited by Andrus 1947) has observed 
that after vagotomy the stomach loses this capacity to 
flush with anger. 

Section of the vagi also reduces gastric and duodenal 
motility and abolishes the excessively rapid emptying 
often found in cases of duodenal ulcer, thereby. giving | 
more time for neutralisation, buffering, and physical 
adsorption of nydroowene acid before it leaves the 
stomach. 

As Patterson and Sandweiss (1942) have shown. 
duodenal ulcer distress is felt only when the duodenum 
is actively contracting, and it is probably by the preven- 
tion of spasm that vagotomy gives immediate sympto- 
matic relief. Abolition of spasm is also likely to be ` 
an important factor in the rapid healing of the ulcer 
which is practically always observed. ` 

There is some evidence that ulcer distress is itself a 
stimulus to further secretion; hence a vicious circle 
is established of hypersecretion-ulceration-pain-hyper- 
secretion. Vagotomy breaks this circle in two places, 
by relieving painful spasm and by cutting the neural 
pathway for reflex hypersecretion. 

Dragstedt (1945), Moore et -al. (1946, 1947), and 
Ruffin et al. (1946) have analysed series ‘of 39, 37, and 
30 patients submitted to vagotomy, all specially selected 
for intractability. The follow-ups are relatively short, 
but the results may fairly be described as promising. 

Side Effects —Vagotomy has been done a great many 
times in the course of other operations, such as gastrec- 
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tomy or csophagectomy, without any specific side 
effects being observed. . Animal experiments show that 
the secretion of the pancreas is slightly reduced by 
vagotomy, but not to an extent comparable with the 
gastric effect (Crider and Thomas 1944). The secretion 
of bile appears to be unaffected (Boyden and Van 
Buskirk 1943). 

The chronic constipation common in patients with 
duodenal ulcer is cured by this operation. One daily 
motion seems to be usual after vagotomy, but 3 patients 


in the series here published had transient diarrhea . 


which lasted two weeks. . . 

The delay in gastric emptying after vagotomy is some- 
times considerable, but this seldom causes any symptoms. 
Tone gradually returns, though exceptional cases have 
been recorded in which full recovery has taken several 
- months. Hypermotility and hypersecretion do not appear 
to return, and the pathway for neurogenic activity, 
both secretory and motor, remains permanently ablated. 

In the presence of hypermotility early pyloric stenosis 
` may escape recognition, since it may do no more than 

reduce a rapid emptying time to one within normal 
limits. Reduced gastric tone after vagotomy has 
occasionally caused such an unsuspected stenosis to come 
to light. 
It has recently been reported by Machella et al. 
(1947) that normal gastric: peristalsis can if necessary 
_be restored by the administration of urethane of 8-methyl 
choline, either by injection or by mouth. 


INDICATIONS FOR VAGAL RESECTION . 


(1) Duodenal Ulcer.—The ideal subject is the young 
patient with a long history of relapses, a clear anxiety 
factor, not too much scarring or penetration, and no 
psychopathic factor in his symptoms. Vagal resection is 
likely to be recommended for the difficult case in which 
it is felt that medical measures are not maintaining a 
tolerable and reasonable level of usefulness and enjoy- 
ment of life but hesitation is felt in undertaking gastrec- 
tomy. Winkelstein and Berg (1938) have advocated 

. the combination of gastrectomy with vagotomy, and 
perhaps, if this is done, a more conservative resection 
may achieve the desired achlorhydria. 

Vagal resection alone, however, is safe, and there seems 
to be no justification for taking the risks of gastrectomy 
without first giving simple vagal section a trial. 
Gastrectomy is still in reserve if further treatment 
becomes necessary. 

(2) Gastric Uleer—In our view Gastnestouy should 
-continue to be the operation of choice for gastric ulcer, 
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test-meals, before and four months after vagal res on, in a man 


aged 51 with twelve years’ history of duodenal ulcer, showing no 
recovery of response to insulin. 


but the addition of vagal resection may be considered 
where high acid secretion has been found. _ 

(3) Stomal Ulcer.—Whatever else is done, stomal 
ulcer is a good indication for vagal resection as an added 
step. Good results have been claimed in cases where 
vagotomy alone has been used. 


_ ANATOMICAL CONSIDERATIONS 


The nerve-supply to the stomach is well described by 
Mitchell (1938, 1940), whose observations go to show 


that the vagi descending on either side of the esophagus 


divide below the roots of the lungs into 2-4 main trunks 
lying close to the lower cesophagus. Branches from the 
left vagus pass to the right and from the right 
vagus to the left, forming a bewildering plexus. Our 
observations at operation show that from their main 
trunks small filaments pass into the muscular wall of 
the wsophagus above the diaphragm and travel to the 
stomach, so that section of the vagi below the diaphragm 
can never lead to complete vagal denervation of the 
stomach. . l 
Immediately above the diaphragm, or actually within 
the hiatus, the vagal trunks, group themselves. into 
two main components. The left or anterior vagus is 
found closely applied to the anterior surface of the 
cesophagus in two divisions which pass down upon the 


' cardia of the stomach. The right division supplies a 


branch to the hilum of the liver. 

The posterior or right vagus is the larger and is found 
as one large trunk lying in loose connective tissue behind 
the cesophagus. 

It is therefore obvious that the most convenient place 
to locate the vagi is in the hiatus of the diaphragm, 
where they form well-marked trunks ; but for vagotomy 
to be complete they must be stripped up and down to 
sever the minute filaments entering the esophageal wall, 
and pecuon must be made above the diaphragm. 


OPERATIVE TECHNIQUE 


Apart from the methods described by Latarjet (1921), 
Exner and Schwartzmann (1912), and Steirlin (1920), 
all of which aim at a partial denervation, ‘there are three 
main approaches to the vagus. All three have been 
used by us with various degrees of success. 

(1) Subdiaphragmatic Vagotomy. —As its name suggests, 
the first approach is made through the abdomen. The 
nerves are found close to the cardia and there divided. 
The method is described by Wertheimer (1922). Its 
advantages are that it is easy, it is safe, and it may be 
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combined with other abdominal procedures if desired. 


- We have used it in 15 cases and have found that complete 


vagotomy was achieved in none. All our failures have 


occurred in this group. 


(2) Transthoracic Vagal Resection.—This is the method 


described and advocated by American writers. Dragstedt 
(1947) reports favourably on 140 cases, some of the 
patients having been followed for four years. Moore 


_ et al. (1946) and Grimson et al. (1945) have also been 


favourably impressed by the results of this method, and 
in many leading clinics in America it has almost entirely 
supplanted subtotal gastrectomy in the surgical treat- 
ment of refractory duodenal ulcers. The approach is 
through the bed of the left eighth rib. The nerves are 
sought in the cellular tissues below the lung roots and 


= are stripped down to the hiatus in the diaphragm. 


‘ to perform the most complete denervation ; 


It is undoubtedly the method which affords the 
surgeon the best exposure and provides an opportunity 
but its 
disadvantages are considerable: it is a severe strain on 
the patient; convalescence is prolonged; and there are 
risks associated with pleural effusion, which may require 
aspiration, and several cases of empyema have been 
reported. We have used it on three occasions when 
the effects of previous operative procedures within the 
abdomen would have made a transabdominal approach 
difficult. The cardinal disadvantage, however, is that 
the lesion in the duodenum cannot be seen and verified. 
The possibility of other abdominal lesions cannot 
be excluded; and, if it is necessary to combine the 
vagal resection with some other operative procedure, 
such as gastro-enterostomy, 
required. 


(3) Per-hiatal Vagal Resection from Below.—It has. 


been dur aim in this investigation to evolve a technique 
providing the completeness of the transthoracic resection 
with the advantages of a transabdominal approach. 
The operation will be described in detail elsewhere. Its 
essentials are exploration of the abdomen, mobilisation 
of the left lobe of the liver, enlargement of the hiatus 
in the diaphragm with mobilisation of the lower end of the 
esophagus, isolation of the vagal trunks at the level of 
the diaphragm, stripping of the vagi from the cesophagus 
upwards into the mediastinum and down to the cardia, 
and finally removal of a length of nerve from all trunks. 


Other procedures can, if desired, be combined with the 


vagal resection, and the possibility of other lesions 
within the abdomen excluded. 

The technique is not easy. It demands perfect anæs- 
thesia, perfect lighting, and skilled assistance; but, 
when it is performed by an experienced team, the strain 
on the patient is negligible and the postoperative course 


Fig. 6——Kymograph tracing showing changes in intragastric pressure 

te a man aged 51 with twenty years’ history of duodenal ulcer. Lower 
tracing, before operation, shows (l) respiratory effect (frequent 
small wave at 20 per min.), (2) tonus waves (just discernible unduia- 
tions at 3 per min., probably peristaitic), and (3) intermittent spasms 
of the whole stomach (taliest peaks—occurring at l-2 min. intervals). 
Upper tracing was made after vagal resection and shows absence 
of. gastric spasms. Record was continued for two hours. Before 
operation, gastric spasms were quiescent for periods of only a few 
minutes during the hour of observation. ' 


a second operation is ` 


smooth and uneventful. The patient is allowed out of 
bed on the second day after operation, and invariably, 
if he has been suffering pain before operation, he is 
emphatic that his pain has gone immediately after it. 


INTERIM RESULTS 


We have done 50 vagotomies or vagal resections in 
this series during the past two years without a death. 
The only serious postoperative complication was an 
empyema following a transthoracic resection. All the 
cases have been followed, and the results so far may be 
summarised as follows : | , 


Incomplete Vagal Resections Complete Vagal Resections 


Average follow-up Average follow-up 
period .. .. Lyr. 7 mths. period .. me 6 mths. 
Longest follow-u Longest follow-up 
period .. .. 2yr. 7 mths. period .. .. Lyr. 4 mths. 
Average titratable Average titratable 
“free” HCl in “free” HCl in 
whole of night whole of night 
secretion— secretion— 
Before operation.. 50 c.cm. of ; Before operation.. 43 c.cm. of. 
N/10 HCI% | N/10 HA% 
After operation .. 31 c.cm. of | After operation .. 7 c.cm. 0 
N/10 HC% N/10 HOA% 
Cases Cases 
Bed T i Bad, poor, or fair z% 0 
oor 
Fair 1 | Good ee ee ee 4 
Good: 7 | Excellent .. 30 
Excellent .. 4 | 
Total 16 | Total 34 


Bud.—No patient has yet complained of worse symptoms after 
vagal resection; 1 patient died from a massive hemorrhage © 
three months after a partial operation. : 

Poor.—No relief, or moderate relief only. 

Fair.— Definite reduction in frequency and severity of 
but not symptom-free. 

Good.—Ulcer pain absent since operation; on full work, but with 


symptoms, 


* varied and slight discomfort, such as ‘“‘ wind’’ or need to avoid 


_in diet or medication. 


r 


certain foods. 

Excellent.—Completely symptom-free since operation, on full 
wore end full diet, and with definite improvement in mental 
outlook. 


The operations on these 50 patients have been spread over the 
last 2!/, years. In no case is the oponi long enough after operation 
to justify a final evaluation of results. l 


Subdiaphragmatic Vagotomy.—In 15 patients the sub- 
diaphragmatic route was used, and in these vagotomy 
was incomplete, as shown by the insulin test.. One of 
the patients died three months after operation from a 
massive hæmorrhage from his ulcer ; 3 continued to have 
symptoms ; 5 have continued at full work enjoying good 
health for two years; and 3 subsequently developed 
stenosis requiring gastro-enterostomy but have remained 
well since that was performed. The remaining 3 have 
been followed for over two years and have continued at 
work, with occasional discomfort requiring restriction 
In all this group, save the 3 who 
were not improved, the stomach lost its hypermotility 
and the ulcer-appeared on subsequent radiography to 
have healed. In few cases, however, was there an 
appreciable fall in gastric acidity, and in no case was 
there a negative response to an insulin test-meal. One 
may infer that this procedure, while likely to benefit 
the less highly acid type of ulcer, is of little or no value 
in the treatment of the duodenal ulcer associated with 
excessive acid secretion. | 

Transthoracic Vagal Resection.—In 3 patients trans- 
thoracic resection was done. Two of these resections 
were for duodenal ulcer, and one for stomal ulcer following 
a previous gastro-enterostomy. In all 3 patients (the 
first now a year after operation) the acidity has fallen 
to, and remained at, a low level.. All 3 patients are 
symptom-free, but 2 were incapacitated for several 
months following the operation by discomfort in the 
chest wall. This operation appears to have a place 
in cases of stomal ulcer or when adhesions, the result 
of previous intervention, render difficult an exposure of- 
the hiatus from below. | 

Per-hiatal Vagal Resection from Below.—This opera- 
tion, which we prefer, was performed on 32 patients, all 
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of whom have lost their duodenal pain.. All; save the 
most recent, are at. work, and all are pleased with the 
result of the operation. The full effect. on the acid 
secretion is not seen till three months after the operation. 
All the patients have a well-marked reduction in gastric 
tonicity. Most show a six-hour residue of barium, and 
2, with old periduodenitis and stenosis, have had gross 
delay in emptying but have nevertheless put on weight 
and been symptom-free. A gastro- enterostomy may 
be necessary, however, if the stomach does not regain 
sufficient tone to drive the meal through the narrowed 
pylorus, and 7 patients have been submitted to this 
additional procedure. Appetite has been poor imme- 
diately after operation but has returned to normal in a 
few months. Most patients have remarked on a freedom 
from their old-standing constipation; and 3 have 
complained of transient and spontaneously a 
diarrheea after operation. 

The effects of this operation on the titratable “ free ” 
acid in the spontaneous night secretion and after insulin 
and histamine injections are shown in figs. 1, 2, 3, and 4. 
In patients tested over a year after operation the fall in 
acidity was found to have become even more marked. 
Fig. 5 illustrates a result after four months and fig. 6 
shows the effect on gastric motility. These curves are 
selected as representative and a more detailed report will 
be given elsewhere. 


DISCUSSION 


The end-results of medical therapy in duodenal ulcer 
- have been reviewed, and it appears that 65% of patients 
have relapsed within two years, and many have developed 
acute complications. Though gastro-enterostomy con- 
tinues to offer a satisfactory answer to the problem of 
stenosis, provided the gastric acidity is not excessive, even 
subtotal gastrectomy is not always a satisfactory choice 

for the highly acid type of ulcer. 
= able mortality, there is a growing concern among those 
who see the late' results of gastrectomy. The incidence 
of stomal ulcer in 2-9% of patients submitted to 
gastrectomy for duodenal ulcer is disquieting, and an 
appreciable number continue to have distressing symp- 
toms though no stomal ulcer can be detected radiologically 
or have symptoms attributable to the gastrectomy itself. 
For these unfortunate people medical therapy avails 
little, further and more radical surgery is out of the 
question, and their last state may be worse than the first. 

Per-hiatal vagal resection is advanced at this stage 
aS a surgical measure in the management of duodenal 
ulcer for information only, since without a long follow-up 
no comparison can be made with the late results of sub- 
total gastrectomy. Nevertheless we have the authority 
of Dragstedt (1947) that a four-year follow-up of their 
vagal-resection patients shows freedom from recurrences. 
One thing, however, may be asserted with confidence— 
the fatality-rate of vagal resection will always be less 
than that of gastrectomy. The procedure, placing as it 
does little strain on the patient, may be confidently 
advocated by physicians at an earlier stage in the 
dyspeptic’s life and not only as a last resort after 
months or years of invalidism and pain. 

We do not yet know the long-term results of vagal 
resection, but it will not spoil the chances of a successful 
gastrectomy in any patients whe may in the future relapse. 
In other words, vagal resection may be looked on as a 
reconnaissance in force in the war against duodenal 
ulcer. Little is lost if, on occasion, it fails, and we still 
have at our disposal the full-scale attack by gastrectomy 
with all the risks involved by such large-scale operations. 
A lasting success by vagal resection is a triumph of 
physiological strategy, and a failure spells disappointment 
but not disaster. A failure following gastrectomy, 
however, is an irretrievable reverse in which much has 
been sacrificed without hope of withdrawal. 


Apart from an appreci- | 


a 
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=- SUMMARY 

. The incidence of duodenal ulcer is Samar high 
and fast increasing. 

Though 80% of ulcers can be healed medically, 65% 
of patients have a recurrence within two years. 

The risk of complications is considerable: 1 in 4 or 
5 duodenal- ulcer patients bleed or perforate while still 
young. 

Gastrojejunostomy is a failure as a routine procedure. 
It carries a mortality of about 2% and does not cure 
more than half the patients. 

Gastrectomy is more successful if it is sufficiently 
radical, but it-is also more dangerous. The operative 
mortality may be 5% in average hands, and the recurrent 
ulceration-rate 2-9%. A further percentage are not freed 
of symptoms, and new symptoms may result from the 
operation itself. 

It is claimed that vagal resection is a safe Stamey’ 
giving promising results. 

The rationale of vagal resection is ‘considered. 

The operation is described in outline and-the advantages 
of a trans-hiatal section by way of an abdominal approach 
are presented.. 

+ Attention is drawn to the poor results which follow . 
incomplete section, and to the importance of differentia- 
ting complete from partial vagotomies by the insulin test. 

An interim report is presented on the progress of 50 
patients submitted to vagotomy or vagal resection. 
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CLINICAL THERMOMETERS AS A 
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Most of us are familiar with the sight of a nurse 
progfessing slowly round the hospital ward carrying a 
tray on which is the customary equipment for taking the 
patients’ temperatures. The purpose of this paper is 
to demonstrate that she may be unwittingly introducing 
into their mouths a large dose of various pathogenic 
and non-pathogenic bacteria. 

In her textbook of nursing, Pearce? describes the 
method of sterilising clinical thermometers as follows : 


“ The articles required are : a clinical thermometer standing 
in a jar with cotton-wool at the bottom in order to protect 
the end of the bulb, the jar being three parts filled with some 
disinfectant solution, such as 1/20 carbolic, 1/1000 perchloride 
of mercury ; a jar containing some either moist or dry wool 
swabs with which to wipe the thermometer after use; a 
receiver in which to place the used swabs. It has been found 
that wiping the thermometer with wool adequately cleanses 
it because the surface is shiny and smooth so that germs do 
not readily adhere to it. If there is a sink handy, the thermo- 
meter is held under running cold water for a few seconds after 
taking it from the patient before wiping it.” 


She dges not say how this procedure should be modified 
when the temperatures of 20-30 patients in a general 
ward are taken. By questioning a number of nurses from 
various hospitals, we find that the technique varies 
considerably in detail but conforms to a general pattern. 


CURRENT PROCEDURE 
A ward of 20-30 patients is supplied with a varying 


number of thermometers—usually not more than 5. 


or 6. These are left standing upright in a small jar 
at the bottom of which is a small piece of cotton-wool. 
The jar is more or less full of a fluid which is usually 
pink and is credited with the property of sterilising the 
thermometers in a few seconds. When the temperatures 
are to be taken, the nurse places the jar containing the 
thermometers on a tray, with a small bowl containing 
cotton-wool, and perhaps a bowl of water. 
tures are taken in batches limited by the number of 
thermometers available. The thermemeters are with- 
drawn from the fluid one by one, dipped into the water, 
wiped with cotton-wool, and placed in the patients’ 
mouths. Probably four or five temperatures are taken 
at the same time. The thermometers are then removed 
from the mouths, dipped in the bowl of water, ‘and 
replaced in the coloured fluid. The nurse then passes 
to the next batch of patients, and the process is repeated. 
This recurs all round the ward, the same tiny bowl of 
water being used, and the thermometers left in the pink 


1. Pearce, E.C. General Textbook of Nursing, London, 1937, p. 23. 
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The tempera- 


fluid for a matter of seconds, only -between patients. 
After the round of the ward has been completed, the 
thermometers are left in the jar until the temperatures 
are taken again, when the whole process is repeated. 

The pink fluid in the bowl containing the thermometers 
is changed sometimes once in twenty-four hours, but 
often less frequently. The coloured fluid varies in 
composition ; 1 in 20 carbolic acid seems to have been 
originally advocated, but is by no means always used, 
because it tends to remove the figures from the thermo- 
meters and the patients dislike ‘its taste. Glycerinum 
thymol co. is commonly used by itself or sometimes 
mixed with equal parts of 1 in 20 carbolic acid. Some 
hospitals use a weak solution of * Dettol’. or other 
antiseptic. 

The following tests will show that the procedures out- 
lined above are not only unsound but may be dangerous. 


INVESTIGATION ‘OF FLUIDS USED FOR STERILISING 
THERMOMETERS 


Fluid from the thermometer jars from all wards in the 
hospital was collected into sterile containers at random, 


TABLE I—ORGANISMS GROWN FROM FLUIDS USED FOR > 
STE RIEISING: THERMOMETERS 


' Estimated : 
Ward Thermometer no. of Organisms developing ‘on 
r fluid organisms blood-agar plate 
per c.cm, 


A | Glyc. thymol co. Strep. viridans, non-hwmo- 
lytic streptococcus, micro- 
coccus, Bart. colt anaero- 
genes, Kriedlander’s bacillus, 
and a vibrio-like organism 


7,500,000 


Micrococcus, Bact. coli anaero- 
genes, Friedlander’s bacillus, 
and a vibrio-like organism 


Staph. aureus pyogencs, & 
capsulated coliform, Bact. 
fecalis alkaligenes, and 
Friedlander’s bacillus 


we 


Glyc. thymol co. | 49,000,000 


C Equal -parts of 45 
glyc. thymol co. 
and 1/20 phenol 


Staph. albus, non-hemolytic 
streptococcus, Bact. colt 
anaerogenes, and two types 
of poorly growing gram- 
negative bacilli 


Bact. 
vibrio-like organism, 
a poorly growing 
negative bacillus- 


Staph. albus,, two . types 
of micrococci, Bact. coli 
anacrogenes, Friedlander’s 
bacillus, a vibrio-like organ- 
ism, and a poorly growing 
gram-negative bacillus 


- .Q}| None 


a ro a i ee ee E aD 


D | Glyc. thymol co. | 14,000,000 


coli anaerogenes,"'"a 
and 
gram- 


tj 


Glyc. thymol co. | 19,000,009 


'zj 


Glye. thymol co. 900,000 


G 1/20 phenol 


we a ee ee ee ee oe 


without the ward having previous warning, and it was 
accepted only after one or more thermometer rounds 
had been undertaken. The results from ward to ward 
were not therefore strictly comparable. After collection, 
a loopful of the fluid was plated on 4% horse-blood- 
agar plates and incubated at 37°C for twenty-four hours. 
Various colonies were then picked off and the organisms 
investigated. At the same time as the plating several . 
dilutions of the fluid were made. Plates were poured with 
these dilutions and with melted nutrient agar. These 
were incubated at 37°C for forty-eight hours, the colonies 
counted, and the number of viable organisms per c.cm. 
of the original fluid estimated. These methods are not 
very accurate, but some indication of the bacterial 
contamination is obtained. The results are given in 
table 1. 

Much difficulty was experienced in identifying many 
‘of the organisms, but they were defined as accurately 
as possible. It will be seen that the thermometer fluids 
were grossly contaminated with various pathogenic and 
non-pathogenic organisms. Since glycerinum thymol co. ` 
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was the usual fluid used, it was decided to test its 


bactericidal powers. This was done by adding Staph. 
pyogenes (Oxford H strain), Strep. hemolyticus group A, 
and . Bact. coli to separate 10 c.cm. amounts of 1 in 3 
glycerinum thymol co. (this is the strength dispensed 
here, but varying dilution occurs on the wards). These 
were allowed to stand at room temperature and after 
1/,, 1, 4, and 24 hours samples were taken and poured 
with nutrient agar (in the case of streptococci with sterile 
serum added at the time of the pouring). By this means 
the numbers of viable organisms were estimated (table 11). 


TABLE II-—-BACTERICIDAL POWERS OF GLYCERINUM 
| THYMOL CO. i 


Original no. per | After 
Organisms c.cm. of glyc. 
thymol co. | 1), hr.| 1 hr. | 4 hr. | 24 br. 
Staph. pyogenes .. 6000 | 6000 | 550 4 0 
Sirep. hæmolyticus 56,000 8000 30 0 0 
Bact. colt .. 3500 : 3000 | 3000 | 2300 | 240 


Phenol has long been known as a powerful antiseptic, 
and table 1 shows that diluted 1 in 20 it is much superior 
to glycerinum thymol co. as an antiseptic, though it 
may not be effective in the very short time in which 
thermometers remain in it during a round. Table 0 
shows that glycerinum thymo! co. is useless as a bacteri- 
cidal agent for sterilising thermometers. 


DISCUSSION 


If the above-described method of taking temperatures 
is used, thermometers remain in the ‘‘ sterilising ”- fluid 
only a few seconds between one patient and the next. 
The thermometers are returned repeatedly to this fluid 
and after each ward round remain there. Thus the 
fluid in the jars is frequently contaminated and diluted 
with saliva and the water on the thermometer tray. 
With an efficient antiseptic, such as 1/20 phenol, the 
fluid will probably be sterilised between the rounds, but 
with an inefficient antiseptic, such as glycerinum thymol 
co., there will be little or no sterilising of the fluid. The 
passage of bacteria from one patient to the next during a 
round must depend on the care, efficiency, and knowledge 
of the nurse and on the potency of the “ sterilising ” 
fluid. | 

Though some antiseptics are bactericidal in a few 
seconds, these would almost certainly be harmful to the 
~ mucosa of the mouth or noxious to the patient. For 
example, Gardner and Seddon? have shown that clean 
unwashed skin is virtually sterilised with 2% iodine in 
70% alcohol in 15-20 sec., but such a solution could 
hardly be used to sterilise thermometers, because in spite 
of all possible care a patient would sooner or later have 
his temperature taken with the fluid still on the thermo- 
meter. The use of inefficient antiseptics such as 
glycerinum thymol co. gives a false feeling of security, 
- and even efficient antiseptics would have their limitations 
under the present method of taking ward temperatures. 


’' CONCLUSIONS 


We suggest that, if ward temperatures are to be taken 
in the mouth, each patient must be supplied with a 
separate thermometer which he keeps to himself as 
long as he stays in hospital. This can be left by the 
patient’s bed in a small jar containing an antiseptic 
solution. When he leaves hospital, his thermometer 
must be properly sterilised before béing used again. 
This can be done by washing the thermometer in running 
cold water, drying it, and placing it in some effective 
antiseptic for a time long enough to allow the antiseptic 
to act. | 


2. Gardner, A. D., Scddon, H. J. Lancet, 1946, i, 683. 


HORMONAL TREATMENT OF DEFICIENT 


LACTATION l 


RESULTS WITH CRUDE ANTERIOR-PITUITARY 
EXTRACT ` 


MARGARET ROBINSON * 
M.D. Belf., D.P.H. | 
RESEARCH ASSISTANT, MEDICAL RESEARCH COUNCIL 


InN an extensive study of failing lactation in women 
(Robinson 1943) no obvious reason was found for the 
failure in at least 40% of the cases examined. It seemed 
that an endocrine dysfunction might be responsible, but 
no Clinical signs of this were discovered. On the suggestion 
of Prof. F. G. Young and with the support of the Medical 
Research Council and the clinical advice of Mr. J. M. 


. Wyatt, the influence of various hormone preparations 


on failing lactation was investigated. The present 
report deals with the results of treatment, during the 
puerperium, with crude anterior-pituitary extract, 
administered either alone or with other substances. 


METHOD 


Assessment of Milk Yield.—From the fifth to the 
thirteenth day of the puerperium the infants were test-fed 
at every feed. The sum of all the test-feeds done in one 
day gave the total daily output of milk and was calculated 
for each day of the puerperium. After discharge from 
hospital the mothers reported for test-feeding when 
their infants were four weeks, six weeks, twelve weeks, 
and six months old. Two consecutive test-feeds were 
done on each of these days. The times of the feeds were 
either 10 a.m. and 2 P.M., or 12 NOON and 3 p.m. The 
average of these two test-feeds was multiplied by five or 


six, according to whether the infant was being fed 


four-hourly or three-hourly. This gave the total daily 
output of milk in the fourth, sixth, and twelfth weeks 
and sixth month of lactation. | 


Criteria of Failure to Establish Lactation in the Puer- 
perium.—In 500 untreated lactations the infants were 
test-fed each day during the puerperium and were 
followed up during the next six months. Failure before 
the sixth month of lactation was rare where the milk 


-output on the fifth day of the puerperium had been at 


least 10 oz., and on the tenth day at least 16 0z., whereas 
nearly all the failures occurring in the first three months 
of lactation had had a milk output of less than 10 oz. on 
the fifth day of the puerperium, or of less than 16 oz. 
on the tenth day., Therefore an output of at least 10 oz. 
on the fifth day of the puerperium and of 16 oz. on the 
tenth day was taken as the standard of establishment of 
lactation in the puerperium. 


TREATMENT 


` Four different types of hormone treatment were used 
and three different types of non-hormonal treatment were 
used to provide controls. As a further control, an eighth 
group of patients was left untreated. In all, 126 patients 
were investigated, this number being randomly distri- 
buted among the eight groups indicated above. To 
avoid reactions to the protein in the crude ox anterior- 
pituitary extract, injections of this material were not 
given to patients with a family history of allergy. 

All infants were test-fed on their fifth and tenth days. 
If, according to the criteria mentioned above, there was 
a failure to establish lactation on either of these days, 
experimental or control treatment was given daily until 
the thirteenth day, except in the case of injections, 
which were only given for five consecutive days. On the 
average, treatment began on the seventh day of the 
puerperium and ended on the thirteenth day. The milk 


* Working with a full-time grant from the Medical Research Council 
at St. Thomas’s Hospital, London. 
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yield was determined daily by test-feeds. The test- 
feeding began on the fifth day, or on the tenth day, and 
continued until the fourteenth day. The subsequent 
course of each lactation was followed up by assessing the 
daily milk yield from test-feeds done at the end of the 


fourth, sixth, and twelfth weeks and sixth month of 


_ lactation. 

Hormone preparations were given as follows : 

(1) Injections of crude ox anterior-pituitary extract. 

(2) Injections of crude ox anterior-pituitary extract plus 
estrogens by mouth. 

(3) Injections of crude ox anterior-pituitary extract plus 
dried thyroid gland B.P. 1932 by mouth. 

(4) Injections of crude ox anterior-pituitary extract plus 
estrogens and dried thyroid gland B.P. 1932 by mouth. 

The control treatments were as follows : 

(1) Breast massage as advocated by Randall (1945). 

(2) Injections of physiological saline. 

(3) Administration by mouth of a proprietary galactogogue. 

Crude Ox Anterior-pituitary Ertract.—This was a clear 
sterile extract prepared as described by Young (1938) 
and supplied by Glaxo Laboratories Ltd. 
tion was such that 1 c.cm. contained the material 
extracted from 250 mg. of fresh ox anterior-pituitary 
tissue. Each c.¢m. possessed prolactin activity (pigeon 
crop-gland assay) equivalent to about 20 1.u.  Folley 
and Young (1940) showed that this extract was much 
more highly effective than prolactin in enhancing the 
milk yield of cows in declining lactation. Folley and 
Young (1941) suggested that trials of this material should. 
be made in women with failing lactation. Once a day 
the extract was injected intramuscularly into alternate 
buttocks in diminishing amounts as follows: 5 c.cm., 
5 c.em., 2 c.cm., 2 c.cm., 1 c.em. Reactions to the 
injections were few and were. localised at the site of 


injection. 
@Œstrogens.— The synthetic material hexcestrol (Boots- 
Ltd.) was used, 1 mg. tablets being given by 


mouth four times daily during the period of pituitary 
treatment in two of the groups of patients. 

Dried Thyroid Gland.—Tablets gr. 1, made by the 
pharmacist at St. Thomas’s Hospital from powdered 
thyroid gland B.P. 1932, were given by mouth four times 
daily during the period of pituitary treatment to two 
groups of patients. 

RESULTS 

The accompanying table shows the results obtained 
in the treated cases and in controls. The mean daily milk: 
output before treatment was practically the same in 
the treated cases and the controls. The increase was 
also the same during treatment and continued to be the 
same up to the twenty-eighth day of lactation. Then in 
the controls the mean daily milk output began to fall, 
and by the sixth month of lactation it had fallen to 50% 
below the original level. In the treated cases the fall in 
the mean daily milk output was delayed until after the 
sixth week of lactation, and by the sixth month of 
lactation it was still slightly above the original level. 
The percentage of infants who were still being breast-fed 
at six months was almost twice as high among the treated 
cases as it was among the controls. The reason for this 
can be seen when the mean daily milk output for each 
group of cases is examined separately. The controls 
contain the group with the worst results, whereas the 
treated cases contain the group with the best results. 

Where no treatment was given, the breast-muk had 
completely dried up in every patient by the third month. 
The 21 infants were entirely bottle-fed before they were 
three months old. These were the worst results. Where 
crude ox anterior-pituitary extract plus dried thyroid 
gland were given, 38% of the infants were still being 
breast-fed at six months. These were the best results. It 
is noteworthy that any form of treatment is better than 
no treatment at all. 


Its concentra- 


The mean daily milk output was increased by over 100% 
in the 21 cases treated with crude ox anterior-pituitary 
extract plus dried thyroid gland. The rate of increase in 
daily output was no greater than it was among the con- 
trols and the other treated cases. The mean daily milk 
output continued to rise until after the third month of 
lactation, whereas among the controls and the other 
treated cases the increase in mean daily milk output 
ceased about the sixth week of lactation, and the total 
increase therefore never became as high as 100%. At 
the sixth month of lactation the cases treated with crude 
ox anterior-pituitary extract plus dried thyroid gland 
gave a mean daily milk output well above the mean daily 
yield before treatment. At the sixth month of lactation 
most of the controls and the other treated cases gave a 
mean daily yield of less than the mean daily yield before 
treatment. 

In 7 of the 21 cases treated with crude ox anterior- 
pituitary extract plus dried thyroid gland, the dried 
thyroid gland alone was continued after discharge from 
hospital. Dried thyroid-gland tablets gr. 1 were given 
daily by mouth until lactation had failed, or until the 
fifth month of lactation. The results were no better 
than among the patients whose pills had been discontinued 
on discharge from hospital. In the group of patients 
given hexcestrol besides crude ox anterior-pituitary 
extract plus dried thyroid gland the results were no better 
than in the controls. 


MILK YIELD OF WOMEN WITH FAILING ‘LACTATION 


) 


Mean daily output of 
` milk (02.) before, during, 
and after treatment No. of 
No. a zz | infants 
Treatment of hj b& jajaj 9 g breast- 
es cases | S| 8 |8|) 2] 2 fed 
a!loqi|#!]#] a| á |6 months 
2j] Aid|)» + ' 
wy © ~ ~~ N = 
w A| Oj w N) 
Crude anterior-| 16 16] 8 8| 6 6 5 | 3(18%) 
pituitary extract 
Crude anterior-| 13/7] 8 | 7|.8). 6| 4] 2(15%) 
. pituitary extract plus 
hexcestrol | i 
Crude anterior- 21 6 | 9 (12/13; 13 | 11 | 8 (38%) 
pituitary extract plus | 
thyroid | ; , 
Crude anterior- {17 15:687) 3 3 | 2(11%) 
pituitary extract plus 
hexcestrol plus thyroid | 
Mean for 67 women .. | .. |6| 8 | 9| 9j 7| 6l15(22%) 
Massage si eo | Il 7 9 111/12 9 8 | 3(27%) 
Proprietary galactogogue| 15 7 8 9/ 9 8 2 | 2 (13%) 
Saline injections  .. 19 | 5) 7 9; 9| 5 5] 4(21%) 
No treatment .. .. | 211517 4] 7! 2] of 0 0 
Mean for 66 controls .. | 6 | 8 9 | 8 | 5 41/9 (13%) 
i 


Further investigations will need to be carried out with 
dried thyroid gland alone and in combination with 
hexæstrol, to find out whether the 100% increase in 
output was caused by the dried thyroid gland, and 
whether hexcestrol can counteract this effeet. - From 


_the results shown in the table it seems unlikely that 


crude ox anterior-pituitary extract is of any value in 
stimulating deficient lactation in puerperal women. 
. SUMMARY | 

In puerperal women with deficient lactation daily 
injections of crude ox anterior-pituitary extract alone 
gave no better results than those obtained in controls. 

When the crude ox anterior-pituitary extract was 
reinforced by dried thyroid gland gr. 4 daily by mouth, 


' the increase in output was twice that obtained in the 


controls, and the increase continued longer. 
When hexestrol was given at the same time as the 
crude ox anterior-pituitary extract plus dried thyroid 
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gland, the results were no better than those shown by the 
controls. 

It is therefore possible that dried thyroid gland may 
stimulate lactation in the puerperium, and that hex- 
cestrol may counteract its action. 


In the cases treated with crude ox anterior-pituitary ` 


extract plus dried thyroid gland the full effect of the 
stimulation of lactation, seemed to be obtained by 
treatment in the puerperium only. 

The continuation of the dried thyroid Hiid alone, 
after discharge from hospital, seems to be unnecessary. 


I wish to thank Mr. J. M. Wyatt, F.R.C.S., F.R.0.0.G., Mr. A. J. 
Wrigley, F.R.0.s., and Prof. F. G. Young, D.SC:, for their help 
and criticism ; and the nursing staff of St. Thomas's Hospital 
for their codperation. I am indebted to the Medical Research 
Council for their support and to Glaxo Laboratories Ltd. for 
the materials used in some of the experiments. 
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A SWALLOWED PIN RETAINED IN THE 
APPENDIX 


J. SCHOLEFIELD. : 
M.B. Leeds, F.R.C.S. 
SURGEON, WEST MIDDLESEX COUNTY HOSPITAL 


A common history at any large hospital is that. the 

patient has.swallowed a foreign body. If this reaches 
the stomach it is usually passed spontaneously without 
need of operation. The pylorus, the “ hairpin ” bends 
of the duodenum, and the ileocecal region are the most 
commonly reported points of impaction. 
_ Many different objects small enough to enter from the 
excum have been retained in the appendix; but most 
of the published reports are concerned with those 
responsible for: acute symptoms, and I can find few 
instances where operation was necessary for removal of 
a retained foreign body which did not cause . any 
complications. 

At one time foreign bodies were thought to be a com- 
mon cause of acute appendicitis, but nowadays such a 
cause is considered rare. They still sometimes cause acute 
appendicitis from erosion of the mucosa, with entrance 
of organisms into the appendix wall, or they may act as 
a nucleus for a fecolith, with the eventual onset of 
classical obstructive appendicitis. Sharp-pointed foreign 
bodies may perforate the wall and cause peritonitis, or a 
more gradual penetration may lead to a local abscess. 
They may lie dormant for years, but always remain a 
potential menace to the host. 


CASE-RECORD 


A boy, aged 13 years, was seen at the West Middlesex 
County Hospital on Oct. 11, 1942, with a history of having 
accidentally swallowed a pin at 3.15 that afternoon. 

‘Radiography revealed a large pin in the central abdomen, 
and the patient was admitted to hospital. Next day radiography 
showed the pin to be in the right iliac fossa, and repeated 
radiography in the next six weeks indicated no real progress 
of the pin, though there were slight variations in its position. 
The patient during this period had no symptoms, and physical 
signs were completely lacking. 

-Retention of the pin at the ileoczcal valve was diagnosed ; 
and, in view of the lack of progress and the danger of slow 
perforation, I decided to operate. 

On Nov. 23 a small right paramedian incision was made, and 
the first structure to present in the peritoneal cavity was the 
appendix containing the pin, whose glass head was resting 
at the tip of the appendix. 

A simple appendicectomy completed the operation. | When 
the appendix was opened the pin was found to be 2"/, in. 
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long, with a glass head the size of:a small pea. ve mucosas 
appeared normal. 


On reviewing the case after operation, I felt: that 
retention in the appendix should have been surmised. 
Earlier intervention might also have been considered, 
but a waiting policy in these cases had, in my previous 


‘experience, been invariably successful. 


Medical Societies 


COMMONWEALTH TUBERCULOSIS 
CONFERENCE 


DELEGATES to the Commonwealth and Empire Health 
and Tuberculosis Conference, convened by the National 
Association for the Prevention of Tuberculosis in the 
Central Hall, Westminster, on July 8, 9, and 10, were 
addressed by Mr. ANEURIN BEVAN, the Minister of 
Health. Speaking of the National Health Service Act 
and its effect on tuberculosis work, Mr. Bevan pointed 
out that the increase in tuberculosis notifications is 
merely a reflexion of more accurate diagnosis and earlier 
recognition. The resulting earlier treatment is responsible 
for the decline in mortality. We could do much more 
for the’ early cases but for the many sanatorium beds 
standing idle because of lack of nurses and domestic 
staff.. We have more nurses than ever before, but a 


. larger number of people are going to hospitals and 


sanatoria for help ; hence the need for still more nurses. 
In the National Health Service the sanatoria will retain 
their identities, because there is a great moral reserve in 
tradition. There will be an integration on the institutional 
side of all the tuberculosis institutions and the regional 
boards, but on the personal side responsibility will rest 
with the local health authority. Some will object to 
what they will call a dichotomy: in the service, but the 
Ministry hope that the tuberculosis officers will be 
joint appointments with the local health authority, so 
there will be a link at the executive point, where the 
actual work is being done. The winding-up of the poor- 
law system will have an important bearing on tuber- 
culosis treatment. The benefit paid under National 
Health Insurance was too low to encourage tuberculous 
people to undergo treatment in time, and the special 
allowances introduced during the war had the grave and 
cruel disadvantage that they were withdrawn if the 
patient was incurable. Under the new scheme this 
disability will be removed because the benefits paid will 
be much higher. The Assistance Board will also give 
additional help, with special provisions, to tuberculous 
patients. Patients will then receive help without any 
stigma attaching to it. We are hoping, by the provision 
of spacious well-lit homes, by supplying extra nourish- 
ment for children, by looking after mothers and babies, 
by developing social services generally, and by facilitating 
earlier diagnosis and earlier treatment, to ensure a 
continued fall in tuberculosis mortality. 

On July 9, the second day of the conference, a 
discussion was held, under the chairmanship of Prof. 
S. LYLE CUMMINS, on 


Specific Measures in the Prevention and 
Treatment of Tuberculosis 


In an introductory speech Prof. W. H. TYTLER referred 
to the proved safety of B.c.G. vaccine ; but its efficiency 
is, he said, less easily ascertained. Vaccination is less 
effective among populations with a low than in those 
with a high primitive mortality from tuberculosis ; 
perhaps this is because in low-mortality populations 
those who, despite vaccination, have persistently poor 
resistance represent the residue of family stocks with 
poor natural immunity. The attitude to B.C.G. has been 
one of apathy, possibly because people have been 
unconvinced of its real advantage. There is, however, 
growing enthusiasm for its use among uninfected and 
exposed young adults. Vaccination with the vole bacillus 
may offer the advantage of continuing immunity; but 
B.c.G. has been well tried and should not be discarded 
until the superiority of the vole-bacillus vaccine has been 
proved with certainty. It is doubtful if streptomycin 
will cure advanced, tuberculosis; and *‘ I should like 
to protest against broadcast appeals for streptomycin.”’ 
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The amounts thus gained are trivial, and the appeals 
foster the idea that streptomycin is a cure. 


B.C.G. VACCINATION 


Dr. Esmonp Ray LONG, Philadelphia, U.S.A., said 
that both in Britain and the United States the attitude 
to B.C.G. has been cautious because of a correct insistence 
on statistical analysis, which in early trials was neglected, 
and also because good progress has been made with other 
methods. A controlled study initiated in the U.S.A. in 
1935 among 3000 young people, aged from 1 to 20 years, 
confirmed earlier estimates from other countries that the 
subsequent risk of death from tuberculosis is six or seven 
times less in the vaccinated than in the unvaccinated; 
and figures for the attack-rates were even more impres- 
sive. Results after ten years were still better than after 
six years. It would be illogical to attempt mass immuni- 
sation in the United States, for the national rate of 
tuberculosis has recently been estimated as only 37:4 
per 100,000; but selected groups should be vaccinated. 
In some countries, however, B.C.G. is an almost essential 
part of the anti-tuberculosis campaign. 


Dr. K. N. IRVINE advanced a plan for the B.C.G. 
vaccination of all negativé tuberculin-reactors among 
contacts. In countries where the populations are for the 
first time being exposed to tuberculosis, a simplified 
scheme for mass vaccination should be adopted. The 
vaccine can at present be kept for only ten days; but 
if Russian experiments in drying the vaccine are success- 
ful it will in future be preserved longer ; and it will then 
be possible to test each batch before using it clinically. 


THE VOLE BACILLUS 


Dr. A. Q. WELLS, in a paper read for him by Dr. J. H. 
Harley Williams, expressed his belief in the safety of 
vaccination with the vole bacillus. A single intradermal 
injection sometimes gives rise to a small ulcer, as with 
B.C.G., but this is comparatively innocuous. The inter- 
pretation of results is difficult; but it is agreed that 
sensitivity to tuberculin after vaccination with the vole 
bacillus is greater and occurs earlier than after B.C.G. 
The vole bacillus is a naturally occurring infecting 
agent in voles; and, unlike B.C.G., it can be maintained 
at a constant virulence by animal inoculation. <A 
properly controlled study of the vole bacillus should be 
undertaken, with regard to these essentials: (1) the 
incidence of tuberculosis in the communities to be 
studied should be high, and the communities should be 
relatively stable; (2) there must be strictly impartial 
division of the tuberculin-negative reactors into vacci- 
nated and unvaccinated groups; (3) the vaccinated and 
unvaccinated groups must be as nearly as possible equal 
in number and in age, sex, race, risk of infection, and 
socio-economic status; (4) vaccinated and unvaccinated 
groups must be continuously supervised for at least five 
years ; and (5) the numbers in each group must be large 
enough for statistical analysis. 


STREPTOMYCIN 


Dr. H. C. HINSHAW, vice-president of the National 
‘Tuberculosis Association, U.S.A., said that streptomycin 


‘modifies some forms of tuberculosis for a limited and . 


possibly predictable time. Its limitations are imposed 
by the pathology of the disease and by the characteristics 
-of the tubercle bacillus. The committee on therapy of 
the American Trudeau Society ao reported that 
streptomycin should be given in: (1) tuberculous 
meningitis, where the chance of complete clinical remis- 
sion is big enough to justify its employment in all cases 
(a few, said Dr. Hinshaw, have recovered completely) ; 
(2) hematogenous miliary tuberculosis (for this is the 
-only remedy, and there is reason for hoping that it may 
reduce the mortality from 100 % to 50%); (3) tuberculous 
Jaryngitis; (4) progressive ulcerative lesions in the 
tracheobronchial tree; (5) extensive, progressive, pul- 
monary tuberculosis and tuberculous pneumonia, but not 
-early fibroid or fibrocaseous pulmonary tuberculosis or 
chronic tuberculous empyema; (6) acute ulcerative 
tuberculous enteritis; and (7) sinuses from tuberculous 
_lymphadenitis. Its effectiveness against other forms of 
“tuberculosis, such as those affecting the genito-urinary 
:tract, bones, joints, and skin, has yet to be assessed. 


REVIEWS OF BOOKS 
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The frequency and severity of vestibular disturbances 
following streptomycin have, said Dr. Hinshaw, been 
exaggerated ; he knows of no case where any persistent 
disturbance is detectable except by fine tests: and with 
purer streptomycin the frequency of even this slight 
disturbance may decrease. In 1000 cases none with loss 
of hearing has been observed except among those who 
have had tuberculous meningitis. However, ‘“ strepto- 
mycin should be avoided where. other treatments are 
available. I know of one case who two years ago at his 
own request was treated with streptomycin for minimal 
disease, and now has extensive progressive disease 
resistant to the drug.” Cases for treatment must be wisely 
chosen; and the risk of exacerbation at the end of 
treatment must be acknowledged by keeping the patient 
at rest in bed. Streptomycin will possibly supplement, | 
but will never supplant, other forms of treatment. 


Dr. H. S. Wus, Northville, Michigan, said that in the 
United States a codrdinated study has already been 
made of more than 1000 cases treated with streptomycin, 
while another 600 are now being studied ; and probably 
700 have been treated independently. Under the plan 
for a codrdinated investigation individual workers are 
free to publish their results; but they are pledged to 
adhere to certain schedules. ‘‘ Here is a drug which has 
made the grade in a few types of tuberculosis, where it 
now stands as a ‘ must’; but the large majority of cases 
are not susceptible to it.” 


Dr. S. A. WAKSMAN, U.S.A., said that he and his 
colleagues originally investigated streptomycin for its 
power to combat the gram-negative organisms which 
are unaffected by penicillin. To their surprise laboratory 
tests suggested that it was effective against the tubercle 
bacillus ; and this was confirmed by Dr. Hinshaw and 
his associates, to whom early samples were sent. 
“ Streptomycin may not be the final answer—I hope it 
is not—but it has pointed the way to other agents.” 


Dr. P. M. D'Arcy HART, winding up the discussion, 
said that at the end of 1946 the Medical Research 
Council received from the United States 50 kg. of strepto- 
mycin—enough for 200-250 cases. The council estab- 
lished two committees to investigate streptomycin—one 
in relation to tuberculosis, under the chairmanship of 
Dr. Geoffrey Marshall, and the other in relation to other 
conditions, under the chairmanship of Sir Alexander 
Fleming, F.R.S. There are now eight centres for the 
treatment of meningitis with streptomycin; and the 
results will be published as a piece of group-research. 
Some cases of miliary and of pulmonary tuberculosis 
are also being treated. The Ministry of Health, he said, 
is proceeding with the production of B.C.G. vaccine. 
The danger of using the vaccine is that it may lead to 
a slackening of other measures against tuberculosis. 


Reviews of Books 


Handbook of Correctional Psychology 


. Editors: RoBERT M. LINDNER, PH.D.; ROBERT V. 
SELIGER, M.D. New York: Philosophical Library. 1947. 
Pp. 691. $10. 


CORRECTIONAL psychology is des¢ribed in the editors’ 
preface as “a branch of applied medical art and science 
which properly restricts itself to the understanding and 
treatment of individuals under conditions of detention.” 
Their book “ includes only material which will be prac- 
tical, applicable, and of immediate value ” and is presented 
as a ‘‘ source book to which the institutional psychiatrist, 
psychologist, physician, caseworker and administrator 
can turn for guidance in the performance of his func- 
tions.” If the reader accepts this definition he cannot 
reasonably complain that there is relatively little 
psychology in this collection of articles; but he may 
wonder whether it is possible to compile a ‘“ source 
book ” which contains only practical material. 

The 46 contributors vary widely in their approach ; 
there is no index ; and the arrangement does not indicate 
which chapters are meant for which of the five different 
classes of reader. Also the balance of contributions is 
open to criticism. ; 


Chapters are devoted to E.N.T., dental, acute medical, and 
venereal practice, and to gastric neuroses, sedation, electric 
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shock, psychotherapy, and puberty, though these matters 
are common to medical practice in all organised communities. 
In those describing the technique of electro-encephalography, 
hypno-analysis, psychometric procedure, diagnosis and train- 
ing of mental defectives the detail is too great for the cagual 
reader but insufficient for a practitioner. On the other 
hand, practical mental hygiene and specific methods of 
preventing maladjustments are disposed of in two pages. 


Articles on the treatment of juvenile delinquency, on 
municipal courts, and on the classification clinic in a big 
penal institution show the English reader how much can 
be achieved by the intelligent application of psychiatric 
principles to the handling of crime. Other chapters 
indicate varying stages of progress in the United States, 
as shown in a bitter attack on the legal attitude to sex 
offenders, and a plea for ‘‘ some form of training for 


` personnel (staff) in juvenile delinquency institutions.” 


That this variation extends to medical men is suggested 
by a warning to young doctors entering the prison 
service against accepting bribes from inmates ! 


‘Certain attitudes of contributors are surprising : delinquency ' 


is said to arise out of divergent viewpoints in society ; ruth- 
leasness is the automatic sequel of lack of love in the home. 
Consistently enough, the same writer wants preventive schools 
to supervise the delinquent child’s “‘every moment,” and 
advocates compulsory work, as “‘ the only way to cure juvenile 
_vagrancy.” <A delinquent needs teaching “ how to withstand 

the environment to which he will return ”’ ; 
contributor advocates (admittedly with diffidence) the use of 
“ specially trained prostitutes” in the treatment of- exhibi- 
tionists, though his own description of the character of 
prostitutes suggests that they might not prove easy to train. 


Chapters devoted to psychopathic personality are 
frankly disappointing ; because of insufficient coördina- 
tion they do little to clear up the confusion reigning 
in that field. The psycho-analytical contributions, of 
which there are several, are more impressive because 
they show evidence of original thought and are noticeably 
modest and reasonable in their assertions. 
the public financing of the planned investigation of 500. 
criminals by 50 trained psycho-analysts is both timely 
and reasonable.. P 

Much time and care has obviously gone into the 
preparation of this volume, and our criticisms arise 
from its attempt to achieve an unattainable and perhaps 
unworthy object—to be a figurative departmental store 
in which serious workers may obtain their professional 
tools. It does, however, show how much needs to be 
done if Britain is not to be left far behind the United 
States in dealing with antisocial behaviour. 


Sick Children: Diagnosis and Treatment 

(6th ed.) DonaLp PATERSON, B:A. Manitoba, M.D. Edin., 

F.R.C.P., physician to the Hospital for Sick Children, 

Great Ormond Street. London: Cassell. 1947. 

Pp. 455. 16s. | 

THIS well-known book is comprehensive and detailed, 

but still of convenient size. This edition looks like the 
mixture as before, but many portions have been revised 
and several have been rewritten. Most pediatricians 
use larger doses of the sulphonamides than those recom- 
mended by Dr. Paterson for young infants. In general 
however the book is up to date and reliable. It is not 
very easy to read consecutively, but ‘is a good compact 
reference book. The index is well made. Hzmorrhagic 
disease of the newborn has to be sought as ‘‘ hypopro- 
thrombinzmia ’”’ or by way of ‘‘ vitamin K,” but such 
defects are uncommon. 


Treatment of Bronchial Asthma 
VINCENT J. DERBBES, M.D., instructor in medicine and in 
preventive medicine, Tulane University of Louisiana ; 
Huao TRISTRAM ENGELHARDT, M.D., F.A.C.P., instructor 
in clinical medicine, Baylor University College of Medi. 
cine, Houston, Texas. London: J. B. Lippincott. 
1946. Pp. 466. 48s. 

THis book by the authors and nineteen other con- 
tributors gives a clear account of the basic factors in the 
production. of asthma, and then discusses the clinical 
treatment from these fundamentals. The important 
facts of anatomy and physiology are given concisely, and 


NEW INVENTIONS 
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and another. 


A plea for © 
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the chapter on the experimental and theoretical con- 
siderations of immunology is well illustrated.and makes 
this difficult subject fairly intelligible. Various forms 
of modern treatment are considered under etiological 
headings. The ‘‘ desensitisation’’ type of treatment 
is perhaps emphasised too much at the expense of 
physical treatment—athletic training, games, and respira- 
tory exercises—which some believe to be-more important, 
especially for young asthmatics. The chapter on surgical 
treatment carries some good anatomical illustrations, 
with details of operative technique ; but more facts would 
be welcome about the clinical results after five years. 
We really need to know the ultimate fate of a big group 
of asthmatics treated by specific means, as compared 
with a control group treated palliatively. | 


Notes on Essential Factory First Aid (Croydon: 
1946. Pp. 16. ls.)—Sir Ernest Cowell has 
produced a series of short lecture notes on first-aid, designed. 
to be read in conjunction with the standard first-aid books 
and containing some points which have not reached them. 
As “‘ bread and butter ” first-aid, the notes are brief, clear, 
and. full of common sense, but they hardly justify the title 
of “ factory first-aid.” No mention is made of the many 
conditions peculiar to factories for which first-aid treatment 
is necessary. For instance, a factory first-aid worker should 
be told how to deal with a scalping accident, how to get an 
electrocuted worker off a crane-track or a gassed one from a 
soaking pit; what to do, if anything, for a cyanosed chemical 
worker, and what is the first-aid treatment of cyanide poison- 
ing. He will want to know what to do when acids, alkalis, 
or other chemicals splash into eyes, and whether there is 
anything to be done for a welder who gets “‘ eye flash.” Again, 
what should be the first-aid treatment for a burn by boiling 
pitch which sticks to the skin ? Each industry has its special 
health risks and types of accidents, and no book dealing with 
factory first-aid should omit to mention them. 


. New Inventions: 


FLUSHING CATHETER FOR USE AFTER _RETRO- 
PUBIC PROSTATECTOMY 


THE instrument illustrated here is made of plastic and 
consists of a size 26 whistle-tipped catheter with a narrow 
tube let into the side and lying free in the lumen to 
project beyond the terminal opening. , 

It is sterilised by boiling and passed with the projecting 
tube turned back (see inset diagram) through the urethra 
into the prostatic bed ; the end is then pulled out and the 
catheter guided into the bladder neck. 

After suture of the prostatic capsule 4 ounces of 
citrate solution is instilled into the bladder and both 


tubes of the catheter spigoted. On the patient’s return 
to the ward the narrow tube is connected through a 
drip interrupter to a reservoir and the large end to a bottle 
under the bed. Citrate solution (2 pints), followed by 
normal saline or saline and sulphanilamide solution, is 
dripped through continuously for the next 48 hours. 
This continuous irrigation prevents clots accumulating 
in the bladder, and the urine rapidly becomes clear. 

The object of the small tube lying free in the catheter 
is to facilitate cleaning; it could also be withdrawn in 
an emergency. The projection of the small tube beyond 
the catheter end ensures irrigation of the bladder and not 
of the catheter only. 

I have used this instrument and its rubber proto- 
type with complete satisfaction on many occasions. 


The catheter is made by Messrs. A. L. Hawkins & Co. Ltd., 
of London. o 
E. G. TUCKWELL, F.R.C.8. 
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Vagal Resection for Peptic Ulcer 


Iv is natural for a sick man to shrink from a surgical 
operation if medicine can cure him, and the sufferer 
from peptic ulceration is usually wise to explore the 
physician’s resources before undergoing an operation. 
But where medical treatment has failed surgery will 
often restore the patient to health. The results of 
operation nevertheless fall considerably short of 
perfection, partly because surgery carries an appreci- 
able mortality, and partly because though it will cure 
an ulcer it may fail to prevent a recurrence. Many 
different operative techniques have been tried in 
attempts to remedy these defects—to combine safety 
with maximum reduction of the abnormal acidity and 
quantity of the gastric juice, which are associated with 
peptic ulcer. The latest of these techniques is.resection 
of the vagus nerves, and first reports suggest that this 
may be a major advance. 


The conception of vagal resection as a treatment for, 


peptic ulcer must be nearly as old as the knowledge 
that the vagi are responsible for the psychic flow of 
gastric juice, but it was not until the work and writings 
of L. R. DRAGSTEDT and his colleagues drew attention 
to it that the idea caught on. DRaGSTEDT and Owens ! 
showed that, whereas the normal man ceases to secrete 
gastric juice when he is asleep, the ulcer patient con- 
tinues to do so throughout the night. This juice, 
unprovoked by food, must be a psychic flow, mediated 
through the vagi; and, undiluted by food, it is the 
prime factor in causing ulceration, particularly when 
it is hurried into the duodenum by a hypermotile 
stomach. DBRAGSTEDT hoped in particular to decrease 
the night flow by vagal denervation of the stomach, 
and the excellent results of his procedure have been 
attested by many workers. The immediate effects of 
section of the vagi are to reduce the quantity and 
acidity of the gastric juice and the motility of the 
stomach, and, though all three return with the passage 
of time to nearly normal, night secretion and hyper- 
motility are permanently abolished so far as can be 
judged in the limited time so far available for follow-up 
of the patients. Section of the vagus probably does 
more than this. There is evidence (some of it contra- 
dictory) that it cuts the afferent pathway for stomach 
and duodenal pain, that it abolishes the spasm of the 
duodenum which many think is the origin óf ulcer 
pain, and that it severs the nervous connexion between 
the stomach and the cerebrum. This last may be the 
key to the success of vagal resection. The evidence 
for it is the finding by DraacsteptT? that in man 
anger or nervous tension immediately and greatly 
increases the amount of gastric juice which can be 
recovered from an indwelling Ryle’s tube, an effect 
which is abolished by section of the vagi. WọoLrr >°? 
has amplified these observations by showing that 


Bo a L. R., Owens, F. M. Proc. Soc. exp. Biol., N.Y. 1943, 
2. Dragste dt, L. R. od NN Ae a Se; 133. 
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vagal resection in man abolishes those vascular 
responses of the stomach to emotion which he and 
Wo rr ĉ described in their classical monograph. 

The indication for vagal resection is long-standing 
peptic ulceration which has resisted medical treat- 
ment. Duodenal ulcers constitute the majority of 
cases hitherto reported, and typical ulcer patients, 
who can relate recrudescence of their symptoms to 
anxiety or stress, are said to do very well. If pyloric 
stenosis is present, a gastro-enterostomy or pyloro- 
plasty is an essential addition to the operation ; one 
could hardly expect a physiological operation on the 


' vagi to correct anatomical obstruction by old fibrosis. 


In cases of gastric ulcer vagal resection leads to healing, 
though some surgeons believe that it should be 
combined with partial gastrectomy. Gastrojejunal 
ulceration after gastro-enterostomy or gastrectomy 
responds well to vagal resection, according to reports, 
and those who have had to make a second attack on 
a stomal ulcer by orthodox techniques will welcome 
a method of side-stepping its difficulties and perils. 
Patients who do not do well are those with a bad 
emotional history, in whom dyspeptic pain is one of 
many symptoms. One need scarcely add that patients 
in the throes of an acute gastroduodenal hemorrhage 
are not suited to vagal resection; but a history of 
hematemesis or meleena is no bar. - 

The technique of vagal resection is not unduly 
difficult. The nerves are attacked in the region of the 
diaphragm. Unfortunately their anatomy is variable 
at this point. They may appear as two stout nerves, 
one anterior and one posterior to the cesophagus, or 
they may be plexiform. Twigs moreover may leave 
the vagi well above the diaphragm to enter the 
cesophageal musculature and run therein to the 
stomach. These anatomical peculiarities have been 
described by MITCHELL ë and with special .reference 
to vagus resection by BRADLEY and colleagues ê and 
by .MıLER and Davis.’ To secure complete vagal 
denervation of the stomach not less than an inch of 
the nerves or the plexus should be removed. The 
approach to this task may be either through the chest 
or through the abdomen. The thoracic approach has 
the great advantage that in the absence of pleural 
adhesions it is easy and total vagal interruption is 
fairly certain. The greater part of the eighth rib on 
one or other side is resected, the pleura opened, the 
pulmonary ligament divided, and the lower inch of 
the cesophagus mobilised and rotated on a tape as 
far as is necessary for the identification and resection 
of the vagal apparatus. This chest approach however 
suffers from the disadvantages that a thoracotomy is 
more perilous than a laparotomy, that pleural effusion 
and pain in the chest scar often occur, and that the 
stomach and duodenum are not open to direct inspec- 
tion. The abdominal approach is technically more 
difficult, because the surgeon has to work under the 
high concavity of the diaphragm. The vagi can be 
sectioned but the cardinal difficulty is to remove a 
length of all the vagal fibres traversing the cesophageal 
hiatus. This difficulty can be overcome by the method 
described by CRILE, and in this issue ORR and 


. Wolf, S., Wolff, H. G. Human Gastric Foneton, London, 1944. 

; Mitchell, G. A. G. Be J. Surg. 1938, 26, 333. 

; Bradley, W. F., Small, J. T., ilson, J. W., Walters, W. 
J. Amer. med. Ass. 1947: 133, £50. 
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JOHNSON have briefly indicated their method of 
enlarging the cesophageal hiatus to reach the posterior 
mediastinum. Once a satisfactory vagal resection 
has been accomplished all the advantages are with the 
Mechanical defects such as 
pyloric stenosis can be remedied and gastric carcino- 
mata or gall-bladder disease will not be overlooked. 
It seems likely that the thoracic approach will remain 
useful for patients who have already undergone 
radical surgery of a more usual kind for their peptic 
ulcer and have developed gastrojejunal ulceration. 


l Here the pathology has already been verified, and 


exposure from below, difficult enough in the normal 
abdomen, may be impossible when the anatomy is 
distorted and obscured by adhesions. 

There is general agreement that most patients lose 


their symptoms and most ulcers heal after vagal 


resection. THOMPSON and JAMES, who reported 4 
cases in these columns last week (p. 44), found that all 
the patients were symptomatically relieved and their 
gastric acidity showed a substantial fall. In this 
issue ORR and JOHNSON report 50 cases. The first 
15, in which a subdiaphragmatic vagotomy was done, 
showed the highest proportion of failures, but the later 
cases, though not reported in detail, were exceedingly 
successful. They believe that the early failures were due 
to incomplete vagal interruption, as judged by the 
results of the insulin test-meal which is believed to 
be a specific test, for vagal denervation of the stomach. 
Other large series have come from America. CRILE § 
has done 77 cases, often with additional gastro- 


enterostomy or other mechanical rectification, and 


describes his results as excellent. MoorE and col- 
leagues ° have had 1 failure and 3 unsatisfactory 
results in 33 cases. DRaGsTEDT,? who speaks from the 
largest experience of anyone, has done 140 cases, the 
first over four years ago, and he says that vagal 
resection has replaced all other methods of treating 
peptic ulcers in his clinic. 

There are some side effects and dangers associated 
with vagal resection. Transient anorexia and gastric 
atony follow the operation, but continuous suction for 
three or four days will tide the patient over the danger 
of acute dilatation of the stomach. Gastric atony may 
be a more serious matter if it brings to light a mild 
pyloric stenosis for which no short-circuiting operation 
has been done after the vagal resection. A stomach 


which could cope with some narrowing of its exit. 


before vagal denervation may afterwards be unable to 
empty itself. No constant or serious effect on any of 
the organs distal to the stomach has been found ; 

diarrhoea sometimes follows the operation but ceases 
spontaneously. In some circumstances the balance 
between the abdominal sympathetic and. parasym- 
pathetic is important and it may be unsafe to tamper 
with it. Moors et al.® had one of their cases, a known 
hypertensive, die of cerebral hemorrhage nine months 
after a vagal resection. They suggest that the 
unopposed action of the intact sympathetic in the 
abdomen may have had something to do with this 
vascular accident, and they have heard of converse 
cases where thoracolumbar sympathectomy for hyper- 
tension has been followed by hemorrhage from 
duodenal ulcers. WEEKS et al.!° report the death of 
9. sy gees F. D., Chapman, W. P., Schulz, M. D., Jones, C. M. 
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a man suffering from hypertension and peptic ulcer 
who had his vagi and his thoracolumbar 

resected ; he died of a symptomless perforation of a 
duodenal ulcer fifteen days after the second operation. 
No other case. of perforation after vagal resection 


seems to have occurred, but it may be unwise to 


treat the peptic ulcer of a hypertensive by vagal 
resection or the hypertension of a dyspeptic by thoraco- - 
lumbar sympathectomy. WEEKS et al. also report 
another fatality after vagal resection which is inter- 
esting. The patient died on the table from cardiac 
arrest, symptoms of which appeared while the vagi 
were being manipulated. The question arises whether 
handling of the vagi has repercussions on the heart, 
and it would be interesting to know whether cardio- 
graphic studies of the heart during dissection of the 
vagi have been done. 

Any new technique, especially if founded on 
elegant theoretical considerations, will evoke tempo- 
rary enthusiasm. But though it is too early to pass final 
judgment, it seems that vagal resection will prove 
more than a passing fashion. If the claims already 
made for it are substantiated it will have a permanent 
place in the treatment of peptic ulcer. Apparently the 
vagus does not regenerate after it has been cut, and if 
the passage of time shows the effects of resection to be 


.permanent the operation will become the surgical 


answer to the majority of peptic ulcers. 


Life for the Long Lived- 


“AFTER reading many books on old age, I find 
Cicero the most irritating,” complains Dr. R. ALLEN 
BENNETT in a lively scholarly treatise } written from 
the vantage-point of the eighth decade of life. He 
objects specifically to.the insincerity and lack of 
humour manifest throughout the De Senectute— 
“this tiresome work.” According to Cicero, Cato 
gave four reasons for a miserable old age: having~ 
nothing to do; enfeeblement of body; deprivation 
of pleasure; and the approach of death. Yet 
actually, of these four reasons, only the last is 
an inevitable result of life, whether long or short. It 
is now well established that old people Jike to be 
occupied, that many of their ills yield to treatment, 
that they take pleasure in simple. things, and that 
so long as they get these things and can live under 
conditions of reasonable comfort they pay no 
more attention to the thought of death than the 
rest of us. i 

With the account of the measures adopted in 


' Aberdeen for lightening the burden of age (p. 106), 


our series of articles on the modern care of old people 
comes to anend. They show what is being done, up 
and down the country, to get rid of shoddy standards 
of treatment, to replace carelessness by attention to 
the welfare of old people, and to restore bodily 
function and zest for living in those who must depend, 
to a greater or less degree, on strangers for care in 
their later years. Our study has ranged from those 
receiving active treatnfent in hospital to those living 
in institutions, residential homes, almshouses, or 
corporation bungalows ; and we have shown how two 
cities—Glasgow and Aberdeen—are tackling the care 
of the old from many directions. One vivid lesson 


1. Old Age and How to Make the Best of It. Bristol: John Wright. 
1947. Pp. 23. 2s. 6d. 
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springs from all this: wherever they are placed— 
home, infirmary, cottage, institution, or hospital 
ward—and whatever their disabilities—crippling 
rheumatism, incontinence, chronic bronchitis, even 
cancer—old people can be content and cheerful if 
they are given the chance ; and whether or not they 
get the chance depends on the character, insight, and 
determination of those in charge of them. These are 
people of many sorts: medical officers of health, 
public-assistance officers, housing managers, visiting 
general practitioners, wardens, masters, matrons, 
nurses, assistant nurses, orderlies, even ward-maids— 
any one of whom may be an arbiter of destiny for 
the old and helpless. Individual kindness from any 
member of the hierarchy counts for much: a friendly 
ward-maid can partly compensate for an unimaginative 
master. But a uniformly happy atmosphere in wards, 
institutions, and homes is achieved only when the 
people at the top are keen and interested and inspire 
a like enthusiasm in the rest of the staff. Nurses 
are conditioned by their training to follow the lead 
of doctors ; and a bored and apathetic doctor who 
thinks the old and infirm not worth treating usually 
makes his nurses bored and casual too. This is the 
more likely to happen where nurses are scarce and 
a handful of girls and women have the heavy task of 
caring for more old people than they can possibly 
manage. ‘The nursing of the old is skilled, exacting, 
and absorbing work, as nurses at the West Middlesex 
Hospital have shown; but it can only be done 
properly where there are enough people to do it. 
In several of the hospitals visited, shortage of nurses 
was making skilled work difficult. A striking contrast 
was seen in the infirmaries of Gloucestershire, where 
the part-time nursing scheme has been an unqualified 
success. Many other local authorities, encouraged 
by the -Ministry of Health, have launched part-time 
schemes ; 
successfully on Gloucestershire experience, others 
are not achieving the same brilliant result. At 
this critical moment failure cannot be condoned. 
Unless enough good nurses can be won to the care 
of the chronic sick the able plan proposed by the 
British Medical Association committee ? will fall to the 
ground. This problem stands apart from the nursing 
crisis as a whole, for we have been shown that it can 
be handled separately and with outstanding success. 
Where there are special local difficulties our national 
reputation for finding a way round must justify itself. 
The only difficulties likely to prove insuperable are 
lack of will and ability in those entrusted with running 
the schemes ; such people should be superseded. 

Dr. Margory WarREN, Dr. L. Z. Costin, and Dr. 
Trevor H. HoweELL, working in three different 
institutions, have shown the revolution in atmosphere 
and tempo which active medical and surgical treat- 
ment bring to infirmary wards. Patients no longer 
wake to sluggish days, when meal-times make the 
only breaks and their own boredom and ill-humour 
infect the hard-pressed nursing staff. They are eager, 
expectant, keen to get on; or, if treatment can do 
no more for them, they are occupied, gossiping, and 
alert. The same change in spirit is found in the 
Gloucestershire infirmaries where the relays of nurses, 


2. Report (1947) of the Committee on pho Care and Treatment of 
e Elderly and _[nfirm. Bri. . June 21, supplement ; 
and see Lancet, June 21, p. 874. 


LIFE FOR THE LONG LIVED 


and though some of these have been based. 


_ their way would mean a return of self-respect. 


[JULY 19, 1947 97 


fresh from their own family interests, unfatigued, and 
pleased with their opportunity for service, bring the 
old people news from the outside world. Incontinence, ~ 
that outstanding cause of mental and physical misery 
for the old and infirm, responds to training far more 
often than is usually supposed, as nurses at the West 
Middlesex Hospital and St. Helier, Carshalton, 
have fully demonstrated; while a new method of 
medical treatment devised by Dr. THomas WiLson 
is proving its value at St. John’s, Battersea. Physio- 
therapy and occupational therapy can easily. be 
extended to old people living at home, as St. Helier 
has shown; three groups of old people daily are 
brought to ‘the hospital in a Ford brake and taken 
home again after treatment. Birmingham has made | 
it clear that the large institution need not carry on 
the gloomy traditions of its type, and that even `“ 
ancient, bleak, and unsuitable buildings can be a 
centre of pleasant community life if managed with 
imagination. 

Homes for small groups are seen at their best in 
the Hill Homes, Highgate, the homes of the Worthing 
Council of Social Service, and the hostel at Aberdeen. 
Old people like the intimate atmosphere, the smaller 
rooms, and the friendliness of such homes, and the. 
Ministry of Health ? is encouraging local authorities 
to acquire houses suitable for conversion into homes 
for 25-35 residents, and to run them on the liberal 
lines which the voluntary societies have developed. 
Thanks to representations to the Assistance Board by 
the National Old People’s Welfare Committee, a 
supplementary pensioner now receives 37s. weekly, 
which means that, once established, such small homes 
can be self-supporting: the old people can pay 
for their maintenance and still have something over 
for pocket-money. It is a great misfortune that those 
admitted to public-assistance institutions are not 
allowed to retain their pensions and to pay for them- 
selves in the same way. A “charity institution ” 
is still, for them, a symbol of degradation; to pay 
It is 
believed that the Government, which has shown itself 
sympathetic with this view, may introduce more 
enlightened practice either by regulation under the 
National Insurance Act or' by fresh legislatidn in the 
forthcoming National Assistance Bill. For healthy 
independent old people, bungalows and almshouses, 
such as those at Trowbridge and Devizes, are specially 
suitable. Estates containing houses or flats for the 
elderly would gain greatly if they also carried a 
nursing and home-help service, for, as Lord AMULREE 
has repeatedly pointed out, the line between health. 
and sickness ‘in old age is exceedingly fine. The Linen 
and Woollen Drapers’ Institution, with its properly 
staffed nursing-home set among the cottages of the 
estate, has shown what can be done. 

Since our articles are by no means comprehensive, 
it seems proper to refer here to the work of the National 
Old People’s Welfare Committee, which brings together 
the national organisations and pools their experience 
on the ndeds of old people and on measures designed 


‘for their well-being. Some 158 local committees 


are now active, and have already established homes 
for about 1000 old people, besides encouraging the > 
work of other voluntary bodies in this field. They 


3. Circular no. 49/47. 
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are also promoting old people’s clubs, which benefit 
many, giving them company and occupation, and 
somewhere to tuyn when they need advice and help ; 
in some places a lunch club, often combined with a 
social club, has proved successful. Visits are paid to 
lonely old people in their own homes or institutions. 
In many areas mobile canteens are being started with 
the help of the British Red Cross and the Women’s 


Voluntary Service: these take cooked meals to old | 


people in their own homes once or twice a week. The 
committee’s experience confirms our belief, based 
on the current study, that where good work is being 
done for the old no special conditions favouring success 
were present at the outset. In every case a single 
person or a small group of people set out to see what 
could be done ; and in the face of frustration, opposi- 
tion, and every sort of structural drawback they have 
achieved remarkable things. But these are the 
exceptions. | 7 , 
Obstructing a Coroner 

THE inquest proceedings in the Clements case, 
which attracted popular attention last month, raised 
one point of great professional interest. The coroner 
. referred to the post-mortem examination ‘ performed 
privately by Dr. Houston as arranged by Dr. Holmes.”’ 
He found it “ very disturbing ” that this should have 
occurred without his authority. Dr. Holmes, said the 
coroner, admitted his own uncertainty as to the cause 
of death. He therefore had a duty, as the medical 
attendant of the deceased Mrs. Clements, to report 
the matter forthwith to the coroner or his officers so 
that the machinery of the inquest could be set in 
motion.; from that time onwards it was the coroner’s 
responsibility. “‘ If this case-~had been reported to 


the coroner as it might have been and ought to have 


been, the interests of justice would have been better 
served.” A somewhat similar view was expressed 
at Wrexham lately by the East Denbighshire coroner, 
where there was evidence that the house-physician 
at a local hospital had been unable to diagnose the 
cause of death. ‘‘ In a case where the cause of death 
is unknown,” said the coroner, “ you should, out of 
courtesy and before any post-mortem. is performed, 
consult the coroner to ascertain whether he agrees.” 
Such observations may create some doubt in hospital 
practice. At every hospital autopsies are performed 
where patients have died of natural but not definitely 
ascertained causes; in these cases, where there is no 
reason to suspect foul play, the coroner is not informed. 

The coroner has, of course, a statutory duty to 
hold an inquest where death is due to a non-natural 
cause. It is for him to decide whether the case is 
one in which he will hold an inquest, and, although 
Lord Ellenborough made some vigorous remarks in 
R. v. Kent Justices (in 1809) upon the practice of 
holding unnecessary inquests, the coroner is justified 
even if the information whereon he acted proves to 
be untrue, provided that he honestly believed that 
death might be due to. some non-natural cause 
(R. v. Stephenson: 1884). Needless to say, he must 
not be thwarted in the exercise of his jurisdiction. 
In R. v: Clerk (1702), where a body had lain buried 
for seven months, Chief Justice Holt remarked 
“ the coroner is not obliged to go ex officio to take the 
inquest but ought to be sent for, and that while the 
body is fresh, and it’is a misdemeanour to bury the 
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body before, or without sending for the coroner : . . 
it is a matter indictable to bury a man that dies of 
a violent death, before the coroner’s inquest have 
sat upon him.” Just as it is an offence to prevent 
an inquest by burial, so it is an offence to dispose of 
a body by cremation in such manner as to prevent 
the coroner from holding his inquest. This was the 
decision of Mr. Justice Stephen in R. v. Price (in 
1884) where Dr. Price, “the last of the Druids,” 
had attempted to cremate his child on a Welsh 
mountain-top. Cremation, said the judge, was legal 
if not done in such a way as to be either a nuisance 
or an obstruction to the course of justice. Another 
case of unusual disposal of a body was the subject 
of a prosecution in R. v. Purcy in 1933. 

A man and his wife and daughter, were convicted at 
Northampton quarter sessions of having obstructed a 
coroner in the execution of his duty by disposing of the 
daughter’s infant child in such manner as to prevent 
an inquest being held on it. The body was found under 
a hedge and the death had not been registered. Post- 
mortem examination showed death to be due to broncho- 
pneumonia accelerated by neglect, but death was 
ascribed to natural causes. On appeal the Lord Chief 
Justice held that the foundation of the charge must. be 
that the case was one where a coroner had a duty to 
hold an inquest. This fact had by no means been estab- 
lished. Even if the fact had been proved, the court 
could see no evidence that the accused intended to 
obstruct the coroner. : l 


To obstruct a coroner by removing organs or 
otherwise tampering with a body must be just as 
much an offence as obstruction by disposing of the 
body. The decision of the Court of Criminal Appeal . 
in R. v. Purcy, however, suggests. that a medical 
practitioner who conducts an autopsy in a hospital 
in a case where death, though not definitely explained, 
has been due to natural causes commits no offence. 
The burden would lie upon the prosecution to prove 
that his action was done with intent to obstruct the 
coroner. E 

It is natural and indeed proper that coroners 
should jealously uphold their jurisdiction. At. the 
inquest on the Leigh Pit explosion victims in May, 
1934, the coroner announced that some bodies had 
been interfered with and a portion of one body 
had been removed. It appeared that samples of blood 
had been taken in an examination for carbon mon- 
oxide. Addressing a witness, the coroner stated for 
the information of the witness and others for the 
future that “no body must be tampered with after. 
death without the permission of the coroner.” He 
gave the witness an opportunity to apologise for 
what had been done—“ you may be doing several 
things that should not be done, and one is contempt 
of court.” This threat was perhaps an excess of 
authority. As the judge of a “court of record ” 
the coroner can commit persons for contempt of court. 
Since, however, his court is presumably graded (with 
the county courts) as an “inferior court of record,” 
it seems that he has no power to punish for contempts 
not committed in the face of the court. If so, anything 
done outside the court is no contempt. 

The recent inquest on Mrs. Clements disclose 
that suspicions were not unfounded: In these circum- 
stances the coroner’s warning needs no emphasis. 
Be that as it may, it would be useful if some official 


ruling could clarify the limits within which hospital 


autopsies may properly take place. ° 
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Annotations 


NURSING STANDARDS 


THe General Nursing Council have been strongly 


criticised in these columns and elsewhere for setting 
standards which exclude many suitable girls from the 
profession of nursing: At a time when the hospital 
sérvices can be saved only by a large influx of new nurses 
they would deny the title of nurse to anyone who does 
not follow a syllabus which they are making more and 
more academic. In justification of this policy they send 
us this week through their registrar a letter announcing 
that British Columbia no longer feels able to recognise 
our training schools—on the ground that the educational 
qualifications for entry are too low and the standards 
of training unequal. This shows, says the registrar, 
the necessity to raise rather than lower the standards 
of nursing education in this country; and we quite 
agree. What we have proposed, and still propose, is 
that every nursing candidate should qualify first in 
bedside nursing of a higher standard than is required 
today : 
last two years. Those with the right abilities and 
educational background should then take a much more 
exacting and scientific course for State registration 
than has so far been offered. Qualification in bedside 
nursing would give a woman the title of nurse, and 
State registration would give her the rank of sister. 
Thus the Nursing Times is only partially correct in 
saying last week that we advocate ‘‘a shortening and 
simplification of the training, to open the profession to 
larger numbers of potential nurses.” 
Nursing Council, we think the profession should find 


room both for the woman with intellectual ability and 
for the woman with practical capacity. Both 


are 
urgently needed within its ranks. 


PROBLEM GIRLS 


THoucH delinquent adolescent girls present more 
intricate problems than delinquent boys of the same age, 
we have more and better institutions, with more trained 
intelligent staff, for the care of boys than of girls. A 
joint committee of the British Medical Association and 
the Magistrates Association, who have just reported! on - 


the problem of unstable adolescent girls between the © 


ages of 13 and 17, suggest that the causes and nature of 
the problem are not always clearly appreciated by those 


- dealing with such girls, and that the general attitude 


towards them is often mistaken, the decision of the 
court or other authority serving only to increase their 
difficulty. When a girl appears in court it is seldom 
as a ‘result of her first misdemeanour ; if charged with 
theft she has generally stolen before, if with a civil 
offence she usually has a history of sexual deviation and 
defiance of.parental control. Her standards of conduct, 
or misconduct, aré thus well established. The probation 
officer often finds that her environment has been poor ; 
her home life has been broken by the death or absence 
of one or both parents, there has been gross over- 
crowding or great disharmony. Lacking love, stability, 
or security in the home she tries to find compensations 
outside. Moreover some girls are unhappy in their 
jobs; while others, having been brought up in an 
institution, are self-centred with little sense of responsi- 
bility towards others, and with no clear idea of the 
value of money. Yet, as the report notes, many girls 
in equally unpromising circumstances overcome them 
and do well. ‘‘ The fundamental cause of the delin- 
quency is usually found by the psychiatrist to be some 
defect of character structure, not always amounting to 
a mental defect.” Some, indeed, are dull and backward, 


1. The Problem Girl. Obtainable from the British METION 
Association, Tavistock pavers, A W.C.1. Pp. 15. 3d. 
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even to the point of feeble-mindedness ; but moral or 
social deficiency is not necessarily associated with a low 
intelligence quotient. 

The girl with an 1.Q. below 60 usually has a childish 
appearance and manner, and is facile and friendly but 
incapable of loving adequately either her parents or 
anybody else; lazy and lacking in initiative, she is 
impatient of control and sexually undiscriminating. 


Most of thê unstable girls who come before the courts,- 


however, are brighter than this, with an 1.Q. between 
70 and 90; well developed physically, they resemble 
in their emotions the lower-grade girls just described, 
though they are more discriminating in the type of man 
they go about with and are more skilful in telling lies 
to cover up their misdemeanours. Though docile when 
under authority, they are usually only waiting to get 
free to return to their former style of life. A special 
type of girl is over-credulous and romantic, easily 
believing herself in love though actually incapable of 
deep affection, and over- sexual - in her behaviour. Such 
girls may contract venereal disease, give birth to 
illegitimate children, or become true nymphomaniacs ; 
but they are capable of responding to psychotherapy, 
and should be encouraged, the report suggests, to undergo 
voluntary residential treatment. 

The girl brought into court suffers a good deal of mis- 
management. She may first be put under the probation 
officer, and though she may intend to settle down at 
hone, she has no sense of “ obligations ’’ as a corollary 
to “ rights,” and will very likely disappear again after the 
first row at home. By the time she is found she has 
usually had sexual relations with one man or several. 
This results in a stay in a remand home, where she hears 
the boasts: of her companions and boasts in return. 
After a brief interview with a psychiatrist, and a medical 
examination, she reappears in court, and is perhaps sent 
for a period to a hostel. Hostels are scarce, and the 
one chosen is not necessarily the most suitable, but the 
one which has a vacancy. If this fails, and she trans- 
gresses again, the approved school remains. This is 
sometimes reached only after 4 or 5.months in a remand 
home, and a further 10-12 weeks in a classifying centre— 
both upsetting experiences. When the time of detention 
is over the girl goes back to the home in which she first 
~ broke down as a citizen. 

The report points out that arrangements for ‘dealing 

ı with these girls are not only inadequate—they are often 

of the wrong kind. ‘‘ It is wrong to treat as guilty of an 
offence a girl who needs and cannot find care and pro- 
tection. An emotionally unstable girl needs a special 
type of remand home.” If we are to deal effectively 
with such girls, the report suggests, the nature and 
causes. of their misbehaviour must be more fully 
recognised, and more skilled staff and more clinics and 
institutions must be provided for their investigation and 
treatment. A better home environment means a better 
chance; good housing and freedom from over- 
crowding, as well as better nutrition, are important 
for normal growth. The Ministry of Labour’s schemes 
for vocational guidance should also help ; for many girls, 
rebelling against drab employment, are merely seeking 
some interest which will bring colour into their lives. 
Clubs and youth organisations encourage development 
of the sexual instinct along accepted lines. For those 
who need psychiatric investigation selected approved 
schools should be set aside and visited regularly by 
psychiatrists. In hostels, approved schools, or colonies 
for such girls the staff should be carefully chosen and 
trained ; needless to say, many more such institutions 
are needed. 

Emotionally unstable girls do badly in remand homes, 


and should be received, for preliminary investigation, . 


in special observation centres. Afterwards they need 
2 or 3 years in a suitable school, hostel, or institution, 
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preferably run on colony lines. Many would benefit 
by a short transition period in a hostel after leaving 
an approved school and before returning to their own 
homes. The joint committee end by affirming their 
- belief that the psychiatric approach is the right one, and 
will succeed in most cases. 


= o REACTION TO NERVE INJURY * 

WE have still much to learn about the response of 
the organism as a whole to wounding. Dr. W. K. 
Livingston, professor of surgery in the University. of 
Oregon, investigated this problem during the late war, 
partly by the detailed questioning of wounded men as 
to their subjective experiences during that period before 
arrival in hospital concerning which clinical data are so 
_ scarce. In a Moynihan lecture at the Royal College of 
Surgeons,on July 8 he discussed his findings in 1278 
cases of peripheral nerve injury treated in the U.S. Navy 
Medical Service. 

In the first place, 70% of these patients felt no pain 
at the time of wounding; during convalescence only 


15% suffered severely, and only a'third felt any pain. — 


TRe appreciation of wounding was rarely dramatic ; 
one in four had no sense of impact at all, and accurate 
discrimination as to the size of the fragment and its 
degree of “penetration was extremely rare. Careful 
questioning revealed that the immediate sensory and 
motor disturbance was nearly always much more exten- 
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These transient reactions to injury may jeopardise safety 
on the battlefield, and are more likely to be the result 
of physiological changes than of subconscious motivation. 
| Paralysis is probably the result of an overpowering stimu-. 
lation of nerve-fibres produced by the large amount of 
energy which is liberated by a missile within the confined 
space of the limb, disrupting fascia and stretching vessels 


and nerves. It may act by overstimulation and fatigue 


of motor fibres, or by massive and sustained reflex 
sensory stimulation. The quadriplegia is rather remi- 
niscent of spinal shock and cerebral concussion. Some 
barrier seems to intervene between the cerebral cortex 
and the periphery, and the rapid complete recovery of 
communication resembles the re-establishment of a 
wireless circuit after interruption. The older theories 
of molecular disorganisation or synapse damage in 
concussion do not seem to apply here. Rather there 
appears to be an initial massive excitation of neurones 
within the central nervous system, with after-discharge 
and subsequent decrease of excitability. Some sort of 
cerebral dysrhythmia and desynchronisation must occur, 
and it is important also not to overlook the gross physical . 
jolt to the brain and cord which must be transmitted ` 
along main nerves by such an injury as a high-velocity 
penetrating wound of a limb plexus. | 


ATIOLOGY OF DISSEMINATED SCLEROSIS 
RECENT contributions to the problem of disseminated 


- sive than appeared at the first examination in hospital. ‘sclerosis have been surprisingly diverse both in their 


The initial result was a flaccid paralysis of the limb, 
with involuntary movements, combined with a state of 
mental dissociation from the part, which might fix in ` 
a vice-like grip or wriggle and twitch as if of its own 
volition. There was often an overpowering conviction 
that the limb had been completely shot away at the 
hip or shoulder, even though it was obvious that this 
was not so. About a third of these cases of peripheral 
nerve injury experienced sustained tonic or clonic involun- 
tary movements. A small group of patients were subject 
to hallucinations of posture during the paralytic phase 
—vivid and convincing impressions, sometimes recurring 
for several days, that'the affected limb was in a certain 
position other than its visibly true one. 

The paralytic phenomena were particularly interesting. _ 
There were a few cases of transient remote reflex paralysis, 
involving a site proximal to the actual injury or in the' 
opposite limb, and without organic local damage; these | 
somewhat resembled cases reported by Weir Mitchell 
in the American Civil War, though in those the paralysis 
lasted longer. In Professor Livingston’s series, 4% of 
the whole group experienced a total quadriplegia lasting 
a few seconds or minutes, and this was particularly 
frequent in brachial-plexus injuries where every seventh 
man was so affected. The victims were conscious and 
some could speak, but they felt as if they possessed only 
a head with no body below it. This feeling then passed 
off, leaving the residual definitive picture of the actual 
nerve lesion, but it was sometimes followed by postural 
hallucinations in whiclr the body might be felt to take 
up an acutely flexed position, with legs drawn up. 
Characteristic features were the sudden, immediate, and 
complete quadriplegia, the retention of consciousness 
and orientation, and the rapid total recovery of function. 
Stimuli affecting the head were felt normally, or hyper- 
acutely, and there was often some appreciation of the 
real state of the body in that the damage to the wounded 
limb was felt to be more “‘ genuine ” than the widespread 
paralysis. Motor function in the head was normal, and 
the intact state of the anterjor horn cells was evidenced 
by violent flexor spasms in some patients. 

The explanation of these phenomena is not clear, 
though Professor Livingston was convinced that it must 
be sought in physical and not psychological mechanisms. 


~ 


approach and superficially in their implications. First 
may be mentioned a study “in the field ” by the workers 4 
from the department of neurology in Oxford, together 
with J. R.'M. Innes, well known for his work on sway- 
back in lambs. This disease, it will be recalled, is 
a demyelinating form of encephalopathy bearing some 
resemblance to Schilder’s encephalitis m man. It 
occurs not only in this country but also in Australia, 
New Zealand, South Africa, parts of South America, and 
possibly in Sweden. Our knowledge of its ætiology is 
incomplete, but in spite of repeated attempts at trans- 
mission no evidence exists to show that it is infective.. 
Its incidence seems'to be closely linked with the avail- 
ability of copper to the developing animal at the time 
when myelination isin active progress. This being 
established and generally accepted, it is startling to 
learn 1 that four of the seven principal members of the 
Cambridge team who worked on swayback have now 
developed a neurological disease which ‘‘ would be 
confidently diagnosed as disseminated sclerosis by any 
neurologist.” | 

Though. disseminated sclerosis is a fairly common 
condition, it would be strange if this odd juxtaposition 
of two demyelinating diseases were a pure coincidence. ` 
But interest in the matter must be tempered with more 
than customary caution. Disseminated sclerosis has not 
been proved in any of these four cases; no more definite 
diagnosis than “ neurological disease”? has been made. 
As to the victims, we read that the sister of one died 
of disseminated sclerosis, and this man had no contact 
with the disease in the field but was concerned with the 
laboratory analysis of blood, tissues, soils, and pastures. 
Another was an agricultural advisory officer concerned 
with field inquiries ‘‘ who may have handled a moderate 
‘number of living cases, but had no contact with autopsy 
work.” Yet two of the three still unaffected workers were 
extensively engaged with the pathological side of the 
work and must therefore have been heavily exposed 
to any potential virus. If contact: with living affected 
lambs is a means of acquiring the disease it is remark- 
able that we have as yet learnt of no such disease among 
those tending affected herds. Again, species-specificity 
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of viruses is such that transmission to man would indeed 
be surprising when every known means has failed to 
infect other lambs. Nevertheless, as the Oxford writers 
suggest, an extra factor, such as a copper deficiency, 
may be needed to secure transmission within the species. 
Renewed efforts should be made to clear up this question, 
especially in view of the recent claims of Margulis 
et al.2in Russia to have isolated a virus in relation to 
disseminated sclerosis. 

From the laboratory comes news? of a further attack 
on the pathogenesis of the demyelinating diseases in 
terms of immunity reactions. For many years attempts 
have been made to produce these lesions by the injection 
of heterologous brain-tissue, and, though the results have 
sometimes been equivocal, the experiments of Ferraro 
and Jervis * left little room to doubt the validity of the 
method. But positive results entailed many months 
of waiting before symptoms appeared. The advance 
registered in this latest work lies in the success obtained 
with homologous brain-tissue, and in the speeding 
up of the reaction by the addition of ‘‘ adjuvants ”’ 
to the inoculum. These adjuvants, used by bacterio- 
logists for the enhancement of immune reactions, include 
such -substances as killed tubercle bacilli, liquid 
paraffin, and the ointment base, ‘Aquaphor.’ When 
these were added by Kabat and his co-workers? to 
emulsions of brain-tissue the time elapsing before 
symptoms developed was usually 3-5 weeks from the 
first injection, and a large proportion of the monkeys 
receiving inoculations of adult brain-tissue, whether 
homologous or heterologous (rabbit), developed cerebral 
lesions. These predominated in the central or sub- 
cortical white matter of the cerebrum, pons, optic nerve, 
and central white matter of the cerebellum ; the spinal 
cord was little affected. The lesions were related to 
blood-vessels and consisted, in the early stages, of peri- 
vascular polymorphonuclear infiltration associated with 
edema, degeneration of myelin, and occasionally fresh 
hemorrhages. The axis- cylinders were relatively pre- 
served. In monkeys that survived beyond the third 
or fourth day after the onset of symptoms there was 
evidence of the progressive subsidence of the inflammatory 
phenomena, with replacement of the leucocytes by 
microglia. In the severity of the reaction described 
and illustrated these experimental results perhaps bear 
a closer resemblance to acute hxmorrhagic leuco- 
encephalitis than to disseminated sclerosis as we usually 
know it. The illness produced in the monkeys was 
however of considerable severity, and death mostly 
took place within a few days of the onset. The relation- 
ship between these forms of disease is still undetermined. 

In further experiments, emulsions of either foetal 
rabbit brain devoid of myelin or adult monkey cerebral 
grey matter failed to produce the lesions. The antigen 
therefore appears to be bound up with the myelin— 
a highly significant observation. But the myelin- 
sheath is a complex structure, and it is to be hoped that 
future work will pursue the analysis into the realm of 
known chemical compounds. In. the meantime it is 
difficult to synthesise the various conflicting views con- 
cerning the etiology of the demyelinating diseases. The 
success of Kabat and his co-workers with homologous 
brain-tissue suggests that auto-immunisation may play 
a part in the diseases in man. It is thus possible that 


certain infections, especially viruses, may act in some 


way on the brain with the result that antigens are 
liberated into the blood-stream. The antibodies sub- 
sequently produced might then be expected to react with 
the original tissue ; analogies are to be found in infections 
elsewhere in the body. Finally, if it is demonstrated 
that the aot of some trace element, for example 
2. Margulis, M. S., Soloviev, V. Des n hablndzo, A. K. J. Neurol. 
N OTN: Pa 1916, 9, 


.3. Kabat, E. A., Wolf, A., Bezer, A. Si, J. exp. Med. 1947, 85, 117. 
4. Ferraro, A., ‘Jervis, G. A. Arch. Neurol. Psychiat. 1940, 43, 195. 


copper, is required for the interaction of infective agent 
and myelin, a coherent picture of the mechanism will 
be obtained. In this, however, speculation is carried 
far beyond the limits of present knowledge. 


MIOWIFERY UNDER THE ACT 


THE view is gaining ground that midwifery, in so far 
as it is undertaken by doctors, should be concentrated 
in the hands of doctors with a special interest in this 
work, and should no longer be undertaken by all general 
practitioners, regardless of whether they have acquired 
special skill in its practice, or are continuing to do 
enough midwifery to keep up their skill. The arrange- 
ments proposed by the Ministry of Health for the pro- 
vision of maternity services (summarised on p. 105) 
will not therefore surprise anyone who has observed the 
recent trend of informed opinion. 

Under the Act, the Minister was enabled to lay down 
the qualifications of doctors to be eligible for this work. 
The suggestion of such.a limitation on the right of a 
qualified man to undertake all types of practice was 
repugnant to many doctors. Others, though recognising 
the need to ensure a high standard of midwifery, were 
reluctant to agree to a clause that might make a medical 
(or even a lay) officer of a health authority the Minister’s 
agent as arbiter of the fitness of a practitioner to practise 
midwifery. The proposals contained in the present circular 
will do much to allay these fears. The screening com- 
mittee, consisting of local general practitioners, a consult- 
ing obstetrician, “and the local health authority’s medical 
officer of health, should be a ŝufficiently liberal and 
informed body to compile without bias a satisfactory 
list of approved practitioners. It is good to see that no 
diploma will be needed, and it is to be hoped that the 
list will include the largest possible number of competent 
general practitioners, consistent with their being able to. 
do enough midwifery to remain competent. It is also 
proper that doctors whose names are not immediately 
acceptable should be told why, and should be given the 
chance of being included later after further postgraduate 
training and experience. Given the safeguards that the 
committee is local, not central, is wholly professional, 
and is drawn from no single professional group, and that 
the approved lists will remain under continuous review, 
it seems unlikely that the new proposals will cause serious 
hardship, or any. unjustifiable restriction of professional 
freedom. 


QUEEN’S NURSES’ APPEAL 


AN appeal for £400,000 is being made by the Queen’s 
Institute of District Nursing to supplement their long- 


-` service fund, which provides annuities of £40 a year on 


retirement for Queen’ s nurses who are too old to come 
into the nurses’ superannuation scheme. These nurses 
worked in the days when conditions in the homes they 
visited were far worse than they are today, and the 


-nurse’s pay was not such as to encourage saving for old 


age. By their example and unobtrusive teaching in 
hygiene they truly earned Florence Nightingale’s 
description, “ the civilisers of the poor.” Today more 
than half of the 8000-odd district nurses in the country 
wear the blue uniform and badge of the Queen’s Roll. 
About 1000 Queen’s nurses who have retired will 
soon do so must rely in their retirement on the institute’s 
annuity and the old-age pension. Under the National 
Health Service Acts district nursing will become the 
responsibility of local authorities, and it will be for them 
to decide how far to make use of existing voluntary bodies ; 
but their decision will not, affect the position of these 
nurses. | 


Sir ALFRED WEBB-JOHNSON has been re-elected presi- 
dent of the Royal College of Surgeons of England for a 
seventh year. 


a 
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Special Articles 


ROTUNDA BICENTENARY 
THE INTERNATIONAL CONGRESS 
Last week the foundation in 1745 of the Rotunda 


Lying-in Hospital, Dublin, was celebrated by an inter- 


national congress, opened by the PRESIDENT of IRELAND 
and attended by nearly 600 doctors. At the first session, 
on the History of Midwifery, Sir EARDLEY HOLLAND 
presided. At subsequent sessions five main topics were 
discussed under the chairmanship of Prof. JAMES YOUNG, 
Dr. Gipson FirzGisson, Dr: J. F. CUNNINGHAM, Dr. 
BETHEL SOLOMONS, P.R.C.P.I., and Prof. A. H. DAVIDSON. 


Puerperal Sepsis 


Prof. J. W. BIGGER said that when the Rotunda was 
founded childbirth fever was not very prevalent, because 
each midwife had a limited clientele. To bring the 
patients to hospital under the care of professional mid- 
wives and man-midwives exposed them to greater risks 
of infection, and it was surprising that the institution 
did not acquire a worse reputation than it did. Today 
infection came not from the doctor’s hands but more 
often from some breach in the barrier between patient 
and patient. The organism chiefly responsible was the 
group A hemolytic streptococcus; its main reservoir 
was the throat, and it was spread chiefly by droplets and 
dust. Ideally each woman should have a separate cubicle 
or room ; for a woman at childbirth with this organism 
in her throat was a danger to herself and other mothers. 
To those who were still carriers at parturition, penicillin 
should be given systemically ; and it should also be given 
to all women entering an institution where puerperal 
sepsis had occurred. Further, the throat of everybod 
working regularly in a maternity ward should be swabbed 
weekly, and if Strep. pyogenes was found the person 
should be put off duty till the group was determined. In 
the ‘presence of group A this exclusion should be main- 
tained until three consecutive swabs were negative. 
Puerperal sepsis was likely to become rarer, but if 
precautions were relaxed there would always be danger 
so long as Strep. pyogenes inhabited throats. 

Dr. C. J. McSwEENEY pointed out that infection of 
the genital tract from the throat does not explain every- 
thing: why did so many mishandled patients escape 
- sepsis? The resistance of the patient determined the 
development and degree of sepsis, and though the genital 
tract was the likeliest site of entry its importance had 
been exaggerated. In 151 of a series of 247 cases labour 
had been normal, and in this series trauma and manual 
removal of placenta were less important than conditions 
such as prematurity and stillbirth. He was convinced 
that the attendants were often unjustly blamed for 
sepsis. At general hospitals cases must be treated by 
special units housed in separate wards; but in large 
towns the most economical arrangement was to put 
the sepsis units in a fever hospital. The medical and 
laboratory staff of a fever hospital were trained to cope 
with such conditions, and (unlike obstetricians) ran no 
ev carrying infection to clean cases. 


. WILLIAM GILLIATT, P.R.C.0.G., said that even before- 


the introduction of sulphonamides and penicillin the 
virulence of hemolytic streptococci was decreasing 
(compare scarlet fever), and it might increase again. 
Sulphonamides were of most use if given at the first 
rise of temperature. 

Prof. Naauis Manrouz Pasha (Cairo) recommended 
routine use of penicillin or sulphadiazine when instru- 
mental delivery is undertaken in patients admitted after 
rupture of membranes, or when there is respiratory 
infection or skin sepsis. Perineal tears should be repaired 
immediately after delivery—an hour’s delay may lead 
to infection. Remnants of placenta could nowadays be 
removed, if troublesome, under cover of penicillin. 

Prof. W. C. W. NIxon advocated regular bacteriological 
“ snooping ” to keep obstetric technique up to standard. 
In cases of prolonged labour he believed that a clean 
surgical cut—cesarean section—does less harm than 
mutilating trauma in vaginal delivery. Taking routine 
swabs from between the membranes at czesarean section 


\ 


he had seldom found any organisms, even several days 
after the membranes had ruptured. When surgery is. 
indicated for puerperal sepsis he preferred extraperitoneal 
suprapubic lower-segment cesarean section, which Waters 
had performed in 250 cases with a mortality of 0:8 %. 
The striking absence of puerperal sepsis in China and 
Turkey made Professor Nixon wonder whether we are 
losing our immunity. 
Eclampsia 


Dr. NINIAN FALKINER (master of the Rotunda) said 
that whereas mortality from sepsis is declining, mortality 
from eclampsia, pre-eclampsia, and toxic albuminuria is 
virtually unchanged. These three conditions were mani- 
festations of a single disease—peculiar to pregnant 
women—which might end in spontaneous delivery 
without harm or might progress to convulsions. The 
disease sometimes developed very rapidly and some- 
times very slowly. Present treatment of eclampsia was 
based on the belief that labour accentuates it, that control 
of convulsions is beneficial, that shock is particularly 
dangerous, and that delivery without shock will lead 
to recovery unless irreversible changes have taken place 
in brain, liver, or kidneys. The Rotunda routine today 
involved the use of morphine, magnesium sulphate (up 
to 8 grammes in twelve hours), and intravenous glucose. 
If the patient was not in labour, and response was 
satisfactory, no obstetric interference was undertaken ; 
but if fits were uncontrolled, or coma was extreme, 
cesarean section under gas and oxygen was indicated. 
With a patient in labour making normal progress, normal 
delivery in the second stage was performed, with the 
utmost care. Where labour was complicated by inertia 
and the condition was deteriorating caesarean section was. 
considered ; and in all cases with dystocia associated — 
with delay and probable difficulty at delivery it was 
demanded. Pre-eclampsia might be an urgent indication 


‘for section. In 1941-47 93 cases had been treated with 


a loss of 8 mothers and 16 infants. Of the 16 women 
having cesarean section 2 had died (1 moribund on 
admission, 1 cerebral hemorrhage), with 1 foetal death. 

Prof. H. J. STANDER (New York) summarised suggested 
causes of eclampsia as follows : 


A. Causes Outside Maternal Organism 
1. Dietary deficiency: (a) general, (b) protein, (c) calcium,,. 
(d) vitamin. 
2. Infection : (a) pyelitis, (b) septic foci to infect placenta. 
3. Meteorological influences. 


B. Causes Within Maternal Organism 
1. Constitutional predisposition. 
2. Pressure. 
3. Endocrine imbalance: (a) pituitary, (b) adrenal cortex, 
(c) others. 
4. Chemical poisons: (a) (b) 
(c) tyramine. 
C. Causes Within Products of Conception 
1. Placenta: (a) infarct, (b) ischemia, (c) crush syndrome, 
(d) allergy, (e) elements. | 
' 2. Foetus: (a) endocrine imbalance, adrenal cortex, 
(b) iso-immunisation (i) Rh factor, (ii) other factors. 


In groups A and B he thought further attention should 
be given to dietary deficiencies, endocrine imbalance, 
and chemical poisons. He referred to the Smiths’ dis- 
covery of a toxic euglobulin in menstrual discharge. 
and in the, blood-stream of menstruating and toxic: 
women. Toxzemia late in pregnancy might prove to be 


guanidine, histamine, . 


due to withdrawal of endocrine support, owing to inter- 


4 


ference with the blood-supply of the placenta. Many 
theories came to involve the placenta (group C.1) and 
usually something outside the placenta was supposed to. 
cause the placental changes; .but it was not clear at 
what stage of events the placenta was implicated. Iso- 
immunisation could probably be ruled out. What was 
needed now was not more theories but more data, and he 
described his own observations, particularly on uric acid. 

Dr. J. D., HOFBAUER (Cincinnati) emphasised the rôle- 
of the placenta, which initiates and sustains hyperplasia . 
of pituitary, thyroid, and adrenal cortex. He regarded 
eclampsia as a response by sensitised vessels to pressor 
substances present in normal blood. Painful stimuli 
of splanchnic areas led to increased output of these- 
substances, and termination of labour could be considered 
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a physiological lumbar sympathectomy.—Prof. M. A. 
VAN BASTIAANSE (Amsterdam) attached much importance 
to interference with placental function by compression 
of the intervillous spaces—e.g., in hydramnios or multiple 
pregnancy. 

Prof. SuBopDH MiIrTRA (Calcutta), impressed by the 
geographical differences in eclampsia, had correlated the 
monthly incidence in Calcutta with heat and humidity, 
but the results differed somewhat from those recorded in 
Bombay and Madras.—Prof. E. C. CRICHTON (Cape 
Town) had found that in South Africa eclampsia was 
common in areas where the soil is poor in calcium. 

Mr. G. W. THEOBALD said that the mortality from 
eclampsia in England and Scotland remained much 
the same from 1911 to 1940, despite the growth of 
antenatal care. From 1940 onwards, however, there had 
been a steep decline, which must surely be connected 
with ehanges in diet. If placental changes were respon- 
sible for pregnancy toxemia why should it be so common 
in Ceylon and so rare in Siam? Did placentas differ in 
the two countries ? Food deficiencies provided the real 
answer, as he had long maintained.! Eclampsia might be 
followed by recovery with birth of a living child some 
weeks later, or might appear some days after delivery. 
It was a self-limiting disease, and if the woman could 
be kept alive for 48 hours without serious damage she 

- would live. 

Prof. JEAN SNOECK (Brussels) recalled the decline of 
eclampsia in Germany and Austria in the 1914-18 war. 
At the Brussels Hospital women’s clinic the incidence of 
pre-eclamptic toxzemia, which was 2:09% in 1938-40, 


fell to 0:70 9% in 1941-42, rose to 0-87 % in 1943-44 when , 


more food was obtainable on the black market, and went 
up to 4:01% in 1945-46 after the liberation.—Dr. B. S. 
TEN BERGE (Rotterdam), comparing two series of 
roughly 20,000 deliveries, had found a fall in the incidence 
of eclampsia from 1:1 per 1000 in 1929-37 to 0:7 in 1940- 
45. The exact relation to food, however, was not clear.— 
Prof. A. J. M. HOLMER (Leiden) had observed a slight 
decrease in the blood-pressure of pregnant women during 


the war, when the only cases of toxemia he had seen .- 


were in the relatives of black-market merchants. ,The 
increase after liberation he attributed to inability to 
cope with unaccustomed fat and protein. 
Dr. T. Drxon HuGues (Sydney) remarked that in 
Australia the incidence of eclampsia in sheep rises when 


they get a rich diet after a drought period. He believed - 


that antenatal care is capable of reducing the incidence 
of toxemia and almost abolishing its mortality. The term 
“ fulminatmg toxzmia ” should be discontinued because 
it shelters inefficient antenatal care, and toxzmia should 
be made notifiable. 

Dr. J. S. GREEN (Melbourne) also held that antenatal 
care and timely admission to hospital can lower mor- 
tality : in 164 cases whose first fit was after admission the 
mortality was 5-5%, compared with 20% in 233 cases 
not admitted until they had had a fit.. It was important 
not to do too much to the eclamptic and to nurse her 
skilfully.—Dr. BETHEL SoLomons likewise urged the 
necessity for good nursing care, with attention to detail. 


Prof. F. C. Irvine (Harvard) said that active inter- 


ference with the antepartum eclamptic during fits was 
likely to be disastrous. At the Boston Lying-in Hospital 
patients were given morphine, magnesium sulphate, 
. and ‘Veratrone.’ The anticonvulsive effect of veratrone 
was probably due to vasodilatation and relief of cerebral 
cedema, and it was given at 20-minute intervals to keep 
the blood-pressure below 150. Some 24-72 hours after 
convulsions ceased, labour was induced by rupture of 
membranes or by a dilating bag, and was allowed to 
continue naturally. Cesarean section was reserved for 
cases with other indications such as disproportion.— 
Mr. D. M. STERN had used veratrone in 46 cases (some 
- severe) with no maternal deaths; but over a third of 
the babies died. Accidental administration of ten times 
the normal.dose had not been fatal.—Mr. OSWALD LLOYD 
had used curare with ‘ Pentothal’ and oxygen. All 
cases thus treated had recovered—both of them.—Mr. R. 
DE SOLDENHOFF thought well of immediate rectal instil- 
lation of bromethol in any woman showing signs of 
eclampsia. 


1. Lancet, 1930, i, 1115. 


. and cerebral lesions. 


Prof. DUGALD BAIRD was not much impressed by 
veratrone: a good obstetrician could get good results in 
various ways. It would be very wrong to suggest that 
antenatal care would not prevent deaths from eclampsia. 
Stillbirths had behaved like eclampsia during the war 
years, and a statistical attack was needed. 

Dr. Eva F. DopGE (Arkansas) said that in the Deep 
South, where diet is defective especially in protein, there 
was much pregnancy toxemia. In the six years since 
the introduction of egg and milk supplements ante- 
natally at her hospital there had been no eclampsia 
among about 600 deliveries annually. A well-balanced 
diet would not hurt any pregnant woman. 

Prof. GORDON Kina (Hong-Kong) pointed out that 
war diets may mean wholemeal bread and vegetables, 
With more vitamins than previously. In Hong-Kong 
the incidence of pregnancy toxæmias rose with the 
incidence of beriberi, and both fell after the surrender. 


Shock in Obstetrics 


Prof. H. L. SHEEHAN said that shock is associated 
with slackening of blood-flow not only through the skin 
but also through the kidneys, liver, and probably the 
abdominal viscera. The blood returned slowly to the 
right heart and the ventricular output was small. <A 
rise of diastolic pressure, with a fall in pulse pressure, 
might be the first indication of shock, preceding the fall 
in both systolic and diastolic pressures. In all cases 
dying after more than 3-4 hours of shock he had found 
subendothelial hzmorrhages corresponding in distribu- 
tion to the left branch of the atrioventricular bundle: 
these were very rare in other conditions except eclampsia 
Great distension was often seen in 
the stomach and proximal part of the colon, corresponding 
to sympathetic nervous distribution, and it was tempting 
to speculate on a common cause for this distension and 
the subendocardial haemorrhages associated with cerebral 
irritation. The suprarenal cortex had nothing to do with 
shock, and, the necrosis seen in the anterior pituitary 
might be an effect rather than a cause. After severe 
hemorrhage there was a sharp decrease in Blood volume, 
and vasoconstriction except in the brain. The same 
vasoconstriction was seen in shock, where it appeared to 
be a harmful response interfering with visceral and cardiac 
blood-flow. Was it a result of sympathetic overactivity 
or an attempt to restore blood volume? Observations 
on shock at the Glasgow Royal Maternity Hospital - 
suggested that blood-transfusion’ was effective where 
collapse was wholly or partly due to haemorrhage but 
valueless where there was none. These observations, said 
Professor Sheehan, ‘‘ completely shake my faith in the 
view that uncomplicated shock is due to reduction in- 
blood volume.”’ 

Dr. A. W. SPAIN approved the title of the discussion : 
so-called obstetric shock was nearly always a case of. 
shockin’ obstetrics. Its origin was seldom uncertain, 
and what mattered most was prophylaxis by good 
conscientious obstetrics. In this country obstetrics was 
usually conscientious; but was it good? Too many 
undertakings in which two lives were at stake were 
considered suitable for domiciliary attention. The 
student must above all be taught (a) avoidance of 
traumatic midwifery and (b) effective action against 
postpartum hzemorrhage—in which resuscitation should be 
secondary to ‘‘ turning off the tap.” In treating shock 
the first step was to remove the inflicting agent. Cardiac 
stimulants were useless ; morphine was always good in a 
conscious patient ; and excessive heat was dangerous. 

Prof. W. A. Scorr (Toronto) felt that, excluding 
collapse caused by drugs, the great majority of cases 
of obstetric shock could be evaluated in terms of 
hemorrhage. 

Prof. HENRI BEDRINE and Prof. M. M. Paucor (Lille) 
outlined their management of shock, which included injec- 
tion of pituitary extract through the abdominal wall into 
the uterine muscle when needed to promote contraction. 

Mr. J. V. O’SULLIVAN said that shock, arising from 
many diverse causes, affects the systems of the body 
one after another until it is universal and eventually 
irreversible. He pleaded for more careful antenatal care. 
With impending shock the fcetal heart-rate showed 
disturbance before the mother’s, and it should be counted 
as a routine. In inducing labour undue purgation should 


t 
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be avoided. The patient’s own blood was more useful 
to her than anyone else’s ; but transfusion when necessary 
should be prompt, using fresh blood if possible. Could 
we not have fresh plasma, too, when appropriate ? 

Sir EARDLEY HOLLAND stated that in England shock 
and hæmorrhage account for almost half the maternal 
deaths. He regarded pituitary extract as the last drug to 
give to women in shock; and he thought many lost their 
lives through zealous efforts to overcome retention of 
the placenta. With postpartum shock the uterus might 
go into spasm, but if it was left alone for a couple of 
hours the placenta would usually be found in the vagina. 

Prof. J. P. GREENHILL (Chicago) hoped that Credé 
expression of the placenta would be given up entirely 
{applause]. Similarly, the uterus should very rarely be 
packed. He rather favoured injection of pituitary into 
the uterine muscle. _ | | 

Mr. K. V. BatLey held that ‘‘ rubbing up a contrac- 
tion,” and the Credé manœuvre as usually practised, 
constitute mismanagement of the third stage. But they 
seemed difficult to get rid of—like Queen Victoria’s 
statue in the Dail. Those who did these things should 
realise that actually they were conducting an operation 
(though without an incision) on important abdominal 
organs. He described a method, employing only the flat 
of the hand, which avoided squeezing of uterus and 
Ovaries and consequent sympathetic- irritation.—What 
was usually done,.said Prof. Harvey MATTHEWS (New 


York), was more of a push than a Credé. He also con- 


demned the Trendelenburg position, as interfering with 
respiration, and the use of heart stimulants. The body 
should be kept at body temperature, and oxygen should 
be used early. | | 


Mr. A. W. Purpr asked how many obstetric units ' 


provide a service to go out and deal with postpartum 
hzmorrhage in the home. And whom did ‘they send ? 
This was not a task for the junior. 

Mr. F. R. STANSFIELD reported that in women 
apparently dead from hzmorrhagic shock he had had 
some success from running plasma into two or three 
veins simultaneously. under pressure, combined with 


_ * heparinisation.’’ 


Dr. F. PRESCOTT gave the cardiovascular criteria of 


shock as a pulse pressure less than 10 mm. Hg or a 


systolic below 80. By overheating, nurses sometimes 
produced a fall of 30 mm. or more. A few blankets were 
all that was needed to preserve blood-heat: slight chill 
was better than excessive warmth. ‘ Methedrine’ was 
helpful unless the blood volume was lowered. 

Dr. J. TUMA (Prague) had found the placenta a useful 
source of blood for storage. At least 100 litres could be 
collected from 2000 confinements. 

Dame LovuIsE McILRoyY, summing-up, spoke of the 
emotional factor. In the last week a hot bath every night, 
with chloral gr. 10-15, helped to soften the cervix: and 
antenatal work should be done by senior people who could 
impart more confidence. 


Sterility 


Dr. ISIDORE C. RUBIN New York) spoke of the 


hazards of hysterosalpingography. The fallopian tubes, 
he said, cannot always rid themselves of jodised oil, 
and a foreign-body granuloma might form where the 
lumen is constricted, substituting permanent ocelusion 
for a permeable stricture. Even the crystalloid iodide 
media with which he had experimented caused pelvic 
pain requiring analgesics. : On the other hand the only 
pain (at the shoulder) caused by carbon-dioxide insuffla- 
tion was rclieved by the supine posture, and with proper 
care this method need cause no accidents whatever. Of 
2261 supposedly sterile women whom he had treated by 
insufflation 590 (26°1%) voluntarily reported pregnancy. 
The conditions found were : 


Condition No. of cases ee Pr “Coy 
Normal patency 1210 316 26-1 
Adherent tubes 538 135 251 
Strictured tubes 379 118 31:1 
Spasm with normal 

patency ek 134 21 13-4 


Dr. M. E. Douay and Dr. RaouL PALMER (Paris). 
reported on 121 cases of complete tubal closure treated 
by various operations. The results (18 uterine pregnancies 
with 14 living children, and 3 tubal pregnancies) made 
them hesitate to encourage a woman to undergo operation 
unless either salpingolysis or salpingostomy is likely to 
be feasible. 4 | 

Mr, ‘ALBERT SHARMAN in 190 consecutive cases had 
seen no pregnancy within six months of passing a sound. 
Tubal block should not be diagnosed without two negative 
insufflations and a negative hysterosalpingography. 
He strongly approved of Rubin’s ‘ Viscerayopaque ’ 
which was completely absorbed in 40 minutes.—Professor 
NIxon had successfully used the lighter contrast medium 
‘ Uriodone.’—Professor GREENHILL thought that in- 
view of the risks to life and health, plastic operations on 
the tubes should not be done until they gave a 50% 
chance of a baby.—Dr. J. S. QUIN had also found the 
results of operation depressing. 

Dr. PETER BIsHoP attributed */,—"/, of failures in 
conception to failure of spermatogenesis, Semen con- 
tained hyaluronidase’ (75% derived from the sperms) 
which was capable of dissolving the viscous gel surround- 
ing the cumulus cells of the ovum. Without adequate 
concentration of this enzyme near the ovum fertilisation 
would not take place, and to provide adequate concen- 
tration a sperm-count of more than 60 million was 
generally needed. Attempts to supply the deficiency 
by placing hyaluronidase tablets in the vagina had 
given some promising initial results, but there had also 
been successes among controls given inactive tablets. 
Sperm-counts were highly variable, and at least three 


‘gpecimens must be examined before reaching an opinion 


on a man’s fecundity. Pregnancy could take place 
despite consistently poor counts—as low as 4 million. 
Prof. J. S. L. BROWNE (Montreal), co-worker with J. S. 
Henry and E. H. Venning, said that for implantation of 
an ovum the luteal phase of the cycle must last some 
10-12 days. Pregnanediol appeared in the urine during 
this phase, whose length could thus be measured. It 
might be less than 10 days in apparently normal cycles 
or might be absent in (presumably) anovular cycles. 


‘Findings in a single cycle, however, proved little: the 


length of the phase was far from constant, and some 
women might be fertile for only one or two days in the 
year—which explained why pregnancy might be long 
delayed. Endometrial biopsy was unlikely to expose a 
short luteal phase. Prolongation—e.g., by chorionic 
gonadotrophic substances—might be possible. 

Prof. Hi~pa Lioyp said that in some women at the 
mid-cycle there is deficiency, absence, or abnormality 
of cervical mucus ; the cervical os might be plugged with 
a thick opaque secretion. The ‘‘ cervical barrier ”? to 
conception might be overcome by stilboestrol, which 
stimulated secretion of mucus, or by sulphamezathine or 
penicillin given systemically to counteract infection. 

Dr. PALMER had got much help from examining the 
adnexa with a peritoneoscope inserted through the | 
abdominal wall. 

Mr. CHARLES READ discussed the relative incidence 
of the causes of sterility, including tuberculosis, and 
referred to Stallworthy’s observations on spastic con- 
striction of the fallopian tubes and its alleviation with 
nitrites, &c.—In India, where some 15% of marriages are 
sterile, and women feel their disability keenly, Prof. J. 
CHAKRAVERTI (Calcutta) had often seen benefit from 
repeated short holidays in the hills or at the sea. 
Endocrine treatment was, he thought, overdone, to the 
neglect of factors such as diet, infections, hypometa- 


- bolism, and emotional stress. 


Prof. A. J. M. HOLMER (Leiden) said that in Holland 
during the hunger blockade from September,- 1944, 
menstruation ceased in some 80° of women, and those 
dying of starvation showed only a few atretic follicles. 
Surprisingly, most women menstruated again a couple of 
months after the liberation. In men the sperm-counts, 
which had often fallen to 1-5 million, returned to normal 
in six weeks. E 

Mr. V. B. GREEN-ARMYTAGE declared that if the State 
does not provide enough proteins the birth-rate will 
go down. Much misery would be avoided if sterile girls 
were detected before marriage. He denounced family- 
planning clinics, endometrial biopsy, the Huhner test, 
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“the vitamin-E racket,’ and. artificial insemination. 
The commonest cause of cervical abnormalities was 
cervical erosions, often induced by chemicals and 
tampons. Nine-tenths of trichomonas infections were 
due to tampons: yet women doctors did nothing about 
it. In sterility the good results attributed to endocrines 


were more probably due to relaxation induced by | 


confidence in treatment.—Dr. C. CHAPMAN (Sydney) 
remarked that the decadence of Western Europe was 
seen also in the Antipodes, despite more proteins. He 
hoped for improved results from ‘ relaxation ’’ induced 
by endocrinological investigation and treatment. 


Dr. R. G. Cross said that in Ireland the gynecologist 
was expected to tackle all three factors in sterility—the 
woman, the man, and the marriage. There was great 
ignorance about elementary sex physiology, about the 
risks of trauma and other damage to sex organs. and 
especially about tuberculosis.—Miss M. MOORE WHITE 
spoke of the multiplicity of factors in each case. In the 
future we must find means to prevent oligospermia and 
hyperplasia. 


‘Fetal and Neonatal Mortality 


Prof. A. H. DAVIDSON regarded this as the most 
important subject of the week. Neonatal mortality, in 
Dublin was still 5%, as it had been 200 years ago. 


Prof.’ EBBE BRANDSTRUP (Copenhagen) said that 
induction of labour, already considerably used in 1795, 
was originally introduced in the interest of the child. 
His own ‘‘ medico-hormonal’’ method employing castor 
oil, oxytocin, and quinine sulphate, had been effective 
in 65% of 407 cases. When it failed, he ruptured the 
membranes: in 55% of 134 cases where the os was 
closed rupture succeeded. Induction carried risks large 
enough to increase foetal mortality .if it was misused: 
the size of the foetus might be overestimated. with 
resultant premature birth, and the incidence of forceps 
delivery was higher. But in selected cases it lowered 
_ foetal mortality. For severely contracted pelvis cesarean 
section was preferable. 


Professor GREENHILL described the first fifteen minutes 
of life as the most critical. In New York and Chicago 
` hospitals the main causes of neonatal death were anoxia, 
primary prematurity, congenital malformations, and 
birth trauma. For prematurity the only preventable 
causes were those associated with toxemia: during 
delivery analgesics and anzsthetics should be used as 
little as possible. -Nursing was the main factor in survival, 
and every large town in the U.S.A. had at least one 
hospital with facilities for dealing with premature infants. 


Birth injury was usually due to bad-treatment or care-. 


_lessness. Asphyxia of the foetus in utero must be 
prevented, and he pleaded for greater use of local 
infiltration instead of anzsthesia. Oxygen to the mother 


often helped. Professor Greenhill disapproved of early . 


induction of labour for contraction. 


Prof. F. J. BROWNE (whose paper was read by Miss 
G. H. Dodds) thought that induction for contracted 
pelvis has been misused in Jngland—being often 
employed in the wrong cases and before the 37th week. 
As regards toxzemia he protested against the prevailing 
view that labour must be induced to save the mother 
from cardiovascular injury: the critical blood-pressure 
level was 160 mm. Hg. Rest in bed was the best means 


of bringing the pressure down. Cæsarean section was not. 


an infallible solution of all difficultges: the child gained 
something by vaginal delivery, which caused a gradual 
increase in asphyxia—an excellent stimulus to respira- 
tion. At University College Hospital during the war 
premature infants were treated in the basement, with a 
‘mortality of 81%. This low figure he attributed to a 
` high standard of nursing with a minimum of handling 
—because of the nursing shortage. 


Prof. DuGaLp BAIRD’s main contention was that. 
infant mortality is an index of living and social condi- 
tions. In the lowest social group (v) the stillbirth-rate 
started rising at the age of 20, whereas in the highest (I) 
it did not rise till 30 (1939, England and Wales). In 
class I the stillbirth-rate in second pregnancies did not 
start rising till the age of 35-39, and it was three 
times greater in class v. He compared the national 


stillbirth-rates with those in a series of cases treated 
by specialists : 


| Classes I and II Classes ITI-V 


a a el 


Specialist .. oH 8-6 37 
National .. 37 


Why did the national and specialists’ figures differ in 
classes I and II but not in classes m1-v? In hospital 
practice balf the stillbirths were due to prematurity. 
The war had seen a dramatic fall in the stillbirth-rate in 
every age-group and every parity: in Scotland it had 
fallen from 42 per 1000 in 1939 to 32 in 1944. The ideal 
conditions for motherhood were that the mother should 
be well nourished from the earliest age, that she should 
marry early, that she should have a reasonable number of 
children (4-5), and that she should be well looked after 
during pregnancy. Minor differences in obstetric tech- 
nique were of little importance compared with the 
mother’s nutrition. 

Prof. JAMES YOUNG pointed out that maternity and 
child-welfare work: had had little effect on maternal 
mortality (which did not fall appreciably till the intro- 
duction of sulphonamides), or on infant mortality 
(which was beginning to fall anyhow), or on the still- 
birth-rate (which did not fall appreciably until the war). 
—Mr. THEOBALD thought that dietetic inadequacies 


-underlie contracted pelvis, pregnancy toxsemia, and the 


“ unknown causes ” of foetal death. 

Dr. R. M. Corset said that ‘‘ the closer you keep the 
baby to the mother the better.” In the Coombe Hospital, 
where babies are left in the mother’s bed, there had been 
only one case of overlying in 19 years, and that in an 
illegitimate child. Separate nurseries for babies led to 
epidemics. 

Dr. TEN BERGE had used german-measles convalescent 
serum to protect pregnant women exposed to german 
measles. He suggested’ that every mother might have 
prophylactic gamma-globulin in the first two months of 
pregnancy. 

Dame LOUISE McILRoy did not approve of bathmg 
babies in the first six days: it lowered their temperature. 
She used olive oil instead. 24 

\ 


MIDWIFERY UNDER THE ACT 
THE GENERAL PRACTITIONER'S POSITION 


THE Minister of Health has just issued a guide! to 
local health authorities on the formulation of proposals 
for carrying out their duties under part 111 of the National 
Health Service Act. His circular is mostly concerned with 


the way in which each authority should present its 


schemes, and the greater part of the explanatory para- 
graphs is merely an amplification of duties already 
foreshadowed in the Act. The paragraphs dealing with 
the care of mothers and young children, however, give 
for the first time a detailed and explicit picture of the 
future maternity services, and of the parts to be played 
in them by the general practitioner and the present 
maternity and child-welfare officers of local authorities. 
The folowing are quotations : 

` “In the new circumstances, as every woman will be 
entitled to a family doctor, it is probable that when she 
thinks she is pregnant she will consult her family doctor. 
Subject to Regulations which have yet to be made, it is 
contemplated that every general practitioner will be 
given an opportunity to say whether or not he desires. 
to practise midwifery under the general medical services 
of part 1v of the Aet, and to answer calls by midwives 
for medical aid. . . . The experience of the practitioners 
who desire to do so will be reviewed by a local: ad-hoc 
committee of a wholly professional character (consisting 


1. Circular 118/47. Health Services to be Provided by Local Health 
STP ie under Part ırı of the Act. Pp. 24. H.M. Stationery 
ilice. Gd. í ; 


106 THE LANCET] 


of local general practitioners, a consultant obstetrician. | 


and the Local Health Authority’s medical officer of 
health) in each Local Health Authority’s area. This 
local committee will draw up a list of approved local 


practitioners, and will be entitled to indicate to those who. 


are not accepted for such a list the need for further 
obstetrical experience. 
to be reviewed from time to time with such objects as 
ensuring that the doctors on it are continuing to under- 
take enough midwifery to remain competent in practice, 
and adding the names of future entrants to the profession 
as they acquire the necessary experience. The duty of a 
family doctor, when consulted by a woman who is 
pregnant, will be to see that she knows how to obtain 
the services of a midwife and, if he himself is not on the 
local approved list, to help the woman to choose a 
‘general practitioner obstetrician’ from the approved 
list who will give her the necessary antenatal and post- 


natal care and will be present, if he thinks it necessary, 


or is called in by the midwife, at the confinement. An 
inclusive fee for general practitioner obstetricians, which 
will be additional to that payable for other general 
medical services under part Iv of the Act, will be centrally 
negotiated with the profession.” 

“ Today a medical officer for maternity and child 
welfare commonly conducts both antenatal and child 
welfare clinics. A greater degree of specialisation—in 
either maternity or child welfare—should be encouraged. 
For this purpose, practical and continuing experience in 
the clinical field will be recognised as essential. It is 
suggested, therefore, that arrangements should be made 
whereby those of the Local Health Authority’s medical 
officers (including those to be transferred to them under 
section 68 of the Act) who, by experience and choice, 
are best fitted to work in antenatal and postnatal clinics 
should gradually be assigned to that work, attached to 
the obstetrical team, and thus spend part of their time 
in midwifery work and in acquiring the necessary 
experience to enable them to enter full obstetrical prac- 
tice, either as specialist obstetricians or as general 


practitioner obstetricians. ‚Similarly, those of the Local 


Health Authority’s medical officers—present and future 
—who are more interested and experienced in child 
welfare work should gradually be allocated to the 
Authority’s child welfare centres, and spend part of their 
time participating in the work of an appropriate pediatric 
department or children’s hospital.” 


HOSPITAL SAVING ASSOCIATION 


The future of contributory schemes was discussed at 
gatherings held on July 10 and 11 in celebration of the silver 
jubilee of this association. It was felt that a body of more 
than two million contributors, with an income of more than 
£1'/, million, cannot just disappear overnight when the 
National Health Service Act comes into operation: the only 
problem was to determine its relationship with the State 
under the changed conditions. At a discussion following 
a celebrative dinner Lord Moran, P.R.c.P., summed up by 
saying that the occasion marked the betrothal of the associa- 
tion and the State. The other speakers, who included Sir 
Hugh Lett, Mr. Fred Messer, M.P., Sir Wilson Jameson, 
Mr. Ivor Back, and Mr. F. J. Angel, agreed that the H.S.A. 
must have some place in the future organisation. When the 
Duchess of Gloucester presented scholarships to nurses next 
evening 2000 group secretaries showed equal unanimity 
in desiring to continue their voluntary work. Sir Hartley 
Shawcross, the Attorney-General, assured them that the 
Government were anxious to retain individual voluntary 
interest in the work of the hospitals. Mr. Henry Lesser, chairman 
of the executive, outlined its ideas as to the future benefits 
to be received by the contributors, though he emphasised 
that the aim of the association would still be to help the 
hospitals. In this connexion Dr. Charles Hill suggested that 
_ some of the funds should be devoted to health education. 


FAaMILY-PLANNING Cuinics.—A list of voluntary and munici- 
pal family-planning clinics is published by the Family Planning 
Association (69, Eccleston Square, London, S.W.1) for the 
convenience of doctors, social workers, almoners, and others. 
Advice on subfertility is given at most clinics, and at all 
but 6 of the 62 voluntary clinics listed every patient is seen 
by a doctor. ` 


MODERN CARE OF OLD PEOPLE 


The list would, of course, need | 


12 beds. 


\ 
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Modern Care of Old People 


VIII 
INTEGRATED SERVICES AT ABERDEEN 


Some ninety years ago there was founded in. Aberdeen 
a small hospital which had for its object ‘“ To provide 
moderate comfort and attendance for persons belonging 
to the Town and County of Aberdeen labouring under an 
incurable disease, and incapable of earning a livelihood, 


with a view to preventing the necessity of such persons 


becoming a burden to their friends or being obliged to 
draw or receive parochial relief.” Only 10 beds were 
provided, and owing to shortage of funds only 6 patients 
were admitted when the hospital opened on Dec. 13, 
1858. Until comparatively .recently it was generally 
known by the foreboding name of the Incurable Hospital 
but it is now known as Morningfield Hospital, from 
the original name of the site on which the modern 
hospital is built. ; 

Year by year ‘the demands on the hospital grew, and 
by 1881 the number of patients had increased to 33.. 
In 1882, owing to the developments in town planning, 
it Was resolved to acquire a new site and to erect a modern 
hospital. | 

A good and spacious site with delightful views was 
selected on rising ground to the west of the city, in what 
was then the suburbs but within easy reach of the city. 
The new hospital was opened in 1884 with accommoda- 
tion for some 55 patients. Since that time it has- been 
extended, but even the 104 beds it now holds are still 
quite insufficient to meet the applications for admission. 
The waiting-list is long and the period of waiting any- 


thing from six to twelve months. 


The hospital now has 72 female and 32 male patients ; 
about three-fifths of them are more or less bedridden, 
and even the remainder can get about very little. 

The nursing staff consists of a matron, an assistant 
matron, 26 probationer nurses, and 2 male nurses. ° In _ © 
the last few years the type of case admitted has been 
increasingly helpless, requiring more nursing attention. 
Diseases of the cardiovascular and nervous systems bulk 
most largely, accounting for about half the admissions. 

The medical staff consists of 2 visiting physicians ; of 
recent years these have been 2 of the physicians to the 
Royal Infirmary, Aberdeen, so there is a very close link 
between the two institutions, and the transfer of patients 


from one to the other is relatively easy. Any acute’ 


surgical case or any case requiring specialised investiga- 


_ tion or treatment is transferred to the general hospital. 


The orthopedic unit of the general hospital is at hand 
for the care of fractures and other bony injuries, and the 
advice and help of any members of the honorary staff 
of the Royal Infirmary is always generously given to 
Morningfield Hospital. 

A certain amount of teaching in the wards is given to 
senior medical students, with advantage both to students 
and patients—the patients look forward to and welcome 
the visits of the students and many of them are a little 
flattered to have their cases demonstrated. 


OCCUPATIONS AND AMENITIES 


There is no visiting occupational-therapist, but the 
patients, especially the women, are encouraged to sew, 
knit, and crochet, and it is surprising how much work 
can be undertaken by what is apparently a helpless 
rheumatoid arthritic. One old lady, well into her eighties, 
throughout the war completed 80 pairs of socks per 
annum as her bit towards victory. 

The wards are of varying sizes, the largest containing 
There are two single-bed. wards, several wards 
for 2 patients, and several for 4 patients. On the whole, 
the four-bedded ward seems to be the ideal: it is small 
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enough to be homely, and allows for the grouping of 
congenial patients together. In the hospital grounds 
there are sun parlours in which, even in winter time, 
the up-patients spend a large part of their day. 

Religious services are held every Sunday throughout 
the year and the secular side is not forgotten, for a large 
number of concerts are given by various societies ; these 
are looked forward to and much enjoyed by the patients. 


THE NEED FOR BEDS ` - 


When building is again possible, it is hoped to make 
room for an additional 40 to 50 beds, bringing the total 
up to 150. This seems to be about the optimum number 
for a hospital of this nature—small enough to avoid the 
danger of institutionalism, but allowing for close and 
effective codperation with the key hospital of the 
area. 

Before the late war accommodation for the chronic 
sick and elderly infirm of Aberdeen was provided by the 
local authority and one or two voluntary bodies. In the 
local-authority hospitals there were about 150 beds for 
the chronic sick; the Roman Catholic community had 
beds for 40-50 patients; and in 1937 the Church of 
Scotland founded an Eventide Home, taking about 40, 
in a converted country mansion seven miles from the 
city. All told, there were probably some 300 beds 
available, but these were quite insuflicient to cope with 
the demand for places. In the recent hospital survey 
of the North-east Region the surveyors suggested as a 
possible figure 1-5 beds per 1000 for the chronic sick ; 
but in the city of Aberdeen alone, with its population 
of 165,000, this would mean only about 250 beds, a 
number which under-present conditions of housing would 
certainly be inadequate. An accurate figure could be 
decided on only by undertaking a thorough social survey, 
but a guess might put the figure at between 2 and 2:5 
beds per 1000. 


HOSTEL, HOME VISITS, AND AN OLD-AGE CLUB 
In 1945 an Old People’s Welfare Council was founded, 


‘ one of its main objects being to provide a hostel or hostels - 


for the elderly infirm, who, though unable to run a house 
of their own, required domestic care rather than hospital 
treatment. Two adjacent houses were acquired with a 
large and attractive garden in common. These houses, 
after alterations, will accommodate 30-36 residents. 
One of the hostels—St. Aubin’s—is already active, 
and already some valuable experience has been gained. 
As in the Hill Homes, the 12 residents, who are almost all 
old pensioners, collect their pensions and supplementary 
pensions and pay the hostel 33s. per week. There are 
as few rules and regulations as possible. The residents 


A sitting-room in the hostel. 


St. Aubin’s Hostel. 


are free to come and go as they please and to have their 
friends to visit them. The houses are within the city, 
on a convenient bus route, so access to the central 
parts is only a matter of a few minutes’ ride. | 

That hostels of this description are badly needed: is 
clear from the large number of applications made, far 
in excess of the accommodation available. Hitherto 
applications have been restricted mostly to the old 
pensioner class, but there is an equal if not greater need 
for similar accommodation for the ‘‘new poor ’’— 
the class of person who can afford perhaps 21/, to 3!/, 
guineas a week, but whose need in a world of rapidly 
rising cost of living is becoming desperate. 
_ The council has a ladies committee of 62 voluntary 


workers, each of whom undertakes to visit a couple of old 


folks living in their own ‘homes once or twice a month. 
About 270 old people are thus visited, and the visits 
are much appreciated. The ladtes committee carefully 
assess the needs of the old people and put them in touch 
with the appropriate bodies of people to help them— .- 
to treat vermin infestation, or arrange medical aid, rent 
relief, supplementary pensions, or domestic help, or to 
help them to get bedding, second-hand clothing, or what- 
ever else they need. The council also run a library, of 
which the old folk take full advantage.. ‘‘ Meals on wheels ” 


‘are under consideration and the need for such a mobile 


meals service is being studied. 

Another aspect of the council’s work is the develop- 
ment of an Old-age Club, open to non-residents. Fortu- 
nately within the garden of the hostels there is a very 
large garage which can be readily adapted to such a 
purpose and the council plan to complete this by the end 
of the year. 

By the creation of such a club in association with the 
hostels it is hoped to build up what would in effect 
become an, old-age welfare centre to which any old 
person would be encouraged to come for advice and 
help. 

Some such codrdinating centre will be welcome even: 
when the new Health Service Act becomes fully operative. 
In the recent report of the British Medical Association 
committee on the care and treatment of the elderly and 
infirm the establishment of geriatric units in the key 
hospitals is strongly recommended. In the future such 
units would form the natural codrdinating centre, but 
it may be many years before they are functioning. 
Meanwhile the creation of such centres could usefully be 
undertaken by voluntary bodies such as the old people’s 
welfare councils which are being set up. throughout the 


ma 
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. In England Now. 


A Running Commentary by Peripatetic Correspondents 


Doctors in Canada work, like their American colleagues, 
in offices, not in consulting-rooms or surgeries. Like us, 
they are gregarious. In consequence, complete office 
blocks are turned over to the medical fraternity. In 
Toronto, the Medical Arts Building is of skyscraper 
proportions—a sort of Harley Street turned up on end 
with over 1000 denizens. This has great advantages 
when second opinions are required. The switchboard 
and message-taking department, where each doctor’s 
appointments book: is kept, is a marvel of efficiency. 
Strangely enough: in all this place there are only three 
psychiatrists. Whether this is a tribute to the sanity or 
a sign of the conservatism of the Canadians I do not 
know. Canada is, as far as I know, the only country 
in the world to have had a psychiatrist as deputy 
minister of health. This post is not quite what it 
sounds, for the deputy minister, in the Dominion and 
provincial governments, is not a politician but a civil 
servant. This particular deputy minister was a very 
brave man, for he advocated the abolition of Father 
Christmas. The results were not such as to encourage 
Sir Wilson Jameson to follow suit. 

The level of general practice in Canada is very high. 
A Canadian G.P. is ashamed if he cannot stabilise his 
own diabetics ; and he has to be an all-rounder, because 
the distances are terrific. Canada is bigger than the 
United States—over 60 England and Wales’s could be 
fitted into it—yet in this vast space there are under 
12 million people. Add to this a winter below zero 
Fahrenheit most of the time, in parts 30° below, and you 
can form some picture of the life in general practice. 
It is nothing for a practice to extend 50 miles in each 
direction from the doctor’s home. Saskatchewan has 


` 


introduced two air ambulances which are fitted with © 


skis in winter, and the only answer to the problem 


of the Canadian G.P.’s transport .seems to be the 


owner-driven helicopter. 

If the general level of Canadian medicine is high, 
I had the impression, confirmed by many Canadians, 
that at the top we could still give them points. Their 


‘hospitals, however, whether municipal or charitable . 


(usually Catholic, and by no means confined to French 
Canada), are excellent. The bed: population ratio is 
far higher than in England, and indeed up to 90% of 
‘ deliveries in some provinces take place in hospital. All 
patients in hospital, except those in receipt of public 
assistance, pay fees both to the hospital and to the 
doctor or surgeon. Thus, there is little free surgery, but 
fees are far lower, ranging from £5 to £25. A visit 
from a doctor may cost 10s., but the patient expects 
much more for it than in Britain. Often the patient 
calls in the specialist directly ; and he has no hesitation 
in changing his doctor if he is dissatisfied ; in conse- 
quence, sale and purchase of practices is unknown, and 
I found great difficulty in explaining to Canadian doctors 
what it was that their British counterparts in fact sold. 
‘ Very few Canadian women become doctors, but they 
make excellent wives and mothers. Canadian family 
life is as happy and-stable as its great neighbour’s is 
unstable. And the children, in this land of opportunity, 
have the kind of time that other children only dream about. 
` * * * 


Last week many hundreds of us bore witness_to the 
fame of the Rotunda. For two centuries (remarked 
Hire’s minister of health) rolling stones from all over 
the world have been going to Dublin to gather a little 
bit of Mosse. Yet in spite of their preoccupation with 
obstetrics members of the international bicentenary 
congress must all have found their attention wandering 
to the city itself—‘‘ headquarters,” as Dr. Ryan put it, 
“of the Irish Commonwealth of Nations.” The trans- 
mutation of the old régime was fascinatingly illustrated 
by a reception at which the President of Ireland and Mrs. 
O’Kelly made every visitor feel welcome at the former 
Viceregal Lodge. Here the rooms are doubtless much 
as they were in the days of the viceroys, but the pictures 
on the walls are strong reminders, of the troubles from 
which Eire has emerged into unexpected stability and 
hope. This stability, and a measure of aloofness from 
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British worries, offers an opportunity for cultivating 
civilisation on the smaller scale which it seems to prefer ; 
and in Dublin even the poorest have something of the 
gentility that comes of ancient riches. I now know better 
why one of our loveliest roses is named Irish Elegance. 

‘ x * * 

Before the war the hospitals were rarely, if ever, 
represented at Henley, though a few boats went to other 


_up-river regattas and some did astonishingly well in the 


Thames head-of-the-river races ; and there were, of course, 
some keen crews in the inter-hospitals’ race itself. 
Many medical students have rowed for their colleges 
while at the university, but on starting their clinical work 
they are apt to get bitten by conscience and give up row- 
ing ; and some of the others join one of the great Tideway 
clubs. It has been encouraging this year to find two 
medical crews—London Hospital and United Hospitals— 
entering for the Tharhes Cup at Henley.. One could 
have wished for more support from one’s colleagues in 
the enclosures, but that will no doubt come as the clubs. 
become better known in the rowing world. oo 

Both crews did well to win their first heats, and on 
Friday they represented England against the American 
schools. United Hospitals met Kent School, the eventual 
winners of the Thames Cup, and London Hospital met 
Tabor Academy, the runners-up. In both races the 
Americans won decisively, but the United Hospitals, 
crew gave Kent a harder race than anyone else and were 
probably one of the fastest English crews in for that. 
event. For a first appearance at the regatta this wasan - 
achievement. l 

Apart from these two eights the profession was present 
in force. At least two coaches and one competitor were 
doctors, and many medical students were rowing for 
other clubs, some in “Grand ” crews. Of the finalists 
at least two winning and two losing crews contained 
medical students. l 

On the whole, the prognosis for hospital rowing is good ; 
the infant is lusty and is likely to thrive. Given whole- 
hearted support, who knows ?—we may yet see a United 
Hospitals’ crew win the Grand. It’s a far cry from the 
days in 1885 when the challenge cup for inter-hospital 
fours was first rowed for on the Putney to Hammersmith 


course. š R “i 


This is only a preliminary communication because my ` 
mother stopped further experiments saying it might 
stop the hens laying. Nevertheless I can say that it 
really works—this witchcraft business ‘of immobilising 


‘ hens with their beaks on a chalk line, I mean. 


Experiment 1—I placed a hen with its beak on a chalk line 
(jolly difficult, I can tell you) and on letting go gradually the — 
hen stayed there—nose to the line (looking a most frightful 
ass) until after half a minute she gradually raised her head 


. about two inches off the ground, then the spell snapped and 


she was off with a squawk. I repeated this several times. 
with consistent success. 

Experiment 2.—I repeated experiment 1 but without a 
chalk line. No success at all. The hen was abusive and 
violent and escaped rapidly. l 

Experiment 3.—I tsed white tape pinned on the lawn. 
Hens might like the smell of chalk because of calcium deficiency 
or something, but it can’t be that because white tape works, 
if anything better. 

One odd thing I noticed. There were naturally a. few 
white feathers blowing about the lawn by then, and if 
one of these came within the`hen’s visual field she imme- 
diately -raised her head to glance at it and was off in a 
flash. I wanted to repeat all this with different coloured 
tapesand trying them coronalin direction as wellassagittal, 
but I shall have to wait for a grant from the M.R.C. 

k * * * 


Hitch-hiking down the Great ‘North Road, my first 
lift was from a nature-cure practitioner. He spoke very 
kindly of doctors. Most of them, he said, did their 
best. Indeed, he had been at St. Ethelred’s himself, 
but gave up orthodox medicine because he felt he needed 
more freedom and the right to advertise—only ethical 
advertising, of course. I asked what was the essential 
difference between his sort of treatment and ours. 
“ Oh,” he said, with a modest wave of the hand, “‘ it’s 
quite simple ; we just go to the root of the trouble and 
remove it!” 
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Letters to the Editor 


NURSING STANDARDS 


Sm,—I am directed by my council to draw your 
attention to a letter which has been received from the 
executive secretary of the Registered Nurses’ Association 
of British Columbia, cancelling the existing agreement for 
reciprocal registration of nurses between this council and 
the association, as it is felt by the association that the 
improvements in standards of nursing education in this 
country, both in respect of general educational qualifica- 
tions required for entry to the nursing profession and in 
respect of the nursing training received, have not kept 
pace with those in British Columbia, and that in fairness 
to members of the nursing profession in British Columbia 
and to the public which has come to expect a higher 
standard of nursing it is not possible to continue the 
reciprocal agreement entered into with my council in 
1934. ; i 

In the reply which my council has sent to the executive 
secretary of the association, it has been pointed out that 
although the hours of instruction a student nurse is 
required to have undergone before entry to the examina- 
tions in British Columbia are considerably in excess of 
the minimum numbers of lectures laid down by my 
council for entry to the examinations in this country, 
the majority of training schools do in fact arrange for 
many more lectures to be given than the required mini- 
‘mum, and that taking into account clinical instruction, 
tutorials, and revision classes which do not appear on 
official record sheets the actual hours of instruction and 
the variety of clinical experience afforded to most 
student nurses in this country do approximate much 
more closely to those in British Columbia than would 
appear from a comparison of the respective minima laid 
down. In view of the fact, however, that the General 
Nursing Council is being pressed from certain quarters 

to lower itg standards of training still further it is felt 
that attention should be drawn to the fact that nursing 
education standards in this country would already 
appear to be falling below those in the Dominions, and 
that the letter from the Registered Nurses’ Association 
of British Columbia is a timely reminder of the urgent 
necessity to raise rather than lower the standards of 
nursing education in this country. 


M. HENRY, S.R.N. 
General Nursing Council, London, W.1. Registrar. 


EX-SERVICE ADMINISTRATORS 


Sir,—‘' Charpoy Basher” (May 3) and “ Burma 
Star’’ (Feb. 15) have spoken not only for India and 
Burma but I fancy for almost all who held war service 
commissions. On the other hand the Regulars must 
have found our civilian individualism distressingly foreign 
to Service discipline. ‘‘ Captain Blank,’’ plaintively 
remarked an A.D.M.S. to a colleague of mine, ‘‘ you must 
not say ‘so what?’ to me!” ; 

I greatly mistrust the introduction of discipline (in 
the broadest sense of the word) into a clinical medical 
service. Discipline means fear; fear means loss of 
equanimity ; and the result is an impaired power of 
clinical application and therefore loss of efficiency. The 
more I think about medical services, the more I become 
convinced that doctors should be doctors, and that 
their work should be managed by managers, not rulers. 
It is bad for the doctor, and for this colleagues, when he 
turns to administration. Like the priest, he has a 
feminine life-style, and power makes him both cruel and 
an escapist. His positive escapism is into preoccupation 
with trifles (e.g., counting pillowslips, morphine tablets, 
and Spencer Wells forceps), frequently with neglect of 
duties of first importance. His negative escapism comes 
into-action when he is found out. What is punitive 
posting but negative escapism—the amceba removing the 
source of irritation instead of himself ? 

In vain is the net spread in the sight of any bird; 
recruiting sergeants wore no red caps, neither did they 
flourish copies of King’s Regulations. The early stages 


of the new medical service will naturally be made easy - 


and acceptable to all. Then, inevitably, the chain of 
causation will lead to the announcement that it ‘ will 


THE NEW ZEALAND SCENE 


/ 
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be brought into line with other medical services, a 
measure of reform now overdue ” (cheers). - We must not 
forget that we shall be bound by the legal, not the 
medical, definition of the title under which we serve 
the State. The words ‘‘ medical service ” have a different 
meaning in Whitehall from that present in our minds 
when we took the Oath of Hippocrates. 

Words being of more importance than deeds to our 
rulers, in any party, the introduction of one word into 
the title might itself erect a bulwark behind which the 
spirit of practice could be kept unharmed. Since even 
politicians are bound by their definitions, could not that . 
part of the medical profession which has elected to be 
stipendiary to the State .be described as the ‘ State 
Medical Professional Service’’? It would be difficult 
to put such a professional service. on the same footing 
as the lay Civil Service, or to dominate it, and if the 
combatant medical services were called professional too 
it would be the best thing for them, because they would 
have to unlearn a lot of nonsense. 

If the idea is of any value, it would then only remain 
to safeguard ourselves, by definition, from those of our 
colleagues who have long since left the temple of Apollo 
for that of Mars, with excellent credentials. 


Rochester, Kent. A. J. COPELAND. 


THE NEW ZEALAND SCENE 


Sir,—Your leading article of July 5 gives a very 
detailed analysis of Mr. Douglas Robb’s eriticisms of 
the New Zealand health service. His dissatisfaction 
with the results of the institution of the (partial) State 
service which has been operating for the past ten vears. . 
is expressed under several headings, which you sum- 
marise, and the purpose of his book is to urge the 
appointment of what in this country would be called 
a Royal Commission, to review the health service in 
general. The conclusion most important’ to doctors. 
which he draws is that the service has been accompanied 
by “a steady demoralisation of the profession.” 

By a fortunate coincidence there is an independent. 
review of health services in New Zealand by Mr. A. E. 
Porritt, himself a New Zealander, who came to study 
medicine in England 23 years ago, and who recently 
revisited his native country. In an article in St. Mary’s 
Hospital Gazette, March, 1947, he makes the general 
comment that New Zealand ‘‘is even more full 
of petty restrictions in its administration than this. 
country—and you know what that means.” He devotes. 
a paragraph to the medical services in the following- 
terms : 


“* For ten years the country has had a partial State medical. 
service and a dispassionate appraisal of this is perhaps not. 
without interest at the present juncture in this country. 
The N.Z.. service applies to general practitioners only. 
Summarised, the results may be said to have produced :: 


(a) A slightly improved all-round service for the public: 
—during business hours. To get a doctor in N.Z. after 6 p,m. 
and over week-ends is not an enviable task ! 


(b) A definite falling off in standard of medical practice from. 
both ethical and clinical viewpoints. This is a consensus- 
of opinion from all branches of the profession. 


(c) A growing and already appreciable dearth of specialists, 
and this in a country where the proportion of men taking 
higher degrees was previously exceptionally high. 

The immediate financial lure to the newly qualified has. 
removed the incentive.” 


There is another appraisal of the New Zealand scene 
by a layman, Mr. J. C. Graham, published in the Sunday: 
Times of June 8. The 40-hour week, apparently universal 
in New Zealand has, Mr. Graham declares, resulted in 
a “lower living standard.” He describes the general 
discomfort produced by the practical cessation of every 
activity ‘‘ after business hours and during the weck-end.’’ 
“ Week-ends,” he says; “are a nightmare to housewives 
and ... are becoming almost a farce, with plenty of 
leisure and nothing to do with it. ... The standard of 
service everywhere has declined.” 

A recent outcome in this, country of the institution 
of a 40-hour week is the deterioration. of the postal. 
service which has been the subject of æ recent debate- 
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in Parliament. Since June 2 there has been, except in 
central London districts, no delivery of letters after 
midday until the next morning. A letter takes longer 
to reach London from some parts of England than does 
a letter from the Antipodes. 


House of Commons, E. GRAHAM-LITTLE. 


TECHNIQUE OF LARYNGEAL ANASTHESIA 


Srr,—Prof. R.: R. Macintosh’s useful contribution 
(July 12) fails to stress the disasters which may result 
from the abolition of the cough reflex in the post- 
anzsthetic recovery period, where laryngo-pharyngeal 
anesthesia has been deliberately produced by the 
indiscriminate use of a local anssthetic such as cocaine 
hydrochloride, &c., in any strength or quantity. He 
obviously has this in mind when he writes, ‘‘I use a 
weaker solution of cocaine than that generally advocated. 
Analgesia from a 3-4% solution is slightly slower in 
onset and shorter in duration. ...’’ These lines should 
be printed in large capitals. 

The hazard of a nasal operation (which depends on 
ischemia secured by the local application of cocaine 
hydrochloride, &c.) is the unnecessary and unwitting 
laryngo-pharyngeal anesthesia produced either by the 
surgeon’s nasal spray. by nasal packs, or by the deliberate 
direct application of local anesthetic to the laryngo- 


harynx. This will abolish the cough reflex, the watch- , 


P 

dog of the trachea; and if the reflex is still absent at 
the end of the operation, blood, even if the amount is 
small, will trickle insidiously into the trachea from the 
postnasal space.. A gradual and fatal asphyxia will 
thus be produced in the early postoperative period, after 
the surgeon and the anesthetist have departed and the 
patient has returned to the ward. The patient is there 
left in the charge of a nurse who is unable to recognise 
the gravity of the condition until too late. Should this 


concealed intratracheal hemorrhage be, recognised in | 


time, immediate aspiration through a _ bronchoscope 
will yet save the patient; I was fortunate to be able 
to do this in a colleague’s case many years ago. The 
amount of blood in the bronchi, viewed at necropsy, 
may be so small that it would be difficult to assign the 
aiy to it, were one not familiar with the sequence of 
events. 

Recent records from the coroner’s court have borne 
lugubrious testimony to the frequency of deaths after 
anæsthesia. 
number of sudden unexpected early post-anæsthetic 
asphyxial calamities in ear, nose, and throat cases, 
where an intratracheal anæsthetic has been used— 
usually following premedication: with ‘Omnopon’ and 
scopolamine. I regard as deadly the combination -of 
omnopon-scopolamine and '‘ Pentothal’ with intra- 
tracheal anesthesia by a laryngo-pharyngeal local 
anesthetic in nose or throat cases; this sequence 
should be banished from the anzsthetist’s armamentarium. 

The early return of the cough reflex is all-important ; 
the anesthetist should: know the exact duration of the 
local anzesthesia produced by the application of different 
strengths and amounts of solution to the laryngo- 
pharynx. 

London, W.1. 


URTICARIAL REACTIONS TO PENICILLIN 


Sim,—A number of points raised by Dr. Frankland 
in his letter of July 5 require further comment. 

I must apologise for the confusion caused by my use 
of ‘the terms penicillin x and penicillin y. When I 
submitted my paper I used the terms penicillin A and B, 

and you, Sir, altered these to x and yY. They signified 
' two different commercial preparations of penicillin of 
unknown composition and did not indicate any of the 
forms known in America as F, G, X, and K.' I did not 
draw attention to this alteration, believing that the 
context made this clear, particularly as there is, as far 
as I am aware, no form known as penicillin Y. 

From his further remarks I gather that Dr. Frankland 
believes that my pure penicillin was the commercial 
preparation known as “ Crystalline Penicillin.” This 
has a minimum potency of 1600 units per mg., which 
in recent batches has reached 1660 units per mg. This 
was not the case. As stated in my paper, I used a pure 


. N. ASHERSON., 


-I, N, Im, and rv, 


I know that there have been an alarming . 


preparation containing 1666 units per mg. I cannot at 
present state the composition of this in terms of penicillins 
but since you suggested (Lancet, 
June 21, p. 877) that I had ‘not entirely excluded the 
possibility of one of these being the cause of the 
allergy, I have inquired of the makers the nature of 
their preparations. This information is not yet 
available to me. 

- In view of the immediate skin responses, I cannot agree 
with Dr. Frankland that these cases were of the delayed 
type of allergy. It seems more likely that the clinical 
delay is an expression of the incubation period between 
first exposure to penicillin and the establishment of the 
allergic state, which, when established, is of the ‘‘ imme- 
diate ” variety. Prausnitz-Kiistner tests were not carried 
out, but the results appeared sufficiently clear-cut to 
be worth reporting. 

In conclusion, Dr. Frankland states that his results 
are at variance with mine. I have recently repeated 
these tests on a further case of penicillin urticaria with 
identical results. Both in this case and in the cases 
reported, my findings were confirmed by independent 
observers. 

Epsom. i ” LOUVIS STEINGOLD. 


” FILTHY RIVERS 


SIR, —In your leading article (July 12) you made no 
mention of infantile paralysis. Many years ago my father, 
the late W. H. Elam, F.R.c.s., called attention to the 
association between this dread disease and the pollution 
of rivers. ; | ; | 

My own experience, though much less than his, certainly 
confirms his views. I have found that young people,- 


especially young adults, who contract infantile paralysis. 


have in many cases been recently swimming in rivers. 
Recent work in the U.S.A. would certainly suggest 
polluted rivers as a fruitful cause of one of our most 
tragic diseases. ' 
New Barnet. 


LACTIC-ACID INJECTIONS OF JOINTS 


Sm,—Mr. Grant Waugh, F.R.c.s., of Sunderland, first 
began to use a solution of lactic acid for the treatment 
of osteo-arthritic joints about thirteen years ago. Some 
three or four times since then he has fully described in 
the medical journals the rationale of this treatment and 
his technique for various joints, Unfortunately the - 
method has caught the public eye and much undesirable 
publicity has resulted. As always happens in such cases, 
the lay public have seen in these injections a cure-all 
for every form of arthritis and rheumatism. Mr. Waugh 
has never made exaggerated claims for it; he has, on 
the contrary, strictly limited what he considers to be its 
legitimate field of use. . | 

Lactic-acid injections have been under intense 
investigation in the special clinic at the Royal Free 
Hospital for sóme two years. This clinic has had the 
advantage of the regular supervision and guidance of 
Mr. Waugh. Injections have also been extensively used 
during the year at the British Legion experimental unit 
at Arlesey, in the clinic at the British Red Cross Clinic 
for Rheumatism, and in private. l 

It had originally been intended to accumulate a larg 
number of cases, watch them over a long time, and 
analyse them carefully as regards history, radiological 
appearances, and other factors. But, in view of numerous 
inquiries that have reached both the Royal Free Hospital 
and the British Legion, and in fairness to Mr. Waugh, 
it appears to us that a presentation of the figures as far as 
we have gone is now called for, and we give these without 
any attempt at a full statistical analysis. 

We consider that, when a method such as Mr. Waugh’s 
is introduced to the medical profession, the proper 
procedure is for someone to go over the ground covered 
by the author with full and loyal adherence to his 
recommended techniques. This has been achieved 
by regular contact with Mr. Waugh, and this critical 


JOHN ELAM. . 


‘survey of the results is entirely independent of his cases 


in Sunderland or in private. 

It is hoped in due course to present results of all our 
cases in a detailed paper. We therefore reduced our 
questionnaire to the following simple form, sending it 


- 
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out only to patients whose hip-joints or knees had been 
injected : 


The questionnaire only applies to your joint or joints. 
Patient’s mare... eeee cece seecccttescennecene April, 1947. 
(1) Had you, when the injections started, any : 


(a) aut ? Standing: Yes Walking: Yes Atrest: Yes 
No -No No 
(b) Stiffness ? Yes 
No 
(c) Walking difficulty ? Yes 
No 
(2) Have you had any relief : 
(a) Of pain? ppan diag: Yes Walking: Yes Atrest: Yes 
No No No 
(b) Of stiffness ? Yes 
No 
(c) Of difficulty in walking ? Yes 
; No 
(d) Do you wish to continue injections ? Yes 


No 


Delete the words not applicable. f 


This questionnaire was sent to 90 patients, and 87 
replies were received, 62 of which referred to hips only, 
16 to knees, 8 to both hips and knees, and 1 to knees and 
wrist, as follows : 


HIPS 
. Total cases 70: hips only 62; hips and knees 8. 


No 


ig a a a a 
= Pain eae a S wide 4 4 1 
(2) Pain ; standing, walking 8 5 i a 2 0 
(3) Pain; standing, at rest 1 1 0 0 0 
(4) Pain ; walking, atrest.. 2 2 0 0 0 
(5) Pain; standing only .. 0 0 0 0 0 
(6) Pain; walking only 3 1 0 2 0 
(7) Pain; at rest only 1 1 0 0 0 

sas <r aria AO yO as. OD oaa 38> ae. OT 

Stiffness ea e. 66 .. 37 wer 3%.. 24T eae. 2 


to 


Walking difficulty .. 69 ..47 .. 3 ..17 4. 
® One case improved for short time then failed to improve further. 
t One case had 2 injections only. f 

KNEES 


Total cases 25: knees only 16; hips and knees 8 ; 
wrist and knees 1. 


Symptom i OP aaa e Par Inge Worse 
Oe ad aere a ose Ih 0 5 0 
(2) Pain; standing, walking 7 3 0 3 1 
(3) Pain; standing, at rest 0 07 0 0 0 
(4) Pain; walking, at rest.. 0 0 0 0 0 
(5) Pain; standing only .. 0 0 0 0 0 
(6) Pain ; walking only 1 1 0 0 0 
(7) Pain; at rest only 0 0 0 0 0 
No pain in above category.. 1 

or eae 24 15 8 1 
Stiffness sa e 2 aI 0O .. 7%.. 1 


Walking difìħculty .. 23 .. 15 .. 0 .. T . 1 


* One case improved for short time and then failed to maintain 
improvement. 


It, is perhaps permissible, even after only two years’ 
experience at the Royal Free Hospital clinic and a year’s 
intensive experience at the British Legion inpatient unit 
at Arlesey, to make the following provisional remarks : 


(1) The method, particularly as regards the hip-joint, 
appears to give better and more lasting results in suit- 
ably selected cases than previous methods, including 
injections and X-ray therapy. 

(2) Its field of use is strictly limited, being greatest 
in early osteo-arthritis of hips and of little or no value 
where the erythrocyte-sedimentation rate (E.S.R.) is 
high and other signs of active arthritis are present. 
The only patient reporting as being worse after injection 
was found subsequently to have a greatly raised E.S.R. 

(3) The value of the method can be greatly enhanced 
by suitable rest, extension, regular employment of 
suspension therapy, exercises, and the early use of 
callipers that free the hip or knee-joint from weight- 
bearing. 

(4) From the variety of reactions encountered we 
consider that a valuable field of biochemical investigation 
has been opened up by this new technique, and that it is 
one likely to provide a number of answers to questions 
rheumatologists have long been asking themselves about 
the chemistry of joints during the progress of atrophic 
arthritis and osteo-arthritis. 

\ C. B. HEALD . 


London, W.1. A. J. MARTIN. 


THE STUDENT AND THE ALMONER. 


Sir,—Since writing the letter published by you on 
June 21 I have seen an article by Prof. R. C. Browne in 
the British Medical Journal of June 14, in which he 
describes in full a scheme such as I had in mind. Surely 
some such plan might, with modification and’ perhaps 
some simplification, be applied not only to industrial 
health but to the health of any hospital patient. It is 
not every hospital which could organise such a service, 
but it should not be beyond the competence of any 
ee hospital. 

Eastwood (July 5) states that hospital almoners 
are ale eady overworked ; this will not be the case when 
the new health service comes into force. Much of their 
time which is now occupied in a search’ for funds will 
then be released for more constructive work. High on 
the list of such work I would put the teaching of social 


. medicine to students, in close coöperation with the 


medical and surgical staffs and outside doctors. 

General practice does not lend itself to teaching. 
Many patients would object to a student accompanying 
a doctor when he visits them in their own homes, and a 
crowded surgery offers no scope for the discussion of 
cases. The student might as easily arrive for his month 
with the general practitioner when he was submerged 
by an epidemic as when he was thankfully relaxed in an 
re ee lujl. Neither would be profitable for the 
student 


London, S.W.10. BERYL HARDING. 


APPEARANCE OF PROTRUDED DISKS 


Smr,—With reference to Mr. Charnley’s criticism 
(June 28) of the illustrations in.the article by Mr. Burns 
and Mr. Young (May 10), I have examined some sections 
of spine removed at routine necropsies by Dr. D. M. 
Pryce, and I can assure Mr. Charnley that the findings 
described by Burns and Young do occur, though I have 
not sufficient experience of numbers to say whether or 
not they are the most common type. It seems to be not 
unusual for the nucleus to herniate between the vertebral 
body and the annulus; this is a little surprising if one 
accepts the orthodox view of the anatomical relations 
between these parts. 

V. H.. ELLs. 


London, W.1. 

SIR, —Mr. Creer’s letter of July 12 will interest many 
radiologists who according to him do not agree on the 
value of a straightforward radiogram in the diagnosis of 
disk protrusions. Disk protrusions can be diagnosed 
from 'a straightforward radiogram! in approximately 
50% of all the cases, and figures which are now being 


1. Gillespie, H. W. Brit. J. Radiol. 1946, 19, 420; 1947, 20, 37. 
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worked out suggest that the aN Arba may possibly 
be even higher. Dandy * concluded that more than half 
could be diagnosed in this way, so it would be interesting 
to know Mr. Creer’s percentage of accurate diagnoses 
from straightforward radiography. 

On the other hand, it must be recognised that technical 
errors, such as inaccurate centring or faulty positioning of 
the patient, may produce very misleading radiograms. 
With imperfect technique the radiologist may well be 
somewhat more hesitant in his diagnosis than the ortho- 
pædic surgeon who, on the strength of his clinical 
investigation, may be tempted to read more from the 
radiogram than is justified. 

One has to be equally careful in. localising a disk 
protrusion largely on the strength of a radiogram. In 


double disk lesions, for example, only one intervertebral. 


space may show radiographic signs of a disk protrusion. 
This can at times be most misleading, and, at the present 
stage, it is doubtful whether the radiogram always 
indicates accurately which disk is affected and giving 
. rise to disability.. i ' 
Clinical examination with corroborative straight- 
forward radiography enables us to diagnose about 98% 
of all disk protrusions. Luckily, myelographies for the 
diagnosis of disk lesions have been largely abandoned, 
for they are time-consuming, harassing to the patient, 
and, in Dandy’s words, “‘ They just/don’t make sense.” 


St. Peter’s Hospital, Chertsey, Surrey. H. W. GILLESPIE. 


.. §m,—Mr. Burns and Mr. Young, in their zeal to 
describe unusual types of prolapsed disks, have omitted 
from their article (May 10) a description of the usual type. 
This forms, as Mr. Charnley has said (June 28), a sessile 
bulge at the level of the disk space. a 

I have found in seven cases pedunculated disks at a 
different level from the disk space as described by 
Burns and Young; sometimes they were posterior to 
: the vertebral body, while sometimes they presented 
into the foramen along the course of the nerve-root. 
I have not yet met the lesion of the annulus fibrosus 
where ‘‘ the torn piece of annulus can swing in and out, 
‘mimicking a torn cartilage of the knee.” i 

I cannot agree with Mr. Creer (July 12) in his reliance 
on a straightforward radiogram for localising the lesion. 
One of the greatest contributions Burns and Young have 
made, in my opinion, is in pointing out that one can 
dispense with radiograms as a method of localisation. 

Norwich. ` H. A. BRITTAIN. 


CALORIE INTAKE IN HOT PLACES 


Sm,—Your annotation of May 24 (p. 720) implies that 
our data? not unexpectedly show that in colder climates 


| men consume an increased proportion of fat in their diet. 


This is not so. Table I in our paper demonstrated that, 
regardless of environment, the percentage of fat voluntarily 
chosen from the 
criteria. For example, in temperate, climates 43% of 
the calories were provided by fat, while in the arctic 
this percentage was slightly reduced to about 40% of 
the calories. 

We are intrigued by the fact that young men living on 
a luxus diet choose to eat what by usual standards are 
rather high fat intakes. 

fos ROBERT M. KARK 

ROBERT E. JOHNSON. 


CLICKING PNEUMOTHORAX 


Sm,—Dr. Thompson may care to have my further 
observations on a subject which interests us both (Lancet, 
May 10, p. 630, and May 31, p. 766). I have now had a 
thoracoscopy performed, but I regret, on his account, 
that since no adhesions were found the effect on the 
clicking sensations of pneumolysis could not be observed. 
It was postulated that there was probably a small 
adhesion anteriorly, near the chest-wall, out of view. 
At any rate, now that I am having large refills, these 
annoying and interesting sensations have disappeared. 
I have no doubt myself that a small adhesion is present— 
so small that it does not present adequate collapse of the 


lung. MEDICO. 
2. Dendy, W. E. J. Amer. med. Ass. 1942, 120, 605; 1944, 125, 
3. Johnson, R. E., Kark, R. M. Science, 1947, 105, 378. , 
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rations was “high” by traditional . 
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COLLECTION AND DISPOSAL OF 
LONDON’S REFUSE 
Max SORSBY 
L.M.S.S.A. 
LONDON COUNTY COUNCILLOR 


THE collection and disposal of London’s refuse have 
been under consideration for more than thirty years by 


. many authorities, including the Ministry of Health and 


its predecessor, the Local Government Board; but, 


‘though some improvements have been effected, the recon- 


struction of the entire service, repeatedly recommended, 
has not yet been carried through. PE 
Londoners can still see house refuse carried through 
houses in wicker baskets or dilapidated uncovered bins 
and tipped into uncovered carts. The possible danger 
from these insanitary methods to the health of the 
public and of the men who handle the refuse is not 
sufficiently recognised. The disposal of the collected 
refuse is an even more serious problem, and the refuse 
dumps in particular have attracted much unfayourable. 
comment. . 

Refuse disposal used to be, and to some extent still is, 


little more than a haphazard dumping of refuse by one 


local authority into the area of another local authority. 
This uncontrolled dumping led the Westminster City 
Council to convene in May, 1914, a conference which 
called for concerted action by the London boroughs. In 
the report (published in 1920) crude dumping was. 
deprecated and alternative methods were discussed. 

In 1922 the Ministry of Health, spurred on by many 
complaints, called a conference of the London County 
Council and the metropolitan borough councils. The 
outcome was a letter addressed by the Ministry to all the 
authorities concerned, setting out the measures com- 
monly referred to as *“ controlled tipping” and now 
followed throughout the country. The Ministry also 
pointed out that “ it must not be taken for granted that, 
even with the adoption of these precautions, tips can be | 
made absolutely sanitary, or that this method of disposal 
of refuse is one that can be regarded as wholly satisfactory.” 
This note of caution was justified by the increasing and 
ever more insistent complaints made by those authorities 
whose areas continued to be used as dumping-grounds. 

Dawes, in his report of 1929, noted that more than 
29 different authorities were responsible for the cleansing 
of London. Most of them had to transport the refuse 
sometimes over considerable distances and generally in 
a crude state and in uncovered wagons; and in all but 
three of the dumps to which this refuse was transported 
conditions were unsatisfactory, and some of the dumps 
were not far distant from dwellings. He concluded that 
the service was for ‘‘ the most part unsatisfactory and 


_ in a number of cases manifestly unsanitary ..., from the 


technical point of view, the system is wrong in principle, 
and that the only way of securing effective refuse disposal 
arrangements for London is by establishment of a 
common cleansing organisation.” | | 
The Ministry of Health (1930) confirmed the findings 
in the Dawes report, and agreed that there should be 
central service controlled by one authority for the 
disposal of refuse from London, but held the view that 
a voluntary scheme would be preferable to a compulsory 
measure. / 
The Metropolitan Boroughs’ Standing Joint Com- 
mittee (1934) emphasised the need for codperation 
between the borough councils, and called for action on 
unsatisfactory refuse tips and to ensure that barges, 
trucks, and other vessels conveying refuse should be 
covered and should not be used for foodstuffs. ` 
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THE PRESENT POSITION 


_ At present 22 out of 29 metropolitan local authorities 
dispose of their refuse entirely by controlled tipping ; 
5 use this method for part of their refuse, and pulverisa- 
tion and incineration for the remainder ; 1 uses incinera- 
tion alone ; and 1 transports all its refuse to brickfields. 
The yearly amount of refuse before the war was about 
1,250,000 tons ; now it is about 820,000 tons; and it is 
expected to reach about 1,000,000 tons. The following 
figures show the extent to which the various methods of 
' disposal were used before the war and now: 


Period Controlled Incinera- Pulverisa- Transported 
tipping tion tion to brickfields 
1938-39 .. 94°% 325 2°%, 1:7% 
1945-46 .. 83-995 11-49; 239 2:495 


The removal of the refuse to the tips is very largely 
in the hands of relatively few contractors. It is generally 
agreed that controlled tipping, properly carried out, is 
the least objectionable and probably the most economic 
method. Instead of a declining proportion, the whole of 
London’s refuse, apart from what is needed for brick- 
making, could be disposed of in this way, eliminating 
from the metropolis all incinerators. 


THE GARCHEY SYSTEM 


The quantity of refuse to be collected could be con- 
siderably reduced by the adoption of the Garchey 
system (Journal of the Royal Institute of British Archi- 
tects 1934, Phenix 1934) and similar devices for the 
mechanical destruction of refuse in blocks of flats. The 
Garchey system has been fairly widely adopted in France 
and was installed with apparently satisfactory results in 
a large housing scheme in Leeds just before the war. _ 


The Garchey system eliminates the need for dustbins and 
dust collection and is an advance on dust chutes to basement 
containers which, because of their misuse, so often become 
insanitary and a cause of complaint. 

A glazed fitting takes the place of the ordinary kitchen sink 
and consists of an upper shallow tray fitted with a large 
detachable grating. (Washing up is done in a separate bowl.) 
The lower part of the fitting is a bowl sealed with a plug 
completed by a long tubular shaft with a handle at the top. 
The shafts acts as an overflow for surplus water in’ the bowl. 
There is a small trap on the plug. 

Into this fitting all house refuse except newspapers, boxes, 
and tins is thrown; the grating is lifted and the waste 
contents fall into a soil pipe which runs to the basement, 
where it ends in a special sump. 

The refuse is drawn from the sump along falling pipes to a 
container. The liquid in the pipes is drawn off from the con- 
tainer and discharged into the sewer, and further moisture is 
disposed of before the rubbish falls into a furnace, where it 
is incinerated. 

The heat created raises the steam necessary to drive the 
plant and can provide central heating for the building. 
About 25% of additional fuel has to be added to consume 
the refuse, and it is estimated that the cost of converting 
refuse to hot water is ls. 6d. a week per household. 


The French practice of building large blocks of flats 
makes the installation of the Garchey system more easy 
than has been the case in England so far. 


RECONSTRUCTION OF REFUSE SERVICE 


The method of collection and disposal of London’s 
refuse today has many disadvantages. There is a multi- 
tude of collecting agencies with different standards of 
efficiency, some of them anachronistic. There is no 


central agency to deal adequately and economically 


with the refuse. The requirements put forward in 1914 
at the Westminster conference for immediate action, 
though no longer adequate, have not yet been imple- 
mented, and it was left to voluntary collaboration of the 
London boroughs to implement the recommendation 
made in the Dawes report that a common cleansing 
organisation should be established with adequate powers 
to serve London and the thickly populated districts on 


its fringe. Such voluntary collaboration has not been 
forthcoming. | 

The institution of a central cleansing authority would 
be particularly opportune today. Vast housing pro- 
grammes make possible the planning of the collection of 
refuse on hygienic lines; changes in local government 
offer a unique opportunity for imaginative administrative 
action ; and the transfer of hospital services from the 
municipalities to regional boards is an opportunity for 
joint action between the London County Council and the 
municipalities of the surrounding areas for codrdinated 
action on health matters beyond hospital organisation. 

It is for administrators to decide whether an ad-hoc 
body consisting of the interested authorities and embrac- 
ing Greater London should be established, or a statutory 
organisation created. Such a body should have statutory 
powers to acquire low-lying land for reclamation, to 
acquire and operate barges, trucks, and all other 
apparatus and equipment necessary for its work, to set 
up a permanent research station, and to lay down 
minimal and optimal requirements for the collection of 
refuse in newly constructed houses and flats. Mean- 
while the amenities of the countryside and Greater 
London, no less than the needs of the metropolis, call 
for the solution of difficulties that have remained 
unsolved over a generation. 


t 
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Housing in Birmingham 


LIKE other cities, Birmingham undertook a rehousing 
programme at the end of the war; and a complete survey 1 
made in 1946 displays alike the problems and the 
opportunities. Whereas a previous survey, ten years 
before, dealt only with ‘‘ working-class houses,” this 
time every dwelling in the city, including staff quarters 
in hotels and hospitals, was covered. | 

In all, 286,869 houses, or: their sites, were visited, 
but 3258 were unoccupied—1916 because of war damage. 
The number of occupied houses in the city is therefore 
mt re and these are inhabited by 299,144 “ family 
uni Ae ; y 

Overcrowding was assessed in two ways: taking the 
standard of the Housing Act of 1936, overcrowding 
amounted to 192%; but if living-rooms used for 
sleeping purposes were left out of account, the figure 
was 11-26%. Back-to-back houses numbered 29,182 ; 
those without a separate water-supply 6429; those 


' without a separate water-closet 34,965 ; those without 


ee 142,523 ; and those without gas or electricity 

Trends since 1936 are in some ways unexpected. 
In the houses surveyed then taken as a whole, 3-77% 
of families were overcrowded on the Housing Act standard ; 
and among families in the corporation housing estate, 
3°75 % were overcrowded. In 1946 overcrowding in the 
corporation estate had risen to 5:40%. A number of 
things have been responsible for this increase: families 
have grown; children have married and had children 
of their own; some families have moved in during the 
war, and others have come to the estate from the centre 
of the city ; husbands have returned from war service ; 
and building has been at a standstill. The 1946 figure 
for the city as a whole cannot be compared, of course, 
with the 1936 figure, when only working-class dwellings 
were covered. Moreover, warfare destroyed more of 
the small working-class dwellings than of the larger 
houses. Dr. H. P. Newsholme, the medical officer of 
health, estimates that, in comparable types of house 
to those surveyed in 1936, the overcrowding is now 


1. Report of the Medical Officer of Health on the Housing Survey,. 
1846. City of Birmingham Public Health Department. 
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about 2:52% ; so it may be fairly claimed that over- 
crowding has been reduced by a third in the ten years. 
The housing schemes of the city council have certainly 
played an important part in this improvement, though 
reduction in the size of families must also be a factor. 
He notes that when married couples have to share a 
house with their parents or others, though they may 
not be overcrowded by any official standards, they are 
sometimes irritated and unhappy. | 

In the 1936 survey, overcrowding in the-central wards 
was 87%, as compared with 3:33% in 1946; in the 
middle ring the figure has fallen from 27 to 1°3%, and 
in the outer ring from 2:0 to 1:9%. The excess of families 
over houses is 15,533, and 25,000 houses are due for 
demolition. The net housing requirement cannot be 


‘exactly assessed, because much could be done’ by 


redistribution. Moreover, when an overcrowded family 
is moved into a new house, their former house can be 
used for a smaller family. The number of new houses 
needed is therefore smaller than the number of cases of 
overcrowding: the Ministry of Health put it at 55% 
of the overcrowding figure. Dr. Newsholme thinks 
that, quite apart from future slum clearance and 


redevelopment, some 7000 houses are needed to meet 


this due proportion of the present excess of families 
over houses, plus some 18,000 to get rid of an equivalent 
proportion of bedroom overcrowding, plus 20,000 houses, 
to be built over ten, years, to meet natural increase of 
population. The last two figures overlap to some 
extent. 
-Smallpox 

Willenhall.—The first patient in this district, which is 

near Bilston, was removed on July 9. She is aged 19 


' and unvaccinated. She sickened on July 3 and a 


confluent rash appeared on July 6. Numerous contacts 
are under surveillance. 


At Bilston the diagnosis in a boy, aged 10, removed 
on July 3, has now been confirmed. Modified rash 
appeared on July 2. He had been vaccinated for the 
first time on June 23. Contacts are still under surveillance. 


`~ Barnsley.—The daughter and son-in-law of the woman, 
aged 62, admitted to the smallpox hospital on June 30 
were removed on July 11 when smallpox rashes appeared. 
Both had been vaccmated on July 2, one primarily and 
the other after an interval of 30 years. 


‘Southampton.—The suspected case removed from 
the Carnarvon Castle on July 8 is suffering from 
chickenpox. 


The Times of July 14 reports that the first case in Dublin 
since 1900 was discovered on board an American ship which 
has arrived from California. 

Up to July 12 there had been 10 cases of smallpox in two 
generations in Calais, and 1 in Lille, secondary to the focus in 
Calais. | : 


Poliomyelitis 


The Registrar-General’s returns for the week ended 
July 5 record 79 notifications, compared with 9 in the 
corresponding week of 1946. This figure has rarely 
been exceeded since the disease became notifiable in 
1912. The maximum recorded incidence was in 1938 
(1489 cases); in the first twenty-seven weeks of that 
year 127 cases were notified. The figures for the 
corresponding periods of 1946 and 1947 have been 206 
and 435 (uncorrected). 

The disease ist widely spread. Notifications in the 


‘week ended July 5 were received in 65 sanitary districts, 


and were mainly singletons. However, since July 5 
multiple cases have been reported from several districts, 
and in all probability a ‘‘ new high” occurred in the 
past week. An unprecedented prevalence is to be 
expected. 

Acute onsets with sharp meningeal reactions, leading 
to a diagnosis of’ meningitis or meningo-encephalitis, 


appear to have been a feature in the present outbreak. 


In such cases the preparalytic stage lasts some days, and 
it may be presumed that infectivity is greatest in this 
period. Early isolation on suspicion before the onset 
of paralysis is probably the most effective action towards 
preventing the spread of the disease. 
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Bulbar and respiratory paralysis is unusually frequent, 
and respirators are in demand. In one extrametropolitan 
borough 7 children have been admitted to the isolation 
hospital since June 18, 5 of them in the first eleven days 
of July; of these, 2 required treatment in respirators. 
Tonsillectomy had been performed on 1, aged 4 years, a 
fortnight before signs of bulbar paralysis appeared. It 
has been advised! that when poliomyelitis is prevalent 
nose and throat operations should, if possible, be 
postponed. | 

An assistant master at a preparatory school at 
Aldenham, Herts, has died of poliomyelitis, and another - 
master and a boy have contracted the disease. The 
school has been closed. : 

During the week ended July 5, 64 cases of cerebro- 
spinal fever were notified. The increase in notifications, 
contrary to the expected seasonal decline, may be an 
expression of the increased incidence of anterior polio- 
myelitis with well-marked meningeal signs at the onset. 


PLAGUE IN East Prussia.—Epidemic bubonic plague 
appeared in Königsberg during June and has caused many 
deaths among the civilian population. 


Infectious Disease in England and Wales - 
WEEK ENDED JULY 5 


Notifications.—Smallpox, 3; scarlet fever, 966; 
whooping-cough, 2240; diphtheria, 188; paratyphoid, 
8; typhoid, 15; measles (excluding rubella), 10,269 ; 
pneumonia (primary or influenzal), 353; cerebrospinal 
fever, 64; poliomyelitis, 79; polioencephalitis, 9; 
encephalitis lethargica, 4; dysentery, 57; puerperal 
pyrexia, 144; ophthalmia neonatorum, 61. ~No case of 
choars; plague, or typhus was notified during the 
week. i 


Of the 3 smallpox cases, 2 were notified at Bilston, Staffs, and 1 
at Barnsley, Yorks. , 


Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 2 (1) from diphtheria, 5 (0) 
from measles, 11 (1) from whooping-cough, 52 (4) from 
diarrhoea and enteritis under two years, and 5 (0) from 
influenza. The figures in parentheses are those for 
London itself. ge 

The number of stillbirths notified during the week 


‘was 238 (corresponding to a rate of 25 per thousand 


total births), including 31 in London. 


Parliament 


ON THE FLOOR OF THE HOUSE 


THE Indian Independence Bill came before the House 
for discussion on July 10 and passed its second reading. 
So after over 250 years a British chapter of Indian 
history is ending. The power of government in India 
is to be handed over to the two Dominions by Great 
Britain on August 15, and it is significant that the sober- 
ing effect of responsibility on India has been great. 
It is now clear that the British business community will 
remain, and it is hoped that many British civil servants, 
doctors, and perhaps soldiers will remain too in the 
employ of one or other of the Indian governments. 
The great problems of India are food, health, and agri- 
culture. Industry on any very large scale has yet to be 
developed. How will India deal with her recurrent 
famines and epidemics? How will India raise the 
standard of health of her peoples ? There certainly will 
be in India vast scope for great health and nutrition 
changes. f 

Turning from East to West, Parliament has paid 
attention during the week to problems of the recon- 
struction of Europe. Can we reconstruct: before the 
dollar line of credit runs out? Or must we willy-nilly 
get help from the Marshal offer on some new basis? 
That we shall need all our ingenuity in planning to keep 
our nation fit and well is clear. Extra food for children, 


1. Lancet, 1946, i, 972. 
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extra food for manual workers, extra food to be pro- 
duced from our own land are all demands being made, 
and demands whose importance will become more clear 
during the autumn, when our economic resources may 
be at their ebb. MEDICUS, M.P. 


QUESTION TIME 


Regional Hospital Boards 


Colonel M. Stoppart-Scotr asked the Prime Minister if, 
in view of the fact that in the appointment of regional hospital 
boards, members of the Houso of Commons from one party 
only had been appointed, although members from other parties 
had similar qualifications of hospital work administration 
and management, he would set up a select committee to 
consider the effect of such political appointments on the 
hospital services of this country.—Mr. C. ATTLEE replied : 
I repudiate the suggestion that these appointments are 
political; examination of the boards’ membership will prove 
that persons with suitable experience have been chosen 
without any shadow of political exclusiveness. 
part of the question, therefore, does not arise.—Colonel 
STODDART-ScorT: Is the Prime Minister aware that 6 mem- 
bers of this House, all members of the Labour party, and 4 
members of the House of Lords, none of whom is Conservative, 
have been chosen to sit upon these boards; and is he further 
aware that such political appointments will mean an inevitable 
change in these hospital boards after the next general election, 
and will be to the detriment of the hospital service ?—Mr. 
ATTLEE : I do not think that the hon. and gallant gentleman 
has his facts correct. I believe that there are 5 members 
from this side of the House, and from the House of Lords 
there is Lord Cunliffe, the Earl of Cranbrook,’ and Lord 
Henley, who are certainly not members of this party, and 
Lord Eustace Percy, a very eminent Conservative. I really 
do think it is unjustifiable to complain just because now, 
after many years, some Labour people are appointed to these 
various boards. 

Sir Henry Morris-Jones: Js the Prime Minister aware 
that some of the names on these boards, particularly in 
North Wales, have been received with perplexity, and may 
I ask whether he can tell the House why people who have 
given their lives to hospital service are omitted ?—Mr. 
ATTLEE: Perhaps they are too old. 


Three in One 


Commander A. H. P. NoBLeE asked the Minister of Defence 
what progress had been made towards merging the three 
Service medical branches.—Mr. A. V. ALEXANDER replied : 
This question is still under examination. I ought, however, 
to make it clear that it has not yet been established that 
the complete merger of the three medical services is to be 

referred to the alternative of the maximum degree of 
coordination between those services. 


Colonel STODDART-ScoTT: Does the Minister realise that - 


the merger of these services will result in great economy in 
military man-power, and will he consider at the same time 
the merger of the three nursing services ?—Mr. ALEXANDER: 
I have been looking into the question of economy of man- 
power that might be effected by the merger. Not only I, 
but other departments which have examined the matter, 
so far have not been convinced of the actual economy to 
be effected. As I say, however, the matter is still under 
consideration. 
Employment of Disabled 


Replying to questions, Mr. G. Isaacs stated that on May 19 
the number of disabled persons recorded at employment 
exchanges as unemployed was 64,754. The total number of 
persons on the register of disabled is 700,000. 


National Hearing-aid 


Sir E. Grauam-LittLe asked the Lord President of the 
Council if, in view of the claims that the national hearing-aid 
was superior in performance to any other hearing-aid yet 
made, he would publish, for the information of the deaf 
public and other interested persons, the results of the National 
Physical Laboratory performance tests, or any other per- 
formance tests carried out on the national hearing-aid.— 
Mr. H. Morrison replied: Information about this hearing- 
aid, including particulars of performance tests, is given in 
the report of the electro-acoustics committee of the Medical 
Research Council. This is now in the press and will be issued 
by H.M. Stationery Office in due course. 


The last | 
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Notes and News 


MEDICAL WOMEN’S INTERNATIONAL 
ASSOCIATION 


‘THIS association’s fifth congress, held at Amsterdam 
between June 24 and 28, was attended by 350 delegates 
from sixteen countries. The congress was opened by the 
Minister of Social Affairs, with Miss L. Martindale, F.R.0.0.G., 
the president, in the chair. At the council and general 
meeting Dr. A. Ruys, professor of microbiology in the Univer- 
sity of Amsterdam and a leading figure in the resistance to 
German occupation, was unanimously elected president for 
the next three years. The following vice-presidents wefe 
elected : Dr. Braestrup, Denmark; Dr. Eriksson-Lihr, Finland ; 
Professor Gauthier-Villars, France ; Dr. Edna Guest, Canada ; 
Dr. Miloshevitch, Poland ; and Dr. Stimson, U.S.A. Dr. Doris 
Odlum was re-elected hon. treasurer, and Mme. Montreuil 
Straus hon. secretary. It was decided to hold the next 
council meeting in Finland and the next congress in the 
United States; the office is to remain in Paris for the next 
three years. 

At the scientific sessions the association discussed the 
responsibility of medical women in the reconstruction of the 
world. The wide variation in their status and influence in 
different countries was emphasised. The proportion of women 
in the medical profession ranges from 1:5% in Belgium to 
25% in Poland. Canada has 3%, France 5%, U.S.A. 5%, 
Sweden 7:5%, Norway 8%, Denmark 9-1%, Holland 10%, 
Hungary 10°, Great Britain 14%, Czechoslovakia 15%, and 
Finland 17%. In Poland, where all posts are open to them, 
women doctors exert great influence ; but in some countries 
there is still prejudice against their appointment to senior 
hospital posts. It was agreed that in post-war reconstruction 
men and women should take equal responsibility. Hitherto 
the bulk of the work has been done by men, and one delegate 
suggested that women are sometimes too timid to make their 
voices heard. A strong effort by women themselves is needed 
to bring home to the governments the valuable part that 
women doctors can play in reconstruction. 


PLANT CHROMOSOMES 


Untit fossils were studied scientifically, attempts to 
classify plants: and animals rested on comparison of the 
macroscopic characters of existing types, and the origins of 
cultivated forms were traced mainly through their simi- 
larities to known wild forms. Investigation of the geological 
record led to big advances in knowledge, and still greater 
strides were made with the coming of knowledge on the 
mechanics of heredity. Only in recent years, however, has 
it been realised that the study of the chromosomes, the carriers 
of the heredity factors, can throw light on the relations between 
familial types, and that the counting of chromosomes may 
enable us to distinguish the more recent from the more 
primitive. 

Before any attempt can be made to use such a criterion 
in a revised system of classification an immense mass of data 
on chromosome numbers must be collected. Fortunately, 
during the past twenty years workers in many countries, 
in the course of cytological studies often undertaken for 
quite other purposes, have recorded chromosome numbers 
in a great number of plants; and since much of this work has 
been in connexion with plant-breeding much of the information 
relates to plants of economic or «esthetic importance. 

Darlington and Janaki Ammal! have performed a biblio- 
graphical feat in collating all these scattered records, and 
have compiled an imposing list of known chromosome 
numbers. Arguing from their wide experience in the mechanics 
of polyploidy that in general those species, within a genus, 
which possess the smaller chromosome numbers will represent, 
or be nearest to, the primitive forms, and that those with 
higher numbers will probably derive in a logical manner by 
polyploidy, they have put forward a tentative revised classi- 
fication of the higher plants. Their book is thus both a 
list of chromosome numbers and a classification which takes 
cognisance of these numbers and throws light on the origins 
of cultivated plants. The geographical relationships, possibly 
suggested by the word ‘“‘atlas”’ in their title, are only a 
secondary, though derivable, implication. : 


1. Chromosome Atlas of Cultivated Plants. By O. D. DARLINGTON, 
F.R.S., and E. K. JANAKI AMMAL, D.Sc. London: Allen & 
Unwin. 1945. Pp. 397. 12s. 6d. 
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A brilliant introduction by Darlington explains the under- 


lying theories and correlates these studies with the classical 
work of Vavilov on plant origins based on genetic investiga- 
tions. The value of the book for reference is increased by 
abbreviated information on the uses of the plants listed 
and on their geographical distributions. Of more question- 
able value is the addition of popular names. 
accepted popular names are omitted, while others are included 
for which the justification is, to say the least, obscure. The 
book will, however, become a standard reference. work for all 
plant-breeders and geneticists and for many horticulturists; 


CONDENSED MILK FOR INFANT FEEDING 


THE Ministry of Food inform us that the allowances of 
full-cream condensed milk for infant feeding, obtainable on 


a doctor’s certificate from food offices, without surrendering © 


points, are as follows (see THE LANCET, June 14, p: 853) : 


, Sweetened Unsweetened 
Age of infant (tins per month) (tins per month) 
Under 5 months .. Up to t? Up to a 
7- 9° oe ” 12? ” 23 
10-12 a » 13 » 24 


The tins of swectencd milk contain 1°/, pints (14 oz.) 
»» unsweetened ,, » 2 pints (16 oz.) 


The infant should also be able to obtain sweetened or 
unsweetened condensed milk on his own points coupons. 
UFAW SUMMER SCHOOL 


In nothing is a scientific mentality more patently needed 
than in the ethics of man’s relations with animals. At 


one extreme there is the callousness engendered by the ghost 


_of Descartes’ theory of automatism, at the other the senti- 
mentality that puts feeling in the place of knowledge. The 
Universities Federation for Animal Welfare has tried to put 
the whole subject on an objective basis. During the last week 
in September (20-27) Uraw is holding a summer school for 
students of both sexes at the field study centre at Flatford 
Mill, in the Constable country. The programme will com- 
prise lectures and discussions on the care of laboratory 
‘animals, whaling, methods of dealing with harmful animals, 
animal psychology, and various other topics; there will be 
visits to a bird sanctuary and other places of interest, social 
events, and free time for recreation (including bathing). 
lt is hoped that a good number of medical students will 
attend. The inclusive fee is £2 12s. 6d., and details will 
be supplied by the secretary, Dr. F. Jean Vinter, 284, Regent’s 
Park Road, Finchley, London, N.3. 


VOICE-RECORDING IN SPEECH THERAPY 


Northwood House Clinic, Leicester, is using gramophone 
records to detect progress in the treatment of defective speech. 
The patients’ efforts at reciting nursery rhymes and making 
. general conversation are recorded from time to time, and 
the recordings are played back after about three months. to 
see whether treatment has resulted in improvement. The 
apparatus is supplied by Recorded Sound Ltd., of London. 


MEDICINE IN THE THEATRE 


In his play ‘‘ The Gleam,” lately running in London and 
now published in book form,! Mr. Warren Chetham Strode 
takes three quite pleasant acts to tell us that doctors work 
best when they have to be responsible to and for their patients. 
Here most of us will go all the way with him, but unfortunately 
he tangles this honest principle with a number of less evident 
propositions. The play is really a protest against the National 
Health Service, in which Mr. Strode sees a dangerous fettering 


of the doctor’s liberty. Not content to let what facts there ` 


are speak for themselves, he unworthily presents all the 
opponents of his view who appear in the play either as mild 
knaves or honest -fools. Moreover, he panders too freely to 
popular nonsense, with his talk of “‘ surgeon’s hands,” and of 
the one man capable of doing successful ‘“‘ trepanation ”’ in a 
given case. Without being particularly dramatic the play 
moves well from point to point, and the characters hold the 
interest. It is a pity, though, that he will not own what so 
clearly appears from the behaviour of his own chief character : 
that the Service makes the man only when the man is of poor 
quality. Where the men are good they make the Service, as 
the Navy brilliantly testifies. If we doctors are all that 
Warren Chetham Strode believes us to be, we have nothing to 
fear from the National Health Service. 


1. London: Sampson Low, Marston & Co. Pp. 90. 6s. 


Many widely. 


CANADIAN RETIREMENTS 


THE University of Torontos new age-limit of sixty . 
instead of sixty-five for teachers in the faculty of 
medicine has Jed to several retirements in the four hospitals 
associated with the university. A complimentary dinner 
was given on June 11 by St. Michael’s Hospital to Dr. Gordon 
S. Foulds, head of the department of genito-urinary surgery, 
who retires under this rule, to Dr. George Ewart Wilson, 
who leaves his post as surgeon-in-chief after a distinguished 
service of 20 years, and to Dr. N. D’Arcy Frawley, Dr. J. X. 
Robert, Dr. T. A. Robinson, and Dr. J. Harris McPhedran, 
former president of the Canadian Medical Association. 

On June 12, at a dinner given by his colleagues in his 
honour, Prof. Duncan Graham, for 28 years Eaton professor of 
medicine, was presented with his portrait. Professor Graham 
is an honorary fellow of the Royal Society of Medicine, and 
a past president of the Royal College of Physicians and 
Surgeons of Canada and of the Canadian Medical Association. 


He is succeeded in his chair by Prof. R. Farquharson 


who is this year’s president of the Canadian college and also 
chief consultant to the Royal Canadian Air Force. 

On June 19, colleagues and graduates of the Gallie course 
in surgery gave a dinner to Prof. W. E. Gallie on his retirement 
from the professorship of surgery in the University of Toronto. - 


‘Graduates of this course are granted a master of surgery degree © 


by the university, and the surgeons-in-chief of six Toronto - 
hospitals and’ the professors of surgery in two Canadian- 
Universities are among its graduates. At the dinner Professor - 
Gallie was presented with his portrait and with 52 essays 
on surgical subjects written by his colleagues and students. 
The collection, which filled three large volumes of typewritten 
manuscript, will be printed this year. d í 


University of Oxford 


In a congregation held on June 26 the degree of D.M. was | 
conferred on J. M. Walker and G. S. Dawes. 


Wellcome Laboratory of Human Nutrition—The trustees 
of the will of the late Sir Henry Wellcome have offered the 
university £25,000 to buy and equip this laboratory on 
condition that the university provides £5000 annually for 
its upkeep during the next five years. The university has 
accepted the gift and is establishing the laboratory for the 
promotion of ‘‘ the scientific study of human nutrition and 
for the collection and integration of existing knowledge.” 
A reader in human nutrition with a stipend of £1100 a year 
is to be appointed. | 


University of Liverpool 


At recent examinations the following were successful : 
M.D.—T. O. Gray. 


M.Rad. (Part I)—H. G. Frank, A. M. Fraser, J. R. MacLeod, 
D. E. Paterson, I. Pierce-Williams, M. Robinson, H. L. Ross, G. D. 
scarrow, W. I. Walker, J. Winter. . 

M.B., Ch.B.—F. G. Anderson, I. S. J. Crosbie, E. Dewsbury» 
Nancy V. Diling, W. Ellenbogen, Sheila K. Frazer, G. I. T. Griffiths, 
Elizabeth Howorth, A. B. Jones, F. P., Lennon, G. L. Levy, G. H» 
Lucas, J. E. Riding, Audrey A. Shone, G. C. Slee, M. H. Turner: 
L. C. Wolfman. 

D.P.H. (Part II).—L. C. Allan, G. H. Bal, T. W. Brindle, A. M» 
Brown, Mary E Brownlie, W. F. Christian, D. J. Doherty, 
Catherine S. Ellams, D. J. Fraser, J. A. Gillet, Patricia F. M. B. 
Gould, M. D. Kipling, Ann Prysor-Jones. B. Pujari, K. V. Robinson, 
O. D. Rosenwald, K. C. Sahu, Irene W. Simpson, W. G. Taaffe, 
A. R. Unsworth, E. Walker, S. R. Warren, E. B. Weeks. 


University of Birmingham : 
Dr. T. L. Hardy has been appointed to the chair of gastro- 


N 


-enterology in the university. This is the first chair in this- 


specialty to be established in this country. Dr. J. F. Brails- 
ford has been appointed honorary director of radiological 
studies in living anatomy. 


Dr. Hardy was educated at Radley College and Selwyn College, 
Cambridge. A graduate in arts and medicine of the University 
of Cambridge, he took the Conjoint qualification from the Middlesex 
Hospital in 1912. After service with the R.A.M.C. in the first world 
war he settled in consultant practice in Birmingham and was 
appointed to the staff of the Birmingham United Hospital. He 
has examined for the universities of Cambridge and Glasgow. In 
1944 he delivered the Croonian lectures on Order and Disorder in the 
Large Intestine, to the Royal College of Physicians. to whose fellow- 
ship he had been elected in 1929. Dr. Hardy was one of the group 
who founded the British Society of Gastroenterologista in 1938 
and until lately he was its secretary. His published work includes 
papers on hyperchlorhydria and ulcerative colitis. 

Dr. Brailsford, who took his m.B. at the University of Birmingham 
in 1923, at present holds the appointment of radiological demon- 


, strator in living anatomy in the university. He is also co 


nsulting 
radiologist to the Birmingham Accident Hospital and City Hospitals, 
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and is honorary radiologist to the Queen Elizabeth Hospital. In 
1927 he was awarded the Robert Jones medal of the British Ortho- 
pædio Association for his essay on Deformities of the Lumbo-sacral 
Region of the Spine. He is also author of Radiology of Bones and 
Joints, and he has twice—in 1934 and again in 1943—dclivered 
Hunterian lectures to the Royal College of Surgeons. In 1939 
he was elected a fellow of the Faculty of Radiologists, and he was 
the first president of the British Association of Radiologists. In 
1941 he was elected F.K.c.P. 


University of Manchester 


On July 5 degrees were conferred on the new graduates 
named in our issue of July 12 (p. 77). The degree of M.p. 
was also conferred on F. P. Ellis (gold medallist), R. W. 
Burslem, A. I. Goodman, A. D. Leigh (in absentia), T. P. 
Sewell, and Isaac Sutton. 


University of Glasgow 
On July 9 the following degrees were conferred : 


M.D.—Jean L. Buchanan, Ben Couts, Margaret S. Ferguson, 
Sheenah J. M. Russell, Elizabeth B. S. Scobbie, A. DB. Semplo, 
Sylvia J. Strachan, A. M. W. Thomson (with commendation) ; 
J. T. Boyd, James Caldwell, Robert Hillman, W. B. McKenna, 
I. H. McNeil, Kwao Sagoe, J. F. Swan. 

D.B., Ch.B.—Anne S. McNaughton (with honours); A. D. 
Roy, W. P P. Crane, Robert Pirrie, W. A. J. Crane (with commenda- 
tion); H. M. Adam, James Aitken, K. J. Alexander, A. C. Anderson, 
Joan Angus, A. 5 'Arneil, John Barr, J. B. Bell, Alexander Boyd, 
H. W. Boyd, J. M. Boyd, Anne N. M. Brittain. J. C. Brocklehurst, 
I. H. Brown, James Brown, John Brown, R. W. Bryson, Margaret 
H. S. Calder, Margaret Cameron. M. W. Clark, John Craig, A. S. 
Cullen, John Currie, Pamela A. Davies, E. D. B. Denovan, M. B. 
Divertie, Irene F. Donald, Lilian I. Donald, Robert Donald, A. N. 
Dowie, Alison M. T. Drimmie, Margaret’ B. Eadie, Alexander 
Fairley, W. R. Falconer, Margaret M. Ferguson, J. J. Flanigan, 
T. H. S. Forrest, W. T. Fullerton. Rosamund M. H. Fulton, L. A. 
Gulanders: W. J. Gordon, Archibald Guinea, Jessica M. S. Hamilton, 
J. 3. Happel. I. L. D. Hodge, J. R. R. Holms. J. G. Inglis, W.T 
Irvine, David Irwin, Bernard Isaacs, Agnes B. Johnstone, G. D. 
Kay, J. M. Kay, Teres» Kelly, J. W. Kerr, Agnes F. W. Laughland, 
Joyce F. P. Lightbody, G. S. Macadam, lan McAlpine, H. S. 
McCallum, Lorna G. Macuougall, Christine R. Macgregor. Susanne M. 
MacGregor, Iain Macintyre, Sheila Macintyre. D. M. McKean, 
B. D. McKeo, D. I. MacKenzie, S. D. MacKenzie, William McKerrell, 
Ella I. Mackinnon. Alastair MacLean, A. I. MacLeod, R. C. Macleod, 
J. B. McMillan, A. L. McNab, 1). L. McNab, Alan Macpherson, 
Alistair Mair, Helen M. Mair, D. B. Meek, J. C. Merry, J. S. Moffat, 
James Morgan, Agnes A. M. Muir, Alexander Munn. D. B. Neilson. 
Marjorie G. Nisbet, Mary K. P. Pollock, F. B. Proudfoot, Helen J. G. 
Ramsay, D. A. Rice, Sheila C, 8. Richard, A. A. Robin, Thomas 
Russell, W. I. Russell, Goldwyn sSchire, Alison Shannon, James 
Simpson, J. T. Smith, James Stanners, Isobel M. W. Stark, James 
Stewart, Margaret P. Stewart, Robert Strang, A. M. P. Thomson, 
D. H. Thomson, W. O. Thomson, William Todd, David Turnbull, 
Alexander Urquhart, W. B. Waddell, Joan L. Wakeham, Mary C. 
Wallace, Camilla M. W aton J. A. Watson, A. A. Wilson, T. A. 
Wilson, C. M. Wylie, F. O. Young, M. A. C. Young. 


University of Dublin 


On July 2, in connexion with the Rotunda bicentenary 
celebrations, the honorary degree of M.D. was conferred at 
Trinity College on Sir Eardley Holland, F.R.cC.0.G., and Dr. 
Henry Stander, obstetrician and gynwxcologist-in-chief to 
New York Hospital. 


Royal College of Surgeons of England 

At a meeting of the council held on July 10, Sir Alfred 
Webb-Johnson was re-elected president for the ensuing yeur 
and Sir Cecil Wakeley and Mr. L. E. C. Norbury were elected 
vice-presidents. 

The council issued invitations to 21 dental surgeons to 
serve as the first members of the board of the faculty of 
dental surgery of the college, and the following were invited 
to become the first 18 fellows in dental surgery : 


H. F. Humphreys, 0.B.E., M.C., Harry Stobie, F.n.c.s., A. D. 
Edward Shefford, 0.B.E., A . Fry, M.C., M.R.C.S., Vivian 
Greenish, Major General A. B. Austin, C.B., Surgeon Captain James 
Thomson Wood, C.B.E.., Edward Samson, A. C. Deverell, Air Com- 
modore G. A. Ballantyne, C.B.E„ D.F.C.„ F. S. arner, R. V. 
Bradlaw, M.R.C.8., H. A. Mahony, F. C. Wilkinson, M.D., B. W. 
Fish, C.B.E., M.D., T. T. Read, F.R.F.P.S., W. G. Senior, O.B.E., 
B. T.-Roper-Hall, M.B. 


The following were elected lecturers for the ensuing year: 


Hunterian professors: Mr. A. W. Badenoch, Congenital Obstruc- 
tion of the Bladder Neck; Mr. A. D. Beattie, Treatment of Peptic 
Uleer by Vagotomy; Mr. Denis Browne, Hare Lip and Cleft 
Palate ; Mr. Murray Falconer, Lumbar Intervertebral] Disk Surgery ; 
Mr. Hassan Ibrahim, Bilharziasis and Bilharziat Cancer of the 
Bladder; Mr. Robert Guy Pulvertaft, Repair of Tendon Injuries 


in the Hand; Mr. Victor Riddell, Carcinoma of the Breast; Mr. 
Francis Stock, Hypertension ; Mr. A. Hedley Visick, Failure after 
Gastrectomy ; Mr. Stanley Way, Lymphatic Drainage of the Vulva 
and its Influence on the Radical Operation for Carcinoma; Mr. M. C. 
Wilkinson, Skeletal Tuberculosis; Harold Wookey, Malignant 
Disease vt the Pharynx and Gsophagus. Arris and Gale lecturers : 

- Dr. E. M. Darmady, Acute Ureemia ; Mr. Leon Gillis, Arm Amputa- 
tions, Gi sine plastic Surgery, and Arn Prostheses ; Mr. F. Lunn, 
ane ny of ae Erasmus Wilson Demonstrators : Mr. V. 


ye cad R. J. McNeill Love, Mr. Philip Mitchiner, Dr 
oy F R. W. Ravon, Arno!t Demonstrators : Dr. R. 
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A diploma of fellowship was granted to D. P. Robertson 
and a diploma of membership to A. J. Ruzicka. 

The following diplomas were awarded jointly with the 
Royal College of Physicians : 


D.P.M.—E. H. Cranswick, J. A. Crawford, P. B. de Maré, J. J. 
Fleminger, E. H. Hare, A. B. Hegarty, R. F. Hobson, J. G. Howells, 
Wallace Ironside, John Johnston, G. N. Jones, V. L. Kahan, Jwian 
Katz. L. G. Kilob, A. B. Kinnier Wilson, C. C. Lack, A. F. McLean, - 
Morris Markowe, D. A. R. Pond, K. C. Royes, Peter Sainsbury, A. B 
Sclare, Salo Tischler, P. M. Turquet, A. H. Wiliams. 

D.L.O.—James Ackerley, J. . Appleton, L. F. Day, P. F. King, 
J. A. Jangille, J. M. Marquard, P. K. L. Orton, C. C. Ring, R. V. 
Tracy-Forster, K. L. Wilson. 

D.1.H.—W. E. Brougtton; Caroline J. Brown, Alan Butterworth, 
J. V. Manning, H. B. Melzer, Niaz- ud-Din, Dorothy Wiliams. 

D.A.—N. C. Smiedt. 


Order of the Hospital of St. John of Jerusalem 
Promotions and appointments recently announced include : 
Knights.—Major J. F. Hamilton, M.D., R. D. Thomas, L.R.C.P.E., 

Air Vice-Marshal Sir em Tyrrell, K. oe E., D.S.O., M.C., M.B. 
Commanders. —F. Richard, M.B., S. Selwyn-Clarke, C.M.G., 

M.C., F.R.C.P., Eada G. S. Machnker. O.B.E., M.D., Surgeon 

Rear-Admiral A. E. Matone. C. B., M.B., Surgeon Rear-Admira] 

H. M. Whelan, M.R.c.s. (mee deceased), C. C. B. Gilmour, c. B.E., 

M.B., J. M. Hermon, M.D., P. Huws, M.B., Major G. S S. Phillips, 

M.D., Prof. N. Hamilton Paitley. C.B.E., F.R. c. P., F.R.S. 

Officers. —Jieut.-Colonel F. A. Bevan, M.B., Lieut.-Colonel T. F. 
Briggs, M.R.C.S., Anacletus Byrne-Quinn, M.B., J. A. L. Roberts, 
M.B., Major T. W. Carrick, R.A.M.C., Lieut.-Colonel C. P. Stevens, 
M.R.E.. M.B., Ivy MacKenzie, M.D.. Surgeon-Captain L. F. Strugnell, 
M.B., Surgeon-Captain R. C. May, 0.B.E., M.C., M.R.C.8., Kypros 
Chrysanthis, M.D.. H. G. Davies, M.R.c.8., Lieut.-Colonel M. P. 
Atkinson, I.M.s8., H. H. Warren, M.B., T. W. David, M.R.C.S., G. R. 
Jones, M.D., G. P. Williams, M.R.C.S., Colonel C. R. Croft, M.D., 
Surgeon Captain K. D. Bell, M.R.cC.S.. Colonel T. J. L. Thompson, 
O.B.E., M.C., M.B., J. W. Reid, M.D., C. A. Bence, M.R.C.8. 


Royal Society of Edinburgh 


On July 7 Sir Edward Appleton, D.SC., F.R.S., Sir Alexander 
Fleming, F.R.C.P., F.R.S., and Sir Arthur MacNalty, F.R.c.P., 
were elected honorary fellows of the society. 


Food and Drugs (Milk and Dairies) Act, 1944 

The Minister of Health, after consultation with the Minister 
of Agriculture and Fisheries, has decided that in view of the 
many technical difficulties involved it will not be > practicable 
to bring this Act into, operation this year. 


Rheumatology Congress 

The first European Congress of Rheumatology will be held 
at Copenhagen and Aarhus from Sept. 4 to 8 under the 
presidency of Prof. Cai Holten. The topics chosen for 
discussion include the ætiology and pathogenesis of rheumatic 
fever and rheumatoid arthritis, the treatment of rheumatoid 
arthritis, the social importance of the rheumatic diseases, and 
bioclimatological problems of rheumatology. Further 
information may be had from the Empire Rheumatism Council, 
Tavistock House, London, W.C.1. 


Dr. Jessie Macgregor Prize and Lecture 

Applications are invited from medical women who are 
graduates in medicine of the University of Edinburgh or 
who have taken the Scottish triple qualification, after studying 
medicine for at least one year in Edinburgh, for this prize 
which is of the value of £50. It is awarded for original 
work in the science of medicine, which may be published or 
unpublished, but must not have been published earlier than 
three years ago. Applications must reach the convener of 
trustees, 9, Queen Street, Edinburgh, 2, not later than July 31. 


Medical Sickness, Annuity and Life Assurance Society 


On July 15, at the 62nd annual general meeting of this 
society, Mr. R. J. McNeill Love, F.R.c.S., the chairman, 
reported that membership now exceeded 10,000 and that the 
new business written in 1946 was a record in their history. 


'New policies were issued to secure sickness and accident 


benefit of over 6600 guineas per week and life assurance of 
over £500,000. The funds of the society had increased last 
year by £228,000 and now stood at nearly £31/, million, 
of which half are in British Government securities. The 
last valuation took place during the war and a declaration of 
a bonus on the life fund was therefore deferred. The directors, 
Mr. Love announced, now felt justified in recommending a 
reversion bonus of 15s. per cent. for each of the ten years 
1937—46, a rate which it was hoped to maintain. Policies . 


.for sickness and accident insurance had received a bonus at 


a reduced rate in 1941, but it had now proved possible not 
only to restore the pre-war rate but slightly to improve it, 
and the directors were recommending a reversionary bonus 
on the A/65 and A/60 tables at the rate of 16s. for each one 
guinea per week insured. 
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American Surgeon Honoured 


ti Dr. Philip D. Wilson, surgeon-in-chief to the Hospital for 
Special Surgery, New York, and clinical professor of ortho- 
pexdic surgery of the College of Physicians and Surgeons, 
Columbia University, who organised and brought over the 
American Hospital in Britain in 1940, aes been appointed 
honorary. C.B.E. 


London College of Osteopathy 


A course in osteopathy is to be held at the college from 
Sept. 30, 1947, to July 6, 1948. The course is open to anyone 
holding a medical qualification registrable: in Great Britain. 
Further information may’ be had from the secretary, 25, 
Dorset Square, N.W.1. 


Institute of Almoners 


In an account of its first full year’s work, the report of the 
Institute of Almoners for 1946 records that the demand for 
qualified almoners continues to increase ; during the year the 
institute was asked to advertise 294 posts, of which 99 had 
not previously been held by certificated almoners. The 
number of appointments made rose slightly from 208 in 1945 
to 216 in 1946. Although the demand for qualified almoners 
is not being fully met, the number accepted for training cannot ~ 
be greatly increased, because a social-science qualification 
, and training in general family case-work are prerequisites, 

and in both these fields there is at present a serious shortage of 
training facilities. | 


`~ 


Appointments 


CANNEY, R. L., M.B. Camb., F.R.C.S.: general surgeon, Kent and 
Canterbury Hospital and Ramsgate General Hospital. 

J onee PIERRE, M.D. Jassy: physician, Rumanian Embassy, 
London. 

SEYMOUR-JONES, J. A., M.B. Camb., F.R.C.S., D.L.O.: asst. surgeon, 
ear, nose, and throat- department, Portsmouth and Southern 
Counties Eye and Ear Hospital. 

SMALL, J. M., M.B. Birm., F.R.C.S.: asst. surgeon, neurosurgical 
department, Birmingham United Hospital. 


Maudsley Hospital, Denmark Hill, S.E.5: 
ANDERSON, E. W., M.D. Edin., F.R.C.P., D.P.M. : physician. 
Davies, D. L., B.M. Oxfd, D.P.M.: senior registrar. | 
WARREN, WILFRID, M.B. Camb., D.P.M. : senior registrar. 
Runwell Hospital, Essex: 


CRANSWICK, E. H., M.B. Sydney, D.P.M. : 


asst. physician. 
Scorr, P. D., M.B. Camb., D.P.M. : 


senior physician. 


Diary of the Week 


JULY 20 TO 26 
Monday, 21st 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 


3.45 P.M. Dr. T. E. Barlow ; Lungs. 
5 P.M. Dr. C. E. Dukes: Pathology of Genito-urinary 
Tuberculosis. 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 


el 
4.30 P.M. Mr. W. M. Mollison: Nose, Nasopharynx, and Faranasal 
Sinuses. 


Tuesday, 22nd 


RoyYAL COLLEGE OF SURGEONS 
3.45 PN Tror G. R. de Beer, D.Sc. : Segmentation of Vertebrate 


ead. 
5 P.M. arii G. M. Bonser, M.D.: Pigmented Tumours of the 


Wednesday, 23rd 
ROYAL COLLEGE OF SURGEONS 


3.45 Pari i James Whillis: Mouth and Pharynx. (First 
ecture 
5 P.M. Mrs. Bonser: ‘Experimental encer of the Bladder. 


Thursday, er 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Dr. Whillis: Mouth and Pharr (Last lecture.) 
5 P.M. Prof. R. J. V. Pulvertaft: Postoperative Pulmonary 
Embolism. 
6.15 P.M. Prof. E. Sprawson :' Foods and Feeding as they 
areo aea and their Voviwonment (Charles Tomes 
ecture. 


Friday, 25th 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Dr. Albert Peacock: Nasal Sinuses and Cavity. 
5 P.M. Dr. a E. Rewell : Diseases Common to Man and other 
Animals. 


Saturday, 26th 


MEDICAL SOCIETY FOR THE STUDY OF. VENEREAL DISEASES, 
11, Chandos Street, W.1 
3P.M. Colonel L. W. AER 7 onera] Discase in the National 
Health Scheme. 


DIARY OF THE WEEK 


_ tion, will regularly describe the activities of that body. 
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Society of Public Analysts and Other ‘Analytical 


Chemists 


At a meeting of the physical. methods group and the 
polarographic discussion panel of this society to be held at 
3 P.M. on Friday, July 25, in the chemistry department, 
University College, Gower Street, : London, W.C.1, Prof. J. 
Heyrovsky will speak on Polarographic Analysis, and Dr. R. 
Brditka on Analytical Applications of the Cystine and 
Protein Reaction in Biochemistry and Medicine. 


International Organisation for Standardisation | s 


The first meeting of the council of the I.S.O. was held in 
Zurich from June 17 to 20. The council consists of the 
National Standards bodies of the following countries: 
Australia, Belgium, Brazil, China, France, India, Norway, 
Switzerland, United Kingdom, U.S.A., and U.S.S.R. The 
council appointed M. Henri St. Leger to be general ‘secretary, 
and his office will be in Geneva. ` 


Extension of Welfare Foods 


Children at day nurseries are now, like those at nursery 
schools, to have two-thirds of a pint of liquid, or dried, milk 
daily free of charge. Each, child is also to have one 6-oz. 
bottle of cod-liver oil compound every 12 weeks free of 
charge. From August l every mother will be entitled to . 
vitamin A and D tablets free of charge for 30 weeks after the 
birth of her child at the rate of one packet each 6 weeks. The 
tablets will be distributed at the same centres as other welfare 
foods. 


A new saodicaki the Chronicle of the World Health Opania: 
The 
first number contains accounts of the origin, constitution, 
functions, and objectives of the organisation. Specimen 
copies may be had from the Wmo interim commission, at 
the Palais des Nations, Geneva, or at 350, Fifth Avenue, 
New York, U.S.A. 


CoRRIGENDUM.—F. E. Adair’s paper on the Use of Male 
Sex Hormone in Women with Breast Cancer appeared in 
Surgery, Gynecology and: Obstetrics (1947, 84, 719) and not in. 
the Journal of the American Medical Association as stated 
in our editorial (July 12, p. 61). 


Births, Marriages, and Deaths 


BIRTHS 
ADKINS.—On July 6, the wife of Mr. E. W. O. Adkins, F.R.c.s.— 


a son. 

AUGER. —On July 6 , the wife of Dr. Harold Auger—a son. ` 

BaLL.—On July 5, in London, the wife of Major P. H. Ball, 
R.A.M.C.—a son and a daughter. 

CARSTAIRS.—On July 12, at Okayama, Japan, the wife of Lieut.- 
Colonel L. S. Carstairs, R.A.M.C.—a son. 

Dopp.—On July 9, in London, the wife of Mr. Harold Dodd, 
¥.R.C.S.—a son. 

ELVERSON.—On July 4, at Marlborough, the wife of Captain H. J. 
Elverson, R.A.M.O. La daughter. 

GRIFFITHS.—On July 10, in London, the wife of Dr. A. J. M. 
Grifiths—a son. ` 

HILL.—On July 4, at Stonehaven, the wife of Captain Adrian Hill, 
R.A.M.C.—-& SON. 

Hupson.—On July 5, in London, to Dr. Jessie Hudson, the wife of 
Dr. E. H. Hudson—a daughter. 

LANGFORD.—On July 6, the wife of Dr. C. Langford—a son. 

MacaARTNEY.—On July "7, in Manchester, ihe wife of Dr. Donald 
Macartney—a son. 

PERFECT.—On July 10, at Awali, Bahrein Islands, ‘Persian Gulf, the 
wife of Dr. John Perfect—a_ son. 

PocHIN.—On July 3, in London, the wife of Dr. E. E. Pochin— 
@ daughter. 


‘TETTMAR. —On June 28, at Westcliff-on-Sea, the wife of Dr. P. 


Tettmar—a son. 
WHITING.—On July 4, in Boston, Mass., the wife of Dr. R. G. 


ting—a son. 
MARRIAGES 


BURROWES—WEST.—On July 5. at Bramshott, D. E. St. J. 
Burrowes, M.B., to Kathleen Ruth West. i 
BURTON—DE MaRrcHI.—On July 6, in London, L. J. H. Burton, 
M.R.C.S., to Isabella De Marchi. 

LusH—GEE.—At Hutton, Essex, on July 12, Brandon Lush, M.R.c.P., 
to Margaret Gee, M.R.C.S. 

PaTON—PEpPyYs.—On July 12, at Newbury, Alexander Paton, M.B., 
to Ann Jennifer Pepys. 

SERGEL—STILEMAN.—On July 8, in London, Charles Sergel, M.B., 

' to Elizabeth Joan Stileman. 

SYKES—CUNNINGHAM.—On June 19, at Wolfenbiittel, Robin Sykes, 

B.M., captain R.A.M.c., to Jean Cunningham. 


DEATHS 


FLINT.—On July 9, at Surbiton, Harold Edwards Flint, M.R.C.S. 

MANSIE.—On July 10, in London, James Mansie, M.B. Aberd. 

NICHOLSON.—On July 9, at St. Leonards-on-Sea, Charles Rowley 
Nicholson, M.R.c.S., aged 74. 

PETERSON.—On July 8, in London, Helen Peterson, M.D., D.P.M. 
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F.R.C.S. 


SURGICAL REGISTRAR, THORACIC SURGICAL UNIT, HAREFIELD 
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WHETHER pulmonary cancer is on the increase or not 
is still debatable, but there is evidence that there is a 
real increase. Everyone will admit that more cases are 
recognised, a fact due to improved diagnosis and a greater 
awareness of the protean nature of the disease, but we 
do not know how many deaths formerly registered as 
pneumonia or bronchitis should have had pulmonary 
cancer recorded as the primary cause. Our knowledge 
-of the early symptoms is still far from perfect, and many 
—apparently unimportant—are overlooked. The thoracic 
surgeon would willingly investigate fifty cases with nega- 
tive result rather than miss one whose life may be 
saved by an early operation; and this can only be 
accomplished by radiography. 

Pulmonary cancer is not necessarily a disease of old 
age; nor are wasting, cough, and hemoptysis constant 
symptoms. Therefore it must not be assumed that 
youth, increase of weight, loss of cough, cessation of 
hemoptysis, or absence of pain excludes a diagnosis of 
cancer. Nor in old age must the possibility be overlooked 
that cancer may be the primary cause of an unresolved 
pneumonia, bronchitis, or a failing heart. An important 
and common characteristic of these tumours is their 
insidious and silent growth. Several of our cases could 
have been diagnosed by radiography a year before 
pneumonectomy—eighteen months in one case. In short, 
whenever a chest condition does not fit an accepted 
pattern, cancer must always be suspected. 


SYMPTOMS AND SIGNS 


The symptoms are determined by the relation of the 
growth to the thoracic organs. A centrally placed mass 
may attain considerable size before producing severe 
symptoms, whereas a growth invading structures within 
the thorax or in the chest wall is more likely to produce 
early pain, cough, hæmoptysis, dyspnea, or other 
definite symptoms. 

Pressure Effects—The chief symptoms are due to 
effects produced on the lung and bronchi, and vary 
with the type of invasion. Complete obstruction of a 
large bronchus, as happens with many squamous-celled 
carcinomata, leads to atelectasis peripheral to the block. 
Imperfect obstruction associated with infection causes 
suppuration to dominate the clinical picture, and lung 
abscess may result. A lung abscess may also result from 
breakdown of the tumour, in which case it is not seg- 
mental, it is radiologically eccentric to the main shadow, 
and it may have an irregular outline. 

Invasion of the pleura produces pain or discomfort 
and effusion, which may be clear (when it makes diagnosis 
difficult), bloodstained, or purulent. Malignant cells nay 
be found in the effusion. The growth tends to spread along 
the pleura rather than to the chest wall, but at the apex 
the ribs may be involved, producing a subcutaneous mass. 

Interference with mediastinal tissue is usually the 
result of glandular involvement, which is most often 
seen with the oat-celled or undifferentiated type of 
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carcinoma. The great veins may be obstructed, and 
paralysis of the phrenic or of the recurrent laryngeal 
nerves is one of the more common early signs. The 
tumour may infiltrate the pericardium, and then it tends 
to spread along the pulmonary veins; this may explain 
the auricular fibrillation which is found in some of these 
cases and may even be the first sign. 


Metastases.—Metastasis is common in the oat-celled 
type of growth where the hilar, glands are heavily 
involved, and a spread to adjacent nodes, such as the 
paratracheal, abdominal, and supraclavicular chains, 
makes surgery impracticable. Regional metastasis is less 
common in squamous carcinomata and adenocarcinomata, 
but in all cases secondary deposits may develop. There 
is a predilection for bone (ribs, vertebra), and liver, skin, 
and brain may be involved. Secondary deposits in the 
brain should be carefully sought, because they can 
develop silently without producing any clinical neuro- 
logical signs until the final stages. In our series three 
deaths within a few weeks of operation were due to this 
complication. Another unusual form of metastasis is 
invasion of the suprarenal glands, producing the 
Addisonian syndrome of severe asthenia, low blood- 
pressure, and bronzed skin. 


Early symptoms are often slight and passed over as 
unimportant, especially if the patient is outside the 
traditional age-group for malignant tumours. If medical 
advite is sought, little or nothing may be detected, and 
weeks or months may elapse before the essential aid 
to diagnosis—radiography—is invoked. The classical 
signs, such as lassitude, persistent cough and sputum, 
dyspnea, and loss of weight, may, as already mentioned, 
not develop for a long time. It has been estimated 
that, on an average, a year elapses between the initial 
symptom and the assessment for surgery. Delay occurs 
all along the line: the patient is slow in seeking medical 
advice ; a period of conservative treatment or observa- 
tion follows before there is any suspicion of something 
radically wrong; after admission to a general hospital 
the establishment of diagnosis may take some weeks ; 
and further time may be lost before surgery is made. 
available. 

Only a few of the early symptoms have any apparent 
significance. Cough persisting after an “‘influenzal ” 
attack, or associated with a supposed slowly resolving 
inflammation, may be accompanied by sputum. In middle- 
aged or elderly men with a chronic cough any alteration 
in its character should be suspect. Hamoptysis, however, 
ought never to be ignored and demands immediate radio- 
graphy. An initial hemorrhage may not be succeeded 
by further bleeding for some time; but, if there is per- 
sistent and daily staining, carcinoma is the only condition, 
apart from hydatid disease, that can produce this. 
Shortness of breath on exertion, or transitory ‘‘ asthma,” 
may indicate the onset of atelectasis which otherwise 
remains symptomless. Pleuritic pain is often ignored 
if there is no subsequent effusion or disability. One 
interesting fairly early sign is pulmonary arthropathy, 
painful and disabling, mainly affecting wrists, fingers, 
and ankles. It is remarkable that pneumonectomy | 
immediately relieves the.pain and restricted movement 
of the joints. 

Other signs and symptoms depend on the natural 
history of the disease: a secondary bronchiectasis will 


- cause cough and sputum to dominate the clinical picture ; 


and a pulmonary atelectasis will produce dyspnoea and 

distress until the body compensates for the disability. 
When the patient is under treatment, symptoms may 

abate, and an increase in weight is common and misleading. 


INVESTIGATIONS 


Radiography.—The essence of early recognition of 
pulmonary cancer lies in radiography. Some cases are 
D 
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discovered on routine investigation or on mass radio- 
graphy, and an abnormal shadow may be detected before 
any clinical signs have developed. The interpretation is 
not always straightforward, owing to secondary changes, 
in which case the picture is often that of the secondary 
change, and further investigation is necessary. 

Blood.—Apart from routine clinical investigations, a 
careful hzmatological survey should be made. Anzmia 
may be present, and a raised sedimentation-rate is 
regularly found. 

Bronchoscopy has to be performed as a routine if 
surgery is contemplated, since the growth may be seen 
and be available for biopsy. Pressure on the bronchi 
from growth or glands, and infiltration, deformity, or 
rigidity of the bronchi can be observed. Bronchoscopy, 
however, gives only a restricted view. of the bronchial 
tree : the upper-lobe bronchi are visible only over a small 
length; but usually the information obtained is most 
valuable. 

Bronchography can help in defining obstruction of 
bronchi beyond the range of the bronchoscope, but it is 
a subsidiary examination and should not take priority 
over bronchoscopy. 
` Sputum.—Investigation of the sputum for malignant 
cells has proved of great diagnostic importance. It is 
essentially an examination to be made by an expert and 
must not be undertaken within a fortnight of broncho- 
scopy or any manipulation which leads to desquamation 
of bronchial epithelium. 


SURGICAL TREATMENT 


The type of growth has considerable bearing on the 
duration of the disease and on the possibility of surgical 
removal. Oat-celled carcinomata with heavy regional 
metastasis are not suitable for excision, and few victims 
survive for any length of time. Squamous-celled tumours 
which produce early atelectasis are often localised and 
removable. A peripheral adenocarcinoma, which in our 
experience is uncommon, may be anatomically suitable for 
excision. The presence of secondary infection in the lung 
clearly adds to the hazards but does not preclude surgery. 

It is generally admitted that the only hope of successful 
treatment lies in radical surgery. Radiotherapy has been 
disappointing in its long-term results, though sometimes 
it has been palliative. The possibilities of combined 
surgery and radiotherapy have not been fully explored. 

Operation. consists of dissection pneumonectomy, in 
which the lung and glands are excised after the individual 
elements of the hilum have been secured. Occasionally 
.the excision may be confined to a lobe when the general 
condition does not permit of the more radical operation. 
The procedure was in the experimental. stages ten years 
ago, but in the last six or seven years the work of the 
thoracic team has produced results which, as regards 
the actual operation, can be considered satisfactory. 
In our last 53 cases there was only 1 death due to 
operation: Certain types of case which used to be 
operated: on are now excluded—e.g., pleural effusion, 
obvious glandular involvement, infiltration of the 
mediastinum: and phrenic and vagus nerves, and exten- 
sion into diaphragm and chest wall. These complications 
are not absolute contra-indications to operation, but they 
make its success doubtful. 

. The proportion of patients with pulmonary cancer 
suitable for radical surgery is depressingly low. Only a 


few are referred to the surgeon, and the figures of Brock | 


(1943) and of Tudor Edwards (1946) show that only a few 
of these are operated on. Out of 224 patients Brock only 
found 40 suitable for consideration ; out of the 36 treated, 
excision was only practicable in a half. In other words 
pneumonectomy was performed in 8% of the total. 
The current figure is, however, almost double this 
(Brock 1947). Tudor Edwards recorded 70 pneumon- 
ectomies and lobectomies out of 1016 patients seen. 
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In our series the chest was opened in 246 oases, and 
the growth excised in 130. 


PNEUMONEOTOMY : 122 cases . 
Deaths Survivals 
Within 6 weeks -- 18 6 months to 1 yr. 14 
6 weeks to6 months .. 24 aes a he a a3 
6 months to 1 yr. ce. 11 3-4 yr. 5 
-2 yr æ T 4-5 yr. 4 
122: As > 5-6 yr. 2 
2-3 yr. . ee 4 6-7 yr. .. 2 
3—4 yr. ae TY 1 7-8 yr. .. .1 
66 56 
LOBECTOMY : 8 cases 

Deaths Survivals 
Within 1 yr. oR 1-2 yr. 1 
ee ee ee ae a ay A 
| E 3 


THORACOTOMY : 116 cases (excision not practicable) 


The limits of age at the time of operation were 28 and 71 years. 

Of the deaths between six weeks and two years after 
operation, 3 were occasioned by suicide, 3 from established 
coronary disease, 1 from accident, and 3 from incidental 
causes—i.e., 10 out of 47 in these groups died from causes 
unconnected with the original disease. 


As a result of operation 19 patients died, 18 (15%) after 
pneumonectomy and 1 after lobectomy. These figures 
include deaths not only directly after operation but also 
up to six weeks after. The causes of early death included 
shock, hemorrhage, heart-failure, and air embolism, 
but the chief danger lay in bronchial fistula and pleural 
infection. This complication, though not necessarily 
lethal, throws a considerable strain on the patient and 
causes protracted disability. Most of the patients who 
died from six weeks to six months after operation had 
developed metastases, some probably unrecognised at 
the time of operation, others from imperfect removal, 
or very rapid recurrence, of the tumour. 

The technical problem of effective bronchial closure 
has been the biggest difficulty and, in spite of considerable 
recent improvements, has not yet been solved. Carefully 
placed sutures, penicillin, and pleural and intercostal 
muscle-grafts now maintain permanent closure in most 
cases. Penicillin has proved of inestimable value in 
controlling pleural infections. 

The assessment for operation requires the most careful 
consideration. The respiratory and cardiovascular 
systems must be capable of withstanding the strain of 
a severe operation, and routine measurement of the vital 
capacity and pulse pressure should be made. Any 
deficiency in the hemoglobin content should be restored 
by blood-transfusions before operation is undertaken. 
A preliminary pneumothorax may give information 
about the extent of pleural adhesions and, if it produces 
an efficient collapse, gives some idea of the ventilating 
capacity of the opposite lung. 

The importance of having an experienced anesthetist 
cannot be over-emphasised. Blood-transfusions are 
always given during the operation. The technique of 
pneumonectomy has been deseribed on various occasions, 
and the methods used in this series showed no special 
variations. In 6 cases the pericardium was partially 
excised, and in 5 cases a wide section of chest wall was 
removed, to ensure adequate removal of the growth. 


POSTOPERATIVE COURSE 


The main feature in the postoperative course is the 
behaviour of the vacant space left after the pneumon- 
ectomy. In the absence of infection the space is slowly 
obliterated in a few months with an increasing deposit 
of fibrin over the walls. Pleural infection is often con- 
trolled with penicillin; but, if a large bronchial fistula 
develops, drainage will become necessary, with the 
result that closure is indefinitely delayed. Later a limited 
thoracoplasty may sometimes be used to obliterate 
the space. 
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The deformity consequent on pneumonectomy is slight 
and only shown by some falling in of the chest wall and 
pulling over of the mediastinum. The general function 
is often excellent, depending on the state of the cardio- 
vascular and respiratory systems, and may allow full 
normal activities short of strenuous exercise. 

Local recurrence of the growth is a common cause of 
later death, the dead space becoming slowly filled with 
growth in 12-18 months. Distant metastases may 
develop at any time. Patients with only one lung are 
clearly liable to risks from respiratory infections, and 
with increasing years there is no doubt that the loss of 
pulmonary tissue throws an added strain on the cardio- 
vascular system. Three patients unexpectedly committed 
suicide some time after operation, and in the absence 
of cerebral secondaries anoxia should be considered as a 
factor in any alteration of mentality that may be noted. 

The results clearly leave much to be desired ; but, as 

in all cases of malignancy, the uncertainty of the result 
cannot deter the surgeon from undertaking legitimate 
risks. 
It should also be realised that in earlier years cases 
were operated on which would not now be regarded as 
operable. The selection has become more exact, technique 
has developed, and earlier diagnosis has paved the way 
for improved results. 
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PÆDIATRICIANS in general agree that newborn infants, 
particularly if premature, thrive best on human breast- 
milk’; its wider provision is therefore important in the 
improved care of young babies. The suggestion was 
made that expressed breast-milk might be collected from 
maternity hospitals and preserved, pose by debydra- 
tion, for distribution elsewhere. 

The results presented here are those of an investigation 
of the bacteriology and of the safeguards required for 
ensuring an uncontaminated supply. Samples of human 
milk were obtained from three maternity hospitals in or 
near London (hospitals A, B, and C) and from a da 
maternity home (hospital D). 


METHODS OF COLLECTING HUMAN MILK 


E Current methods of collecting human milk in maternity 
‘hospitals were first reviewed to find out whether any 


improvements in technique were required. Bacterial 
counts of milk samples were made by the roll-tube 
method (Wilson 1935). ‘ Yeastrel ’-milk-agar was used 


as the medium, and the tubes were incubated aerobically © 


for 3 days at 37°C. 


Hospital A 
As a routine, mothers emptied their breasts of excess milk 
after each breast-feed. Manual expression was usual, but 


some patients preferred to use a breast-pump. Collecting-, 


bowls were washed between each use but were not boiled. 

Mothers’ nipples and hands were not cleansed either before 

breast-feeding or before withdrawal of milk. Raw pooled milk 

was stored in a jug at room temperature and fed to infants as 

required. e 

* Following unpublished studies by Mr. Arnold Walker at the 
Willesden and Perivale Maternity Hospitals, the Medical 
Research Council, at the request of the Ministry of Health, 
appointed a small co ttee, of which Mr. Walker was a 
member, to inquire into the conservation of human milk. 
Some of the work done for the committee is reported in this and 
a subsequent paper. 
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Hospital B 

Routine manual] expression after each breast-feed was 
usual here also ; breast-pumps were only exceptionally used. 
Milk, if for a mother’s own infant, was collected in a boiled 
bowl and given raw. Milk for general infant feeding was 
expressed into unboiled bowls ; ; it was then boiled and stored 
in a refrigerator until required. 


Hospital C 

Removal of excess milk after breast- feeding was the routine 
for all mothers, who withdrew it either by manual expression 
or by pumping. Collecting-bowls were boiled between each 
use. The breast-pumps were washed only between use, as 
they were of a type not readily sterilisable. The mothers’ 
nipples and hands were cleansed before expression. Pooled 
milks were boiled and stored in a refrigerator until required 
for infant feeding. 
Hospital D 

Mothers’ breasts were not emptied after feeding unless it 
was thought necessary on clinical grounds. 

Table 1 shows, from roll-tube bacterial counts of milk 
collected in hospitals A and C, that high counts result 


TABLE I—BACTERIAL COUNTS OF HUMAN-MILK SAMPLES 
COLLECTED BY METHODS CURRENT IN MATERNITY HOSPITALS 


Pooled or ooled or 


: P 
; “ett: Counts aa Counts 
Hospital | individual Hospital) individual 
samples per nil. samples per mi. 
A Pool 3,800,000 | A Ind. 600,000 
A PA 63,000 A sa 2,500,000 
A s 600,000 C Pool 850,000 
A a 3,600,000 C oe 1,700,000 
A a 8,000,000 C pe 530,000 . 
A ais 5,000,000 C 55 890,000 
A se 3700 C s 3,000, 000 - 


when milk is collected by methods at present in use in 
some maternity hospitals. It is possible for these highly 
contaminated milks to be stored at room temperature : 
and to be fed raw to premature and other newborn 
“infants. 

MINIMAL BACTERIAL COUNT OF HUMAN MILK 


Since the existing methods of collection were evidently 
unsatisfactory, work was next directed to establishing the 
lowest bacterial counts obtainable under the most 
favourable conditions—i.e., by direct spray into auto- 
claved bottles after the nipples had been cleansed with 
sterile cotton-wool, forceps, and water. The object was 
to establish an ideal standard against which could be 
measured bacterial counts obtained later by a practicable 
clean technique. Samples were placed in the refrigerator 
immediately after being taken and were prepared for 
counts within an hour of chilling. 

Table 11 shows the bacterial counts of human-milk 
sprays collected in this way. | 


TABLE II—BACTERIAL COUNTS OF HUMAN-MILK SPRAYS COL- 
LECTED FROM ONE BREAST ONLY IN EACH PATIENT 


In cases 2-6 the counts shown are for successive sprays from the 
same patient. In case 7 the sample contained numerous 
Staph. aureus; this patient bad mastitis of the opposite breast. 


SOURCES OF BACTERIAL CONTAMINATION 


The bacterial counts given in table m show that the 
milk was exposed to heavy contamination during 
collection. Investigation was therefore directed to 
finding the major causes of the contamination. 
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Collecting-bowls | 

The inner surfaces of six unboiled bowls in use in the wards 
were swabbed with dry or broth-moistened swabs. These 
were spread on blood-agar plates, which were incubated 


aerobically for 24 hours at 37°C. All six bowls examined in- 


this way yielded a heavy bacterial growth. In two casés a 

‘sweep ” of the growth was examined microscopically and 
showed abundant gram-positive cocci and gram-negative 
coliform bacilli. ` Fig. 1 shows the growth on a plate spread 
with a swab dipped into the milk in an unboiled bow] standing 
ready for use in the ward. 


Breast-pumps 

_ In hospital A the Toronto breast-pump was used. This is a 
heat-resistant glass flask with curved neck and a side-arm for 
connexion by rubber tubing with a rubber bulb. Swabs of 
the inner surfaces of three unboiled pumps ready for use 
in the wards yielded a confluent foul-smelling growth when 
plated on blood-agar and incubated aerobically for 24 hours 
at 37°C (fig. 2). 

One defect of the Toronto breast-pump is that, by suction 
and by gravity, milk is sucked back into the rubber bulb ; 
bacteria multiply in the bulb and are forced back into the glass 
flask at its next use. Milk squeezed from the rubber connexion 
of a breast-pump on to a blood-agar plate produced numerous 
non-hemolytic streptococci and some micrococci. 

In hospital C a breast-pump fixed to its rubber bulb was 
used. It could not easily be sterilised and was therefore 
obviously unsuitable for use in maternity wards. Two 
samples of milk collected with this type of pump had bacterial 
counts of 1,730,000 and 2,960,000 per 1 ml. 


Mothers’ Hands 

Fingers of ten mothers were swabbed immediately after 
manual expression ; they yielded a heavy bacterial or in 
seven instances and a scanty growth in three. 


Nipples . 

One nipple of each of five mothers was swabbed before and 
after breast-feeding. The swabs were spread on blood-agar 
plates (incubated aerobically for 24 hours at 37°C), and a 
note was made of the amount of bacterial growth yielded by 
swabs taken before and after breast-feeding, and of any flora 
added to the nipple during the feed. Non-hemolytic strepto- 
cocci were apparently added during breast-feeding to four of 
the five nipples, and Staph. awreus (coagulase-positive) to two. 
In three instances bacterial growth from the nipple swabs was 
less after breast- feeding than before ; in one it was heavier 
and in another unchanged. 


Droplets 

Since the mothers did not wear face-masks during manual 
expression, droplets emitted through talking or coughing over 
collecting-bowls were a possible source of milk contamination. 
Bacteriological observations were not considered necessary on 
this point. 


Dust 

Mothers were usually in bed whan expressing their milk ; 
hence dust contamination by blankets and garments could not 
be avoided. Milk after expression was further exposed to 
dust as it stood in the uncovered bowls awaiting collection 
by a nurse. 


Towels and Face-cloths 

During manual expression mothers were apt to use their 
towels and face-cloths for mopping milk from their breasts 
and hands. Soiled towels were therefore a possible source of 
contamination, as a liberal supply of clean towels was not 
available during the war. 


A CLEAN AND PRACTICABLE METHOD OF COLLECTING MILK 


The need for improvement in methods of collecting 
milk was obvious, and the following method, simple 
enough to be practised under conditions of shortage of staff 
and materials, was worked out by Sister E. M. C. Edwards. 
Collecting-bowls 

Bowls are boiled in the ward steriliser before each use. They 
are then stacked one in another until required for use, and a 
cover is placed over the top one. 

Breast-pumps 

The glass flasks and rubber connexions of the Toronto 
breast-pumps are boiled in the ward steriliser before each use, 
Hands 

Mothers are provided with bowls of water for washing their 
hands before breast-feeding and again before the withdrawal 
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of milk. Nurses are instructed to wash their hands before 
touching a mother’s breasts. 
Nipples 

A no-touch technique is used. Before mothers start breast- 
feeding, the nurse in attendance cleanses each mother’s nipples 
and areole with sterile water and sterile cotton-wool held 
in boiled forceps. With her forceps she then places a piece of 
sterile gauze over each nipple. The gauze is held in place by 
the mother’s brassiére until she starts feeding from the breast. 
The whole procedure is repeated for each mother when she has 
finished feeding her baby and therefore before she starts 
expression or pumping. 
Face-masks 

Any mother with an infection of the upper zapita tract 
wears an impermeable mask during breast-feeding and with- 
drawal of milk. 
Towels and Face-cloths 

Mothers are instructed to bring two towels into hospital 
with them. One is for general purposes, and the other is 
reserved for the breasts and hands during breast-feeding and 
withdrawal of milk. (Normally a liberal supply of clean towels 
would be provided by the hospital, but at the time of the 
investigation this was impossible.) The use of face-cloths 
during the withdrawal of milk is not permitted. 
Heat Treatment ù 

- All the milk is brought to the boilimmediately after collection. 


Twelve milk samples collected in hospitals A and D 
into boiled bowls (without hand or nipple cleansing) had 
bacterial counts ranging from 120 to 100,000 (mean 
13,330) per 1 ml. This striking reduction from the high 
counts, running into millions per ml., when unboiled 
bowls were used indicated that the main’ source of milk 
contamination lay in dirty vessels. 

Similar reductions in bacterial counts resulted from 
the boiling of breast-pumps. Seven samples of milk 
collected in unboiled pumps had counts ranging from 
530,000 to 3,000,000 (mean 1,440,000) per 1 ml., whereas 
six samples from boiled pumps had counts ranging from 
1000 to 24,000 (mean 10,700) per 1 ml. 

Of thirty milk samples collected by the clean technique 
described above—i.e., including hand washing and nipple 
cleansing—bacterial counts ranged from 70 to 39,000 
(mean 8600) per 1 ml. Fig. 3 shows a typical blood-agar 
plate spread with a loopful of raw milk collected by the 
clean ward technique and incubated aerobically for 
twenty-four hours at 37°C. 


HEAT TREATMENT OF HUMAN MILE 


Three methods of heat treatment of human milk were 
tested—holder pasteurisation at 63-65°C for 30 min. ; 
high-temperature flash pasteurisation at 80°C ; and boiling. 

Holder pastewrisation reduced the bacterial counts 
of thirty-four milk samples, ranging from 70 to 37,000 
(mean 9200) per 1 ml., by 99:9%. The seven surviving 


- bacteria were four aerobic spore-bearing bacilli and three 


unpigmented micrococci. The method is impracticable 
for ward use, because a heat-controlled water-bath is - 
required for holding milk at the correct temperature. 

High-temperature pasteurisation in a saucepan, with 
a guarded thermometer, gave less satisfactory reductions 
of bacterial counts than did the holder method. 

After pasteurisation by either method, rapid cooling of 
the milk is required; without special equipment this 
is impracticable in wards. An added difficulty in ward 
pasteurisation is that the procedure of heating, cooling, 
and bottling milk, when repeated five or six times daily, 
takes too much of the ward sister’s time. 

Bringing the milk to the boil in a lidded saucepan is 
the most satisfactory method of heat treatment of milk 
in wards. A thermometer is not required, and, owing to 
the almost complete sterility of the milk, slow cooling can 
safely be allowed. 


BACTERIAL FLORA OF HUMAN MILK 


The bacterial flora of 85 individual and 10 pooled — 
samples of milk from hospitals A and B were investigated. 
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Fig. 2—Bacterial growth from unboiled 
breast-pump. 


Fig. I—Bacterial growth from unboiled 
collecting-bowl. 


With a few exceptions, the samples were taken by the 
clean ward technique. Not all the samples came from 
different mothers, as some mothers had their milk tested 
more than once. Aerobic cultures from 95 samples were 
made on. blood-agar plates incubated at 37°C for 24—48 
hours ; anaerobic cultures from 30 samples were made on 
blood-agar plates and/or cooked-meat broth subcultured, 
after 48 hours’ incubation, on to blood-agar plates. 
Anaerobic plates were incubated at 37°C for 48-72 hours. 
The results are shown in table 111. 


TABLE III— BACTERIAL FLORA OF HUMAN-MILK SAMPLES 


Aerobic Anaerobic 
Bacterial flora culture culture 

Micrococcus : 

Unpigmented za ra ety 73 24 

Yellow es A za ia 11 5 

Golden cs 7 2 
Staph. aureus (coagulase-positive) .. 18 8 
Bir pccoccus i 

pha-hemolytic .. an oe 20 10 

Non-hemolytic , .. Sa we 28 . 10 
Dipbtheroid bacillus..  .. za 8 4 
Aerobic spore-bearing bacillus Ss 5 0 
Coliform bacillus be 9 2 
Neisseria catarrhalis .. 0 1 
Flavobacterium 1 0 
Monilia. . 1 0 
Sarcina.. 2 1 
Lactobacillus .. 0 1 
Unidentified 1 0 

. Total no. of samples examined .. 95 30 
Micrococci 


Thirty-one strains of micrococci from human milk were 
subjected to the tests (pigment formation, gelatin liquefaction, 
reduction of nitrates, and utilisation of ammonium phosphate) 
used by Hucker (1928) in his classification of the micro- 
cocci. According to this scheme, 15 were Micrococcus casei, 
8 M. candidus, 4 M. aurantiacus, 1 M. conglomeratus, and 
3 M. uree-freudenreichir. 

Lipolysis by micrococci may have a bearing on the splitting 
of fats in raw human milk during storage. Thirty-three 
strains of micrococci were tested for their lipolytic activity 
by growing them on 1% tributyrin-agar for 24 hours at 37°C. 
Except one unpigmented strain, all showed a clear zone of 
lipolysis round their colonies. Twelve strains were grown on 
human-cream-agar, and all, except one yellow strain, showed 
lipolytic action. 


Staph. aureus 


Table 11 shows that, of 95 milk samples, 18 contained Staph. 
aureus, (coagulase-positive), an incidence considerably lower 


Fig. 3—Bacterial growth of human milk 
collected by clean technique. 


than the 92°% found by Duncan and Walker (1942), who 
collected their samples by expressing drops of milk on to 
sterile swabs, whereas in the present investigation the milk 
was collected in amounts rarely less than 20 ml. These 
larger volumes would ensure a thorough washing out of the 
nipple ducts; further, staphylococci, if scanty, might be 
diluted to the point of absence in one loopful. When samples 
were collected by the method of Duncan and Walker, 8 out of 
10 produced Staph. aureus (coagulase-positive). Six out of 
eight pooled samples of human milk collected by nurses using 
a clean ward technique produced this organism. 

When considering the safety of pooled human milk collected 
by nurses in maternity wards, it would be safe to assume that 
a high percentage will contain coagulase-positive staphylo- 
cocci; it is unlikely that the comparatively low figure shown 
in table rmx would be maintained where milk is collected 
routinely every three to four hours. 


Streptococctr | 

Fifteen strains of alpha-hemolytic streptococci were investi- 
gated. All were heat-sensitive (at 60°C for 30 min.); fer- 
mented glucose, lactose, sucrose, and maltose ; and produced 
acid, or acid and clot, in litmus milk. None of the strains grew 
at 45°C : reduced methylene-blue in milk ; liquefied gelatin ; 
split esculin ; hydrolysed sodium hippurate ; fermented inulin, 
mannite, sorbite, or xylose ; or grew mucoid colonies of Strep. 
salivarius (Niven et al. 1941) on sucrose-agar. Three strains 
fermented trehalose, five raffinose, and seven salicin. Six of 
the fifteen strains reacted with group-G serum (one cross- 
reacted with group-E serum), three reacted with group-H 
serum (two cross-reacted with group-D and group-K sera, 
and one with group-K only), and one reacted with group-D, 
group-H, and group-K sera; the remaining five strains did 
not react with sera from group A to group M. . 

In the early stages of the work limited tests were made on 
twenty-one strains of streptococci. Eleven strains were non- 
hemolytic on horse-blood agar; four of these were heat- 
resistant and grew on MacConkey’s medium, and two of the 
four fermented mannite. The remaining ten strains were 
alpha-hemolytic. One of these was heat-resistant, grew on 
MacConkey’s medium, and fermented mannite. The other 
nine were heat-resistant. , 
Coliform Bacilli 

Seven strains of gram-negative coliform bacilli were investi- 
gated. Five of these were Buct. alcaligenes and two Bact. 
aerogenes. 


Samples of human milk collected in a clean manner 
contained bacteria commonly found on the skin or in the 
upper respiratory tract and showed little evidence of 
fecal contaminants. In samples collected into unboiled 
vessels, on the other hand, coliform bacilli (Bact. coli, 
Bact. aerogenes, and Baci. alcaligenes) were often 
numerous. 


DISCUSSION 


With the current methods of collecting human milk 
in maternity hospitals the danger of spreading infection 
between and among mothers, infants, and staff is too 
obvious to require elaboration. The risk of spread of 


a 
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epidemic neonatal diarrhcea owing to laxity in handling 
milk was emphasised. by Sakula (1943) ; some of the 
infants affected in his ward were fed on additional bottle 
feeds of human milk. Since mastitis is not uncommon 
among nursing mothers, the possibility of staphylococci 
being carried from one mother’s breast to another’s by 
unboiled collecting-bowls and breast-pumps must be 
borne in mind. Storing raw milk at room temperature 


for infant feeds is a dangerous practice ; Staph. aureus, - 


some strains of which produce enterotoxin, is prevalent 
in maternity hospitals and may unwittingly be contri- 
buted in large numbers to a human-milk pool by a donor 
with unrecognised mastitis. Growth of staphylococci, 
if allowed to occur, may produce a “ toxic ° milk for 
infants fed by bottle. 

It is recommended that maternity hospitals should 
overhaul their methods of collecting human milk and 
pay particular attention to the boiling of all collecting- 
vessels ; breast-pumps which cannot readily be sterilised 
should be replaced by more hygienic types, human 
milk should be boiled immediately after collection, and 
reer ators should be supplied for its horse? 


SUMMARY 


Human milk collected by methods current in maternity 
hospitals had bacterial counts ranging from 3700 to more 
than 8,000,000 (mean, more than 2,230,000) per 1 ml. 
In some wards pooled raw human milk was stored at 
room temperature and used without heat treatment for 
infant feeding. 

_ Human milk collected with strict precautions by 
direct spray into autoclaved bottles had bacterial counts 
ranging from 0 to 2500 (mean 298) per 1 ml. 

Contamination of human milk was mainly due to 
unboiled collecting-bowls and breast-pumps. The intro- 
duction of boiled collecting-vessels, without other 
precautions, reduced the mean bacterial count by 99- 3%. 

A clean and practicable method of collecting human 
milk in maternity units is described. Bacterial counts 
of thirty milk samples collected in this way ranged from 
70 to 39,000 (mean 8600) per 1 ml. 

Heat treatment of human milk by holder and by high- 
temperature flash pasteurisation was tested. A reduction 
of the mean bacterial count by 99-9% was effected in 
thirty-four milk .samples pasteurised by the holder 
method. High-temperature flash pasteurisation (80°C) 
-was less effective in reducing the bacterial count. Both 
methods were considered impracticable for routine ward 
use, mainly owing to the difficulty of correct temperature 
regulation and of rapid cooling. Bringing the milk to 
the boil was considered the quickest and safest method 
of heat treatment in wards. Emphasis is laid on the 
. importance of heat treatment of milk immediately after 
collection. 


Micrococci were the bactéria most commonly found- 


in human-milk samples collected in a clean manner, 
- followed closely by non-hemolytic and alpha-hemolytic 
streptococci. Staph. aureus (coagulase-positive) was 
found in 18 of 95 samples examined. Milk collected in 
unboiled vessels often contained coliform bacilli (Bact. 
coli, Bact. aerogenes, and Bact. alcaligenes). 


My thanks are due to the members of the committee for 
their interest and encouragement; to Prof. A. A. Miles for 
laboratory facilities at University College Hospital Medical 
School, London, and for his advice; to Dr. A. T. R. Mattick 
add Dr. P. M. F. Shattock for temporary laboratory facilities 
and valuable suggestions; and to the doctors and nurses of 
the hospitals concerned. 


REFERENCES 


Duncan, J. T., Walker, J. (1942) J. Hyg., Camb. 42, 474. 
Hucker, G. J. (1928) N.Y. St. agric. erp. Sta. techn. Bull. no. 135. 
Nivon, a jun., Smiley, K. L., Sherman, J. M. eeu J. Bact. 


? 


Sakula, J. (1943) Hance, ii, 758. 
Wilson, G. S. (1924) Spec. Rep. Ser. med. Res. Coun., Lond. no. 206. 


EMOTIONAL ASPECTS OF SKIN DISEASE 


G. GLADSTONE ROBERTSON 
M.D. Glasg. . 


Halliday! in 1944 noted a commor factor in the 


-emotional life of a series of middle-aged men who, for 


the first time, had suddenly contracted widespread 
dermatitis which was particularly resistant to treatment. 
The patients were upright good-living men keenly con- 
scious of their own virtue and rectitude; the onset of 
the skin eruption followed closely some disaster; and 
the patients felt that their misfortunes were undeserved, 
that other men less righteous had escaped such a catas- 
trophe, and they laboured under an acute sense of 
injustice. Halliday recalled an observation made 
thousands of years ago and labelled the condition 
“ Job’s dermatitis.” 

This association of ideas—Job and dermatitis—was 
brought to memory when I encountered the following case. 

Case 1.—A Jewish storekeeper, aged 66, had had extensive 
‘“ eczema ” for three years. Almost the whole of his skin had 
been involved at one time or another. The onset had been 
sudden, and the dermatitis had spread rapidly, accompanied 
by intolerable itching. In the first year he had consulted his 
family doctor and three or four dermatologists. In the 
past two years he had attended weekly at an outpatient 
department. 

Life Sttuwation.—He was living alone in a single apartment. 
Twenty-five years ago, at the age of 41, he had married a 
beautiful girl aged 17, an orphan without dowry. Five months 
after the marriage she had given birth to a daughter—hnot 
his child. He had forgiven her and brought the child up aa 


` his own. He had lavished kindness and money on both wife 


and daughter. 

He‘ had been successful in paainees and owned two retail 
shops besides having an interest in a wholesale establishment. 
Except for a few hundred pounds, he had placed all his assets, 
including his business, in his wife’s name. Five years ago, 
when he was 61, she, then aged 37, had formed an attachment 
with another man, dispossessed her husband of his entire 
fortune, and sacked him from his own business. Litigation 
had followed and dragged on for two years. His capital had 
been exhausted, which had prevented him from contesting 
the matter further. At this point his skin eruption had made 
its first appearance. 

As he related his story, he repeatedly emphasised his good- 
ness to his wife and the rectitude of his past life. He seemed 
also to link his past business and material success with his 
righteous way of living. | - 

Treatment.—In the course of dason I said to him, T You 
will no doubt have heard of Job?” He replied, ‘ ‘Doctor, I 
was born and brought up in Russia. I knew the book of Job 
almost by heart before I was 14 years old.” I said, ‘‘ Then 
you will remember that he was the most prosperous man in 
the land, and that he regarded his great wealth as no more 
than a just reward for his righteousness? And you will 
remember how thieves and robbers stole his flocks and herds 
and burned his crops, and how a whirlwind destroyed his 
seven sons and three daughters. You will remember also how 
his soul was torn in pieces. It was beyond his comprehension 
how such disaster could befall a man so good as he, who 
believed the tally.of his riches was the measure of his righteous- 
ness. You will remember what. happened to him. His body 
itched and oozed intolerably. So has yours.” 

He was greatly moved and said nothing for a few minutes. 
Then with tears in his eyes he informed me that I was the first 
person to give him some inkling into the real nature of his 
trouble. 

After this initial interview there was a severe exacerbation 
of the dermatitis, followed by gradual improvement, until 
six weeks later the skin became normal. There has been no 
recurrence, though he has complained of itch from time to 
time. 

INITIAL EXACERBATION AS RESPONSE TO PSYCHOLOGICAL 
APPROACH 


During the next few years I saw several patients in 
middle or late life in whom dermatitis had appeared 


1. Halliday, J.L Practitioner, 1944, 152, 6. 


THE LANCET] DR. ROBERTSON: 


EMOTIONAL ASPECTS-OF SKIN DISEASE — 


[Jury 26, 1947 125 


suddenly at a time when the patient felt himself to be 
the victim of grave injustice. In each case there was a 
conscious attitude of “ ability ” or “ having deserved 
well.” As soon as the facts were elicited, a discussion 
ensued in which the relationship between the skin 
condition and the past emotion was indicated. 

At first I attempted to achieve all this in one inter- 
view. The effect, however, was rarely satisfactory. 
Most patients became uneasy and took the discussion 
badly. Some ultimately did well, but most never came 
back. In the latter cases, where the consequences became 
known to me, I discovered that my precipitate probing 
had provoked an aggravation of the skin lesion. It 
became apparent therefore that, in bringing back to 
the patient’s conscious mind half-forgotten wrongs, his 
emotions relating to past injustice were kindled afresh, 
and that an alarming exacerbation of dermatitis was 
liable to follow. Premature discussion clearly not only 
added to the patient’s discomfort but was likely to 
interrupt treatment. 

Case 2.—A male school-teacher, aged 60, had dermatitis 
of the left leg below the knee. Five years earlier an eruption 
had appeared in the lumbar region and rapidly spread over 
the trunk and limbs. The axillæ and scrotal regions had been 
affected most severely. There had been redness, oozing, 
scaling, and intolerable itching. He had been confined to 
bed for months, and for nine months had not been able to 
follow his employment. 


Since the onset he had never been quite free from the erup- 


tion ; at no time had there been a smaller area involved than 
when I first saw him. He blamed a woollen belt for his condi- 
tion. However, he had worn this and similar belts for many 
years previously because of ‘‘lumbago.’”” He had been 
attended by many doctors, chiefly dermatologists. 

Life Situation.—His wife and four children were all in good 
health. For over thirty years he had been teaching in a well- 
known school, and he had been very keen to obtain a head- 
mastership ; but invariably his application for the coveted 
post had been passed over, simply because (he said) his subject 
was science and not classics, English, or mathematics. It is a 
rule with the education authority that no application for 
headmastership is likely to be entertained if the applicant 
is over 55 years of age. During the month before his reaching 
the critical age two headmasterships had become vacant, but 
again he had been disappointed. The eruption had appeared 
a few days after his birthday and rapidly covered him from the 
crown of his head to the soles of his feet. 

Treatment.—At his first interview the elicitation of the above 
story was followed by a full discussion. But the first interview 
was also the last—he did not come back. I learnt that within 
a few days of the interview the dermatitis had become almost 
as widespread and severe as it was at its worst five years earlier. 


Further experience showed that the mere outpouring 
of the essential features of a life story in relation to the 
onset of dermatitis might exacerbate the condition, 
even when care was taken not to discuss their significance. 
As successful treatment depends on the capacity of the 
patient to face his past tragedy and yet no longer to 
feel under a sense of injustice, the problem is by no means 
easy. Success in treatment requires as a preliminary the 
establishment of a good transference during the first 
one or two consultations by making a most complete 
general physical examination coupled with a careful 
inquiry into all symptoms of any kind. Then the life 
situation before the onset may be discussed, and, at the 
next sitting, the relationship between emotion and skin. 


Finally, if possible, a solution of some practical kind ` 


must be put forward for discussion. 


Case 3.—A factory manager, aged 44, had had. dermatitis 
herpetiformis for two years. The eruption was well marked, 
especially over the trunk, showing the typical appearances of 
erythema, vesicles, bulla (many of them dry, like a two-week- 
old vaccination scab), and scaling. 

Six years earlier he had had itching of the skin; this had 
become worse in the next four years, but an eruption had not 
appeared until two years ago. The hands and arms had been 
first affected, but soon the whole body had been covered. 
Six months after the onset of the rash his doctor had referred 


him to a dermatologist, whom he had attended until now. 
The appearance of the eruption was much as it had been 
eighteen months ago. 

Life Situation.—He had entered his present employment 
many years ago as manager. Some years later he had married 
the-owner’s daughter. The administration of the business 
had been carried out jointly by the owner and the manager 
in perfect harmony. The owner had led him to believe that, 
on his retirement, the patient would have an opportunity of 
buying the business for £10,000. But the owner, just when 
about to retire, had died suddenly, a little over six years ago. 
His son (patient’s brother-in-law), who had not hitherto been 
associated with the business, had decided to take over control. 
He knew little or nothing about running the business, and 
the administration had remained in the hands of the patient. 
However, the new owner had given him no credit for any 
successful transactions but had invariably found fault with 
him over trifles. 

Two years ago the patient had discovered that the business 
was being advertised for sale. When he had reminded the 
owner that he had been promised an opportunity of buying 
at an advantageous figure he had been laughed at. The 
business had been sold to an outsider about eighteen months 
ago for £20,000, asum considerably in excess of what the patient 
could raise or believed it to be worth. He had been retained - 
in his previous position of manager but with less authority 
and with a smaller salary. 


Treatment.—I began with a searching phvaical examination, 
including scrutiny of the skin, examination of heart, lungs, 
blood-pressure, reflexes, urine, and sedimentation-rate. At 
the second consultation his symptoms were noted in great 
detail. For example, which parts of his body itched most ? 
At what time of day did he suffer greatest discomfort ?' Did 
climate or diet affect him? Other symptoms, such as his 
tendency to nasal catarrh, were studied no less meticulously. 
These consultations established confidence. At the third 
consultation the patient felt better, and his skin had notably 
improved. On this occasion his life situation was elicited, and 
he confessed to a keen sense of being treated badly ever since 
the late owner of the business had died six years ago (itching 
appeared soon after this), and that his sense of injustice had 
reached a climax two years ago. 

Three days later I was called to his home, where he presented 
a pitiable picture. He was covered with vesicles and com- 
plained bitterly of itching and burning. - I explained that 
such a relapse was to be expected as a result of recall of 
disturbing emotional experiences—just as the primary onset `, 
of the skin trouble had been provoked by the actual experi- 
ence. He saw the point and accepted the logical conclusion 
not only that his present exacerbation was the result of his 
emotions being stirred but also that cure would follow his 
ability to escape from the sense of injustice which had 
burdened him these last six years. 

With this realisation he now began to improve ; and, when 
he revisited my consulting-room a month later, there were 
no fresh vesicles, and he was almost free from itch. He had 
decided to find employment elsewhere. A month later he 
told me he had obtained another post and was now entirely 
free from itch and eruption. I saw him again a year later, 
when he said he was applying for and hoped to obtain a still 


. better post, that he had had no recurrence of skin disorder, 


and that he felt better than he had done for years.. 


EFFECTS OF PHYSICAL IRRITATION 


Many of us find that certain areas of skin, notably the 
backs of the hands, crack and even bleed during a spell 
of cold frosty weather. However, it is also common 
experience to find that after a few mild days the skin 
has regained its normal texture without any treatment 
whatsoever. The removal of the environmental cause 
of the disorder is sufficient to bring about cure. It seems 
curious that, when a patient complains of a skin disorder, 
accepted as being due to a physical irritant, such as 
cracks behind the ears which he attributes to the metal 
frame of his spectacles, the eruption may fail to clear 
when he ceases to wear the offending glasses, and may 
spread over large areas of skin. 

Case 4.—A theatre manager, aged 40, complained of four 
weeks’ irritation, followed by cracks, behind both ears. The 
cracks looked like streptococcal fissures. He attributed the 
cutaneous lesion to his metal spectacle frames but admitted 
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that these had been worn by him for over ten years without 
previous trouble. 


On my advice he temporarily discarded the spectacles. 


Ointments containing antiseptics, chiefly sulphathiazole, 
were applied. The fissures healed but soon reappeared and 
now seemed resistant. to these and various other local remedies. 
A few weeks later dermatitis appeared on the back of the 
neck and the face. 

Life Situation.—He had married twelve years ago. Before 
marriage his wife had been a dancing instructress. She had 
‘an extreme mother-attachment, and he said that even yet 
he felt that her mother meant much more to her than he did. 
Like most such women she was sexually frigid. Her only 
pregnancy, ten years ago, was terminated because of 
hyperemesis gravidarum—as might be expected.* 

He did not usually leave the theatre at night until 
10.45, reaching home about 11.15. It was his custom to 
telephone his wife when some untoward happening made it 
possible for him to come home earlier. About five months 
before the onset of his illness he went home one night at 9.30 
without making the usual telephone call. On going upstairs 
he found a man, unknown to him, in his wife’s bedroom with 
her. There was no definite evidence of misconduct, but he 
became obsessed with doubts and suspicions. 

He was an uncompromising type of man, with a limited 
capacity for seeing another’s point of view. He adhered to 
his own principles and standards, judging others by them ; 
nor, having once formed an opinion, did he readily change his 
mind. Since the bedroom episode his wife and he met only at 
meal-times and rarely exchanged a word. He maintained a 
cheerful exterior to his business associates but ruminated 
unceasingly on his domestic crisis. Providence had been 
unkind to him. For many years he had endured a wife who 
was not in love with him and who had now perhaps added 
infidelity to her failings. 

Progress.—Though I knew this man personally and the 

transference was good, in a day or two he became covered 
from head to toe with a papulovesicular eruption. After 
further discussion he agreed that his skin disease was deter- 
mined by his recent emotions, and that the present state of 
affairs should be terminated, either by reconciliation with his 
wife or by a complete break.. He took a month’s sick leave, 
which he spent in his native town. After a week he came to 
a decision and instigated proceedings for a divorce. By the 
end of his month’s holiday he was free from dermatitis. 
No treatment other than psychological investigation and 
-discussion was used. During the next four months, pending 
‘legal hearing and judgment, he had repeated crops of boils, 
but this affection also came to an end when he was granted a 
divorce. He has now resumed wearing his spectacles and 
has remained trouble-free for many months. 


INDUSTRIAL DERMATITIS 


During the war years there was an increase in the 
incidence of so-called industrial dermatitis. The vast 
majority of the cases occurred among munitions-workers, 
and the oils used in the engineering industry have been 
blamed for them. Yet it is extraordinary that a person 
should be able to work with oil for months or even years 
without discomfort and then should develop dermatitis, 
which is rarely limited to the parts of the skin which 
came into contact with the oil. Moreover, if the oil was 
the sole etiological factor in the production of the 
dermatitis, one would expect that withdrawal from 
the noxious agent would be rapidly followed by spon- 
taneous cure, or at least by obvious improvement. But 
this never happens. On the contrary, the dermatitis, 
is liable: to drag on for months, to spread all over the 
body, and to resist external medicaments. During this 
period the patient becomes anxious about his earning 
ability, and, besides drawing his weekly compensation, 
often consults a solicitor with a view to obtaining a 
capital sum to reimburse him for the damage inflicted on 
his skin, ‘‘ because, as everyone knows, the dermatitis 
may return at a later date.” 

Case 5,—A male munitions-worker, aged 33, had four months’ 
dermatitis affecting arms, hands, trunk, and legs. He had been 
attended by one of my assistants for three months, but on 
his own request was referred to the outpatient dermatological 
department of a hospital a month ago. 


2. See Robertson, G. G. Lancet, 1946, ii, 336. 


He had been employed for 21/, years in an aero-engine factory. 
There was no previous history of dermatitis. The eruption, 
at first consisting chiefly of dry red papules but later tending 
to become vesicular and to weep, appeared originally on the 
backs of the hands and forearms. He was at once taken from 
work, but the disease spread all over his body, improving here 
and becoming worse there. The general severity had remained 
unchanged over the past three months. 

Life Situation—He had been married ten years and had 
three children. He was a skilled engineer and ambitious to 
“ get on. His wife and he were well educated, but owing to 
his small salary had to live in a two-apartment flat, with an 
outside lavatory, in a poor part of the city. At the time of 
marriage their names had been placed on the corporation 
waiting-list for a new house; but, though new houses had 
been granted to others, they were still waiting. 

At the outbreak of war he had been switched to aircraft 
engines. He had accepted his present job with fairly good 
grace, though it entailed longer travelling to and fro, night- 
shifts, and long hours of work, until six months ago, when 
he found that other men in certain factories were earning much 
more than he, with less travelling, shorter hours, and no 
night-shift. When he sought transfer to one of these factories, 
nearer his home, he came up against the Essential Works 
Order. 

‘Progress.—He admitted that his feelings of being unjustly 
baulked and frustrated at every turn reached an extreme pitch 
four or five months ago. When I indicated that his dermatitis 
appeared precisely at that point of time, and inferred that his 
emotional state might have been a causal factor, he resented 


-intensely the implication that there was anything psychological 


about his condition and asserted that he was determined to 
obtain his rights at last by making the factory pay handsomely 
for what he was suffering. Next day he complained to my 
assistant that I was trying to swindle him out of his just and 
lawful compensation. His heightened sense of injustice was 
accompanied by such an exacerbation of the dermatitis that 
my assistant removed him forthwith to the local hospital. 
However, his wife came to see me later and assured mé that 
a more discontented man than her husband never lived, and 
that she believed my interpretation of his illness to be correct. 

After a few weeks he was discharged from hospital, but the 
skin condition dragged on for months much as it had been in 
the earlier stages. Eventually he received a sum of money in 
compensation. This was followed by steady improvement. - 
Soon afterwards the authorities permitted him to enter the 
factory of his choice. Within a week the last vestige of 
dermatitis disappeared. He has continued to work there for 
the past eighteen months and has kept completely free from 
skin eruption though, I believe, the composition of the oil 
used in this factory differs in no way from the oil used by his 
previous employers. 


Case 6.—A single woman contracted erysipelas of the face 
three times, had a crop of boils, and finally was affected with 
dermatitis involving the trunk and inner thighs. The hyper- 
sensitivity of her skin began after a junior worker was promoted 
over her head to the position of forewoman. 


Case 7.—A single woman, working in a tobacco factory, 
contracted ‘dermatitis of the hands. She had worked with 
tobacco for five years without trouble. Her forewaman had 
taken a fancy to her and asked her to accompany her to dances 
and. places of entertainment in the evenings. She disliked the 
forewoman and stalled the invitations. When the forewoman 
grasped the situation she made the girl’s life & misery 
Unpleasant jobs were given her, and fault was found with 
everything she did. When later she was transferred to another 
department (in the same factory and handling tobacco as 
before) the skin cleared in a few days. 


Case 8.—A man cut his leg accidentally in a shipyard. The 
cut showed no sign of healing. Dermatitis appeared round 
the wound and commenced spreading up the leg. He had been 
taken from his own work and sent to a shipyard two months 
ago. He could see no reason for the change other than the 
tendency of the labour exchange to delight in expressing 
authority by forcing round pegs (and good hickory pegs too) 
into square holes. Incapacity continued for some months, 
but wound and dermatitis healed in a very short time when 
it was made known to him that pressure had been brought to 
bear on the directors of labour, and that he was to return to 
his old peace-time job. 


A survey of the life situation and underlying emotions 
of patients afflicted with dermatitis and many other skin 


“ 
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lesions draws one to the conclusion that, when a patient 
is obsessed with a sense of injustice, resentment, and 
self-pity, changes in the skin sometimes take place. A 
time comes when irritants, such as flannel binders, 
spectacle frames, oil, flour, sugar, or a new fur, may 
appear to be the last straw to break the camel’s back. 
How partial is the importance of these things in the 
etiology of the dermatitis is shown by the fact that the 
removal of the alleged irritant is not followed by 
amelioration of the dermatitis. Indeed one surmises that, 
if no irritant had been applied, the skin would soon have 
erupted spontaneously. 

In treating such cases it would of course be a mistake 
to suppose that the patient is ill because he tried to be 
ill, or that a desire to be better will rid him of the illness. 
The doctor will do him no good by adopting an aggressive 
attitude, by displaying exasperation, or by employing 
suggestion. The technique of treatment should be 
aimed at extirpating “ a sense of injustice ” from the 
patient’s emotional life. 


SUMMARY 


Patients with intractable dermatitis may sometimes 
be found to labour under a deep sense of grievance. 
Inquiry into the emotional difficulties associated with the 
onset of the dermatitis may cause an acute exacerbation. 
On the other hand, when these difficulties are resolved 
or even when the patient is given insight into them, 
the dermatitis may rapidly clear. 

Often industrial dermatitis cannot be satisfactorily 
explained by the action of the irritant substances to 
which the skin is exposed. The underlying cause may be 
an emotional disturbance. 


EFFECT OF MASS OF INOCULUM ON 
VIRULENCE OF BACTERIA 
INJECTED INTRAPERITONEALLY IN MICE 


J. M. BARNES 
M.B. Camb. 


From the Microbiological Research Department, Experimental 
Station, Porton 


THE induction of infection by the intraperitoneal 
route in mice is a common laboratory practice. I wish 
to draw attention to a technical point in it that may be 
significant in the comparison of results obtained by 
different workers using the same strain of a pathogenic 
organism. No claim is made for the originality of these 
observations. a 

Albino mice weighing 18-20 g. were used, and all injections 
were made with 1 ml. tuberculin-type syringes. For the 
anthrax experiments, diluted samples of a stock concentrated 
spore suspension fully lysed were used. In every experiment 
a sample of the material] injected into the mice was counted 
by the method of Miles et al.! The infected mice were housed 
singly or in pairs in small metal boxes, and deaths were 
recorded daily. A blood-smear was prepared from all dead 
animals. | 

For the experiments with the staphylococci, a strain patho- 
genic to mice was obtained from Dr. M. A. Jennings, of 
Oxford. .The mice were infected with 18-hour cultures in 
tryptic meat-broth or with suspensions in distilled water 
prepared from growths on tryptic meat-agar and standardised 
on the Brown opacity scale. 


EXPERIMENTS AND RESULTS 


A series of mice were infected by the intraperitoneal 
injection of the same number of anthrax spores suspended 
in different volumes of distilled water. The results 
(table 1) show that the death-rates among the groups 
of mice receiving the same numbers of spores rose as the 
volume of the inoculum was increased from 0-1 ml. 


1. Miles, A.' A., Misna, S. S., Irwin, J. O. «J. Hyg., Camb. 1038" 


TABLE I— EFFECT ON MORTALITY AMONG MICE OF INCREASING 
VOLUME OF DISTILLED WATER IN WHICH A GIVEN NUMBER 
OF ANTHRAX SPORES ARE INJECTED INTRAPERITONEALLY 


i 
Average no. of spores per dose 


Volume 
o ; ; | 
distilled 30 300 3000 
Tea No. |Mortality| No. |Mortality| No. | Mortality 
i | tested (% tested (%) tested (%) 
a ee Pe en eG E EA eee Ee a, CO a eae eee er re |e ee 
0-1 30 21 30 53 30 90 
0-25 40 30 40 | 77 10 100 
0-5 110 72 110 97 100 | 100 
1-0 30 90 10 90 a ss 


per mouse to 1 ml. The same experiments were repeated 
with the anthrax spores suspended in saline (0-85% 
sodium chloride) instead of distilled water. The results 
(table 11) show that with saline an increase of the mass 
of the inoculum was without significant effect in raising 
the mortality. 

In a preliminary attempt to investigate the mechanism 
of this action of distilled water,- groups of mice were 
infected with anthrax spores suspended in 0-1 ml. of 


TABLE II—FAILURE TO INCREASE MORTALITY AMONG MICE 
RECEIVING SAME NUMBER OF ANTHRAX SPORES BY INJECT- 
ING SPORES IN GREATER VOLUMES OF NORMAL SALINE 


Average no. of spores per dose 


Voluine [(_ a PR 
of saline 30 300 3000 
(ml.) No. | Mortality No. | Mortality No. | Mortality 
tested (%) tested | (%) tested (%) 
0-1 30 16 30 | 60 30 97 
0:25 20 do 20) 25 10 90 
0°5 70 17 70 43 70 91 
1-0 30 23 30 60 10 90 


distilled water. At different intervals before and after 
receiving the spores, the mice were given an intra- 
peritoneal injection of 1 ml. of distilled water. The 
results (table 111) show that the death-rate among mice 
receiving the additional 1 ml. of water is only increased 
above those receiving the 0-1. ml. of spore suspension 
alone when the distilled water is administered within 
two hours either before or after the injection of the spores. 
The lower death-rate among mice receiving the distilled 
water twenty-four hours before the spores may be the 
result of some mild non-specific irritation enhancing 
the local tissue defences. Further studies of the mode of 
action of the distilled water have not been undertaken. 


TABLE IlI—EFFECT ON DEATH-RATE OF MICE RECEIVING 
ANTHRAX SPORES BY INTRAPERITONEAL INJECTION OF 
0-1 ML. OF SUSPENSION WHEN AN ADDITIONAL l ML. OF 
DISTILLED WATER IS ENJECTED INTRAPERITONEALLY AT 
DIFFERENT INTERVALS BEFORE OR AFTER INJECTING THE 
SPORES 


Average no. of spores per dose: 100 


Interval between injection 


of water and injection of No. tested No. dying 
anthrax spores 

24 hr. before.. — .. 30 4 ae 

4 a? 99 ee ee l 90 13 144%) 

2: a am Gah i 90 23 (26:6 %) 

1 29 > 70 26 (37-1 %) 
Mess w ‘ 20 11 (550%) ` 

39 120 ‘ 83 (69-3%) 

M/s ” after 20 9 15-0 % ) x 

l» » 70 - 25 35-7 53 

2 a» 9 100 47 hr %) 

4 >” ry) es ee ‘ 80 24 80-0 %) 

24 (Cs, ” . ee 20 4 (20-0%) 

No additional distilled water 60 | 16 (26-7%) 
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TABLE IV—EFFEOT OF VOLUME OF NUTRIENT BROTH ON DEATH- 
RATE AMONG MICE INJECTED INTRAPERITONEALLY WITH 
18-HOUR CULTURES OF Staph. aureus 


Culfure fluid injected (ml.) 


No. tested | No. dying 
Undiluted 1-0.. 2 74 . 72 (97-3 %) 
a> o l.. ee 90 4 (4: 5%) 
Dilufed 1:10 1-0 |; 7 70 59 (84:3 %) 


Pater i ee eT ee 
| A smaller group of experiments were carried out with 
a strain of Staph. aureus pathogenic to mice. The 
number of organisms needed to kill the mice when 
injected in 0-1 ml. of distilled water was about 1 x 10!°. 
The strain was not, therefore, very virulent. 

Table rv shows that the virulence of a given number 


of organisms can 1 be greatly increased by injecting them | 


TABLE V—EFYECT ON VIRULENCE OF ADDING DISTILLED WATER 
TO SUSPENSIONS OF Staph. aureus INJECTED INTRA- 
PERITONEALLY INTO MICE 


Suspension injected (ml.) No. tested No. dying 
Opacity 40 (Brown scale) 0- : Di i 1l Ge oH) 
ditto plus 1 mi. water ~~ 24 17 (fo. 33) 


in 1 ml. of broth rather than in 0-1 ml. of broth. A 
similar effect was observed by varying the amount of 
distilled water in which a given number of cocci were 
injected (table v). 


CONCLUSION 


The virulence of a particular organism used for the 
intraperitoneal infection of mice should be expressed 
in terms of the mass of the inoculum besides the number 
of viable organisms. The effect on the activity of anti- 
biotics by the enhancement of virulence as a result of 
increasing the mass of the inoculum seems to Der WORNI 
of attention. 


I wish to thank Dr. D. W. Henderson, chief superintendent, 
Microbiological Research Department, Porton, for his help 
and advice, and the Chief Scientist, Ministry of Supply, for 
permission to pean 


FOLIC ACID IN MEGALOBLASTIC ANEMIA 
AFTER TOTAL GASTRECTOMY 
REPORT OF A CASE 


M. E. MORGANS C. RIMINGTON 
M.B. Lond., M.R.C.P. M.A., Ph.D. Camb., B.Sc. Lond, 


N. WHITTAKER 
M.D. Camb., M.R.C.P. 


From the Medical Unit and the Department of Pathological 
Chemistry, University College Hospital Medical School, London 


Fotic acid has been shown to be effective in the 
treatment of pernicious anzmia, nutritional macrocytic 
anemias, and the megaloblastic anzmias associated 
with sprue. The response of megaloblastic anzemia 
‘following gastrectomy to folic acid treatment has been 
described in America,} but the cases are so rare, and the 
data on them of.such theoretical importance, that it 
may be of interest to record a further case. 


A commercial artist, aged 42, was admitted to University 
College Hospital on July 19, 1946, with three months’ history 
of lassitude. .In July, 1943, his stomach had been resected 
from 3 in. above the cardia to the second part of the duo- 
denum by Prof. R. Pilcher for lymphosarcoma. His diet 
had been adequate in all respects. 

On examination patient was a little pale but not icteric. 
Tongue and nails normal. Spleen not palpable. Abdomen 
showed a midline do shea scar. No evidence of 


1. Bethel, F. H., Swendsgid, M. E., Bird, O. D., Meyers, M. C., 
Sarons, a “Aa Brown R. ” Univ. Hosp. Bull. Ann Arbor, 
s » . i 
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recurrence of tumour. Central nervous system showed no 
evidence of subacute combined | degeneteuen of the cord or 
of peripheral neuritis. 


Blood: Hb 72%; red cells 3,280, 000 per c.mm., mean 
cell diameter 8-3 u, mean cell volume 100-6. c.u, mean cor- 
puscular Hb concentration 30-1% ; reticulocytes 0- 5%, wale 
cells 4500 per c.mm. (polymorphs 70%; lymphocytes: 28%, 
monocytes 29%). 

Bone-marrow megaloblastie (July 12, 1946). 

Van den Bergh reaction showed an indirect positive, 0-6 mg. 
bilirubin per 100 ml. z 

Fractional test-meal showed a histamine-fast achlorhydria. 

Stools; six specimens examined for occult blood were 
negative. 


Radiography : no evidence of secondary deposits in skeleton ; 


. and barium meal showed no recurrence of lymphosarcoma. 


No detectable porphyrins in blood and urine. 
Treatment and Progress.—A course of folic acid 10 mg. 
intramuscularly every 24 hours was begun on July 23. There 
had been no reticulocyte crisis on the eighth day when the 


_ dosage of folic acid was doubled, and the reticulocyte count 


rose to 4:2% and thereafter subsided. 

On August 6 blood examination showed Hb 90%, red cells 
3,500,000 per c.mm., mean cell diameter 8-2 u, mean cell 
volume 100 c. u, mean corpuscular Hb concentration 35°. 
At this time (the fourteenth day) the marrow was wholly 
At this stage folic acid was discontinued, 
and patient then received ‘Hepolon’ 4 c.cm. on alternate 
days. 

On discharge from hospital on August 26 his Hb was 90%, 
red cells 4,260,000 per c.mm., mean cell diameter 8-0 yp, 
mean cell volume 100 ©. u, mean corpuscular Hb concentration 
2 29%. ! 

Though there was not a large reticulocyte response in 
this case, the replacement of a definitely megaloblastic 
by a normoblastic marrow when folic acid was exhibited 
shows the drug to have been hemopoietically effective. 


We wish to thank the Lederle Laboratories Ltd. for their 
generous supply of folic acid through Cyanamide Products 
Ltd. 


FAILURES IN CORTICAL BONE-GRAFTING 


 V. H. ELLIS H. H. LANGSTON ` 
B.Chir. Camb., F.R.C.S. M.B. Lond., F.R.C.S. 


J. S. ELLIS 
M.Chir. Camb., F.R.C.S. 


FORMERLY SURGEONS TO AN E.M.S. ORTHOPÆDIC CENTRE 


BONE-GRAFTING with cortical bone is done in fracture 
of the shafts of the long bones for three main reasons : 
(1) for non-union; (2) as part of the reduction and 
fixation of fractures that are uniting or have united in 
an unacceptable position ; and (3) to expedite delayed 
union. With these indications we operated on 94 out of 
1085 fractures of the shafts of the long bones: 


No. of No. 
Bone shaft of 

; fractures grafis 

Humerus a 130 13 
Radius and ulna .. 187 23 
Femur 266 — 12 
Tibia 502 46 

Total 


1085 94 
CAUSES OF FAILURE 


Whatever type of cortical graft is used——inlay, onlay, 
sliding, or intramedullary—the same five factors are of 
chief importance in influencing failure: (1) sepsis; 
(2) application of the graft under strain ; (3) inadequate 
nutrition of the graft; (4) lack of immobilisation of 
graft and/or fracture ; (5) lack of protection before union 
is solid. 

Sepsis 
‘If a grafting operation is followed by sepsis of bone, 
not only is its success endangered but also (by the 


cs y .. mr o. 


(a) = (b) Ee (c) 


Fig. { (case 3)—(a) On admission 2 years after fracture. 


introduction of dead material into the wound) further 
sequestrectomies may become necessary, greatly pro- 
longing the time of disability. Grafting with cortical 
bone should never be done unless the dangers of intro- 
ducing infection can be avoided. With old compound 
fractures, previously infected, penicillin makes operation 
safe at an earlier date than would have been considered 
before its use, but even with penicillin at least three 
months must elapse, after sinuses 
have healed, before grafting 
should be done: Failure will 
always result if there is dead 
bone at a fracture site, even if 
the sinus has been long healed. 
The presence of a sequestrum 
contra-indicates grafting. 
Grafting under Strain 

Bone-grafts do not survive a 
serious bending strain. This 
fact is more important in some 
situations than in others, and 
success depends on the surgeon’s 
realising the danger and.so plan- 
ning his operation as to avoid a 
strain passing across the graft. 
This can be done by placing the 
graft on the correct aspect of the 
bone, by added protection 
externally, and if necessary by 
the use of a bone plate as well ai 
as the graft. The most notable ~ fs, . 
example of this particular diffi- =o 
culty is the upper shaft of the Pang 
ulna. The liability to angulation bee eae. 4 
in fractures in this situation is 
well known. The ulna usually oe 
bows towards the radius, the. ta 
radius and the lower ulnar frag- E 
ment falling inwards. Unless the 
graft is properly placed, or the aoon ge 
fracture plated also, the graft eR T 
will gradually fade away under a 
the strain, angulation will in- 
' crease, and non-union will persist. 
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(b) After onlay grafting. 
(c) 3 months later : the graft has been applied under a strain and has fractured. - 
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Nutrition of the Graft 

This will deperid both on the sort of 
bone that is used for the graft and on 
the bed in which it lies. We have not 
found that the removal of periosteum 
from the graft or the presence or 
absence of muscles overlying the graft 
has any appreciable effect. It is of 
course important that grossly sclerosed 
bone is not used, and in some tibial 


fractures a graft from the opposite 
leg may be more valuable than the 
usual sliding type. More importance 


attaches to the bed in which the graft 
lies. If the graft crosses a gap, or an 
area of avascular fibrous tissue or 
sclerosed bone, its revascularisation will 
be delayed or prevented, and the 
operation may fail. 

The most useful adjunct to cortical 
grafting in these cases is the use of 
cancellous bone chips. The chips should 
be used to fill the cavity beneath the 
graft after the removal of poorly 
nourished scar and bone. They may 
be inserted at a previous operation or 
at the same time as the cortical grafting. 

It should be remembered that the 
general condition of the patient may 
affect the nutrition of the graft, the 
speed of. union, and the success of the operation. Case 6 
(see below) illustrates this. Age seems to have little 
effect, but prolonged illness, and such diseases as syphilis, 
cause delay in the union of fractures whether after 
grafting or not. 


Immobilisation 
This must be considered both in fixation of the graft 
and of the ends of the fractured bone. Success ultimately 


Fig. 2 (case 5)—(a) On ad mission: (b) After balay grafting. (c) 4 E later : the nutritlon of the 
graft is inadequate and the graft is fading away. 
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Fig. 3 (case 6)—A year after inlay sliding graft. The graft has become 
well incorporated, but there is practically no union of the fracture. 


‘ 


depends on the union of the fracture and not of the graft. 
The fixation of the fracture is much more difficult when 
the position has been changed at operation. When 
grafting is done in a fracture that is slow in uniting, but 
in which the position is adequate, the fibrous union is 
usually firm enough to prevent undue movement, 
provided external fixation is adequate. 


Protection 
Protection of the grafted fracture must continue until 

the graft has been revascularised. This period of protec- 
tion is. necessarily much longer when a gap has been 
filled. It will vary with the amount of strain thrown on 
the bone, and will of course be much longer in a weight- 
bearing bone. The other important factor is the leverage 

associated with a neighbouring stiff joint. 
- In this series 94 cortical grafts on long bones have been 
done, and there have been 8 failures. By “ failure’’ we 
mean that we have failed to ensure union at the first 
attempt, and a further operation has been necessary. 
Success is due to a product of judgment and technique, 
and we think our failures have been due to errors of 
judgment rather than of technique. Our 8 failures 
occurred through offences against one or more of the 

five principles stated above. 


ANALYSIS 


Case 1.—Male, aged 25. Compound fracture of tibia and 
fibula. Non-union 3 years. Cross leg skin flap from opposite 
calf. Sliding inlay bone-graft with ‘ Vitallium ’ screw fixation. 
Done too soon after skin-graft. Wound broke down. Bone 
sepsis. Failure. Regrafted. (Principle 1 transgressed.) _ 


Case 2.—Male, aged 29. Gunshot wound ; compound 
fracture of tibia and fibula. Ununited in poor position at 6 


OF FAILURES 


months. Sliding inlay. Few small sequestra found, though 


wounds had been healed at least 3 months. Wound broke 
down. Bone sepsis. (Principle l transgressed.) 
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Case 3.—Male, aged 20. Compound fracture of upper shaft 
of ulna, with dislocation of head of radius. Reduced. Admitted 
with non-union and angulation 2 years after fracture (fig.1). 
Screwed onlay graft, and position corrected. Gradual “‘ fading 
away ” of graft. Angulation. Non-union. (Principle 2 trans- 
gressed: this graft should have been accompanied by a plate.) 

Case 4.—Male, aged 30. Compound fracture of lower 3/, of 
tibia and fibula, with fracture of femoral shaft in same leg. 
Ununited at 7 months. Sliding inlay. Lower fragment very 
poorly nourished bone. Union not sound 8 months later. 
Regrafted. (Principle 3 transgressed.) 

Case 5.—Male, aged 21. Compound fracture of lower ends 
of radius and ulna, with 2-in. gaps (fig. 2). Radius grafted 
without preliminary filling of bed with chips. Graft faded 
away. (Principle 3 transgressed.) ` 

Case 6.—Male, aged 26. Simple sorminated fracture of 
middle of lower shafts of tibia and fibula. Reduced late to 
good position. Hzmatemesis from gastric ulcer at 3 months. 
Fracture ununited at 5 months. Sliding inlay graft. Partial 
gastrectomy for ulcer 6 weeks later. Uneventful convalescence. 
Fracture still ununited 1 year after grafting (fig. 3). (Failure 
of nutrition of graft from general causes.) 


Case 7.—Male, aged 22. Compound fracture of mid-shaft of 
humerus. Had been distracted. Ununited in poor position at 


4 months. Position corrected and inlay graft. Inefficiently 
immobilised in poor spica. Angulation at fracture. Graft 
- shifted position. Ununited 5 months later. Regrafted. 


(Principle 4 transgressed.) 


Case 8.—Male, aged 27. Gunshot wound ; compound frac- 
ture of upper 7/, of tibia. Inlay sliding graft for non-union 
at 6 months. Clinically and radiologically united 4 months 
later; 6 months after grafting patient stumbled and put all 
his weight on’ the grafted leg. Refracture. (The knee move- 
ments were limited in this case and protection of some sort 
should have been further prolonged. Principle 5 transgressed.) 


ANTI-N AND OTHER LOW-TEMPERATURE 
AGGLUTININS IN HUMAN SERUM 


E. N. ALLOTT C. A. HOLMAN 
B.M. Oxfd, F.R.C.P. - M.B. Lond. 
GROUP PATHOLOGIST ASSISTANT PATHOLOGIST 

GROUP LABORATORY, LEWISHAM HOSPITAL 


From the L.C.C. Pathological Service ' 


DuRING the recent winter an unusual agglutinin, 
subsequently found to be anti-N, was encountered in 
routine tests for anti-Rh agglutinins; its properties 
are described below. 

Several other unusual agglutinins, which acted on 
some control cells but not on others, and resembled 
the anti-N in being. more active at temperatures lower 
than 37°C, were later met with: three sera containing 
agglutinins with the specificity anti-P; and several 
others whose specificity was not related "to ABO, MN, 
P, or Rh groups. 

All these sera gave apparently negative ‘‘ sediment 
patterns”’; but, when the sediments were examined 
microscopically, agglutination was found to have occurred 
with sqme test cells, in some cases very powerfully. This 
phenomenon was due to the cells having attained the 
low temperature of the laboratory, often as low as 14°C, 
before microscopical examination. Probably the increase 
of routine Rh-testing will show that these agglutinins 
are less rare than has been supposed, and it is necessary 
to beware lest they be mistaken for immune anti-Rh 
agglutinins. 

One of the anti-P agglutinins was definitely misleading 
at first. The test Rh,Rh, and Rh, cells both showed 


microscopically powerful agglutination, though the 
sediment patterns were negative; the Rh-negative 
control cells were unaffected. When, however, the 


serum was tested against a larger panel of cells, only the 
P-cells were agglutinated, the pp-cells being unaffected, 
entirely irrespective of Rh type; purely by chance on 
this occasion both Rh-positive control cells were also 
P-positive, and the Rh-negative was pp-. 
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It is therefore necessary for any laboratory under- 
taking serious Rh-testing to have available a panel of 
donors, preferably among the laboratory staff, whose 
MN, P, and, if possible, Lutheran and Willis types are 
known besides their ABO and Rh types, and for any 
unusual agglutinin to be tested against a much larger 
panel of cells representing various combinations of 
factors than the conventional Rh,, Rh., and rhrh cells. 

Only three previous examples of anti-N agglutinins 
have been recorded, one of which, a naturally occurring 
anti-N agglutinin, was noted by the late G. L. Taylor 
but not published. Taylor’s observation was recorded 
by Callender and Race!; the other two, described by 
Singer ? and by Callender and Race,! are regarded as 
immune anti-N agglutinins produced in M-patients by 
transfusions with N-containing blood. The evidence for 
Callender and Race’s agglutinin being an immune one 
is incontrovertible, but from the published data it seems 
just possible that that of Singer may have been a 
naturally occurring one. 


CASE-RECORD 


A married woman was referred to us by Mr. Arnold Walker 
for investigation because of two unexplained miscarriages, 
each at about 51/, months’ gestation. She had never had a 
transfusion. 

The patient’s cells belonged to group A and were Rh-positive. 
When her serum was tested for agglutinins, the sediment 
pattern on removal from the incubator was regarded as 
negative. 

When, however, after standing on the bench for some time 
{and so attaining room temperature, which often was as low 


as 14°C) the sediments were examined microscopically,’ 


very powerful clumping was seen with the Rh,Rh, and rhrh 
control cells, but none with the Rh, cells. 

From the general appearance we thought it unlikely that 
this was a Rh-agglutinin, though on theoretical grounds it 
could have been anti-e or anti-d, if certain assumptions were 
made about the true genotypes of our control cells. 

However, when the patient’s serum was tested against a 
panel of group-O and group-A bloods, agglutination took 
place with all cells of types N and MN but not with type M, 
irrespective of ABO, Rh, or P groups. 

It was therefore clear that we were dealing with an anti-N 
agglutinin, and this was confirmed by Dr. R. R. Race on a 
further panel of donors of known MN group. 

The patient’s husband, who belonged to group A, was 
Rh-negative and M, so there seems no doubt that this 
agglutinin is a natural and not an immune agglutinin ; further, 
the agglutinin-titre has remained constant. 

Properties of Agglutinin.—The optima] temperature for the 
agglutinin was room temperature (14-19°C). There was no 
agglutination at 37°C, and results were obscured by a non- 
specific cold agglutinin at 2°C. Even at this low temperature, 
however, agglutination of N and MN cells was much more 
powerful than that of M. . 

The temperature effects were reversible: an incubated 
sample gradually developed clumping as the temperature fell, 
and the non-specific 2°C agglutinins disappeared on warming 
to room temperature, giving quite clear N readings. 

The thermal amplitude of his agglutinin is not mentioned 
by Singer, but we are informed by Dr. Race that his anti-N 
serum also works best at room temperature. 

Characters of Agglutination.—The clumps of cells formed at 
room temperature were very large and firm and were not 
broken up on tapping the tube; they resembled much more 
the ABO type of agglutination than the Rh type. 

The agglutinin titre, determined by mixing neat or diluted 
serum with an equal volume of 2% red-cell suspension and 
allowing the mixture to stand on the bench at room tempera- 
ture for at least two hours, was 1/8 on three separate samples. 

The result with the 1/2 dilution was absolutely massive 
clumping, much more like an ABO effect than the Rh type, 


but at 1/8 there were small clumps with many unagglutinated — 


cells. (The figures indicate the actual final dilution; not the 

dilution of serum before the cell suspension is added ) 
Sediment Pattern.—As mentioned above, when agglutina- 

tion was carried out at 37°C, the sediment pattern was negative. 


1. Callender, S. T., Race, R. R. Ann. Eugenics, 1946, 13, 102. 
2. Singer, E. Med. J. Aust. 1943, ii, 29. l 


At room and lower temperatures there was a tendency to a 
“ positive ” type of pattern, though generally not so clear as 
in a good Rh agglutination. If the cells were allowed to settle, 
and then shaken up and allowed to resediment, a clear 
sediment pattern was usually obtained. 


Since these agglutinins show little action at 37°C, 


_ it seems questionable whether they are likely to cause any 


serious troubles during transfusion. It is possible that, 
if cold blood were transfused quickly, there might be some 
clumping in the recipient’s circulation, and, in fact, 
Singer’s patient had a reaction. With a slow trans- 
fusion or warmed blood it seems unlikely that harm could 
result. On the other hand, it is clear from Callender and 
Race’s work that repeated immunisation with N-contain- 
ing blood can cause the development of powerful immune | 
antibodies in some persons, and any transfusions in such 
a patient should be observed very carefully. 


SUMMARY 


Several abnormal agglutinins acting at low tempera- 
tures, including one anti-N and three anti-P agglutinins, 
have been met with. These are regarded as of natural, 
rather than immune, origin. 

Though the agglutinins did not act at 37°C, agglutina- 
tion took place in tubes which had been incubated at 
37°C and subsequently allowed to stand on the bench 
before microscopical examination. 

It is necessary to be on guard against such atypical 
agglutinins when testing for Rh antibodies. Any labora- 
tory undertaking serious Rh-testing must have a panel 
of available donors whose MN and P characters are known 
besides their ABO and Rh groups. 

Our thanks are due to Mr. Arnold Walker for allowing us 
to investigate the case with anti-N agglutinins, and to Dr. R. R. 
Race for confirming the anti-N and one of the anti-P sera 
and for his coöperation in many other problems. 


HEPATIC DYSFUNCTION IN PEPTIC ULCER 


OBSERVATIONS WITH THE HIPPURIC-ACID TEST* 
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M.D. Prague - 
With the technical assistance of C. E. INMAN, F.I.M.L.T. 


From the Dietetic Department, Central Middlesex County 
Hospital . 


THERE are few studies demonstrating hepatic dys- 
function in patients with peptic ulcer. 


Pathological evidence of liver damage in peptic ulcer in man 
seems to have been first mentioned by Gandy (1899, 1910) 
and was demonstrated by biopsy by Vilardell and Corachán 
(1932), but this was only partly confirmed by the work of | 
Schnitker and Hass (1934). Reviewing the large necropsy 
material of the Philadelphia General Hospital, Gordon and 
Manning (1941) noted again, apparently independently, a 
high incidence of hepatic lesions in ulcer patients. Boles 
et al. (1939) observed the association of hepatic lesions with 
acute ulceration. 

Clinical evidence of hepatic dysfunction in ulcer patients 
is scanty. ; 

Kalk (1931) noticed, in about a third of all cases of duodenal 
ulcer, various symptoms suggesting an involvement of the 
liver, such as enlargement and tenderness, a tendency to 
a raised serum-bilirubin, decreased bilirubin tolerance (Eilbott- 
Bergmann test), and an increase of urobilinogen in the urine. 
These changes tended to subside under strict treatment. A 
raised serum-bilirubin has been found in 10% of duodenal- 
ulcer patients by Johnson and Bockus (1943). 

Jegersen and Simonds (1934) reported an increase in an 
enzyme (lipase), capable of splitting olive oil, in the blood of 
38 out of 50 patients with peptic ulcer. This, in their opinion, 
points to a disturbance of function of liver or pancreas or both. 

Sjöström (1937), who, in an extensive study, found the 
citric-acid content of the blood-serum to be a sensitive gauge 
of liver function, observed a moderate hypercitremia in a 
large proportion of patients with peptic ulcer. This wag 


* Paper read at the annual meeting of the European Association of 
Clinical Pathologists, London, Nov. 27, 1943. 
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Fig. !—Comparison of results of Quick’s method and Probstein and Londe’s method 
of determination of hippuric acid in the urine in 26 tests in normal subjects and 
patients. (Cross-hatched columns, Probstein and Londe’s method ; stippled columns, 


Quick’s method.) 


attributed to. a disturbance in liver function. A similar 
tendency was found also in patients with negative X-ray 
evidence but with a history suggesting ulcer dyspepsia. 

Ask-Upmark (1940a and b), studying 28 cases (8 of gastric 
ulcer, 12 of duodenal ulcer, 3 of “‘ pseudo-ulcer,”’ and 5 post- 
operative), often found a pathological galactosuria (Bauer’s 
test), and also a hypergalactosemia after oral administration 
of galactose in 4 out of 7 cases. This and a hypercitremia 
(in 7 out of 22 cases) were attributed to a functional impair- 
ment of the liver. The possibility that a rapid emptying of 
the stomach might alone be responsible for the excessive 
galactosuria was considered unlikely, since abrupt introduction 
of galactose into the duodenum of normal subjects did not 
produce a pathological galactosuria. This was observed 
also in ulcer cases without acceleration of the emptying of 
the stomach. 

A pathological galactoszemia after oral administration of 
galactose has been independently observed by Meranze et al. 
(1942), who, howeyer, leave open the question to what extent 
this may be due to increased intestinal absorption or liver 
dysfunction. 

Morrison (1942) found “ accidentally ’’ that of 50 patients 
with peptic ulcer 36 had liver [dysfunction ; this was tested 
by determining quantitatively (stalagmometrically) the bile- 

„salt concentration in non-surgical biliary drainage,. which is 
considered a most sensitive index of liver function. 

‘Marino and Saladino (1937) noted an increase in certain 
polypeptides in the serum in gastric and duodenal ulcer. 
They put it down to functional disturbances of liver and 
kidney. 

METHOD AND STANDARD OF NORMALITY 


The analytical method of Weichselbaum and Probstein 
(1939) was used, following in detail the instructions 
given by Londe and Probstein (1941), except that an 
excess of concentrated hydrochloric acid was found an 
advantage (Kraus and Dulkin 1941). Weichselbaum 
and Probstein found that the addition of 30% of NaCl 
to the urine appreciably decreased and stabilised the 
solubility of hippuric acid, as was confirmed by Hepler 
and Gurley (1942) and others who used ammonium 
sulphate. The dose of the oral test was 6 g. of sodium 
benzoate, and the hippuric acid excreted was estimated 
in a pooled four-hour specimen of urine, the results being 
expressed in terms of sodium benzoate (see Pollak 1947). 

Our ‘‘ normal”’ figures with this method were higher 
than those given by Quick and others using his original 
precipitation method but agree closely with those reported 
by Probstein and Londe (1940) and Hepler and Gurley 
(1942). This is probably due in the first place to the 
improvement in the analytical technique and secondly to 
the selection of normals. Fig. 1 shows a direct comparison 
of the two methods carried out in 26 tests from aliquot 
parts of urine; in half the tests the difference was more 
than 10%, the increase in the yield of hippuric acid by 
the NaCl modification being up to about 33%. Similar 
results were reported by Hepler and Gurley (1942). 
This in itself will appreciably reduce the standard 


DR. POLLAK: HEPATIC DYSFUNCTION IN PEPTIC ULCER 


[JULY 26, 1947 


5 deviation of a ‘“‘normal’’ sample. It must 
be emphasised that our normal figures and 
those found by the above-mentioned investi- 
gators were obtained from perfectly healthy 
subjects. 

There is evidence that many different ill- 
nesses, such as acute and chronic infections— 
pneumonia, rheumatic fever, endocarditis, 
and arthritis—low-grade illness due to 
chronic infection (Stiles et al. 1942), allergic 
conditions (Shay et al. 1939), pernicious 
anzxmia, peptic ulcer, and surgical operations 
may be associated with hepatic dysfunction. 
A survey of the literature reveals that this 
has not always been taken into account in 
the selection of “‘ normal ”? controls, who were 
often recruited from hospital patients ‘ with 
no signs of obvious liver disease’’ but often ` 
with one of the above-mentioned conditions. 
Though this may have been justifiable, 
if not desirable, in the early work intended to demon- 
strate that the test was ‘“‘ positive ” in liver disease, for 
the detection of subclinical impairment of liver function 
a stricter standard of normality was chosen. Our normal 


N és) t 
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controls were subjects in perfect health, and special 


care was taken 
not to include 
those with, 
or giving a 
history of, 
any of the 
above-named 
conditions or 
dyspepsia. 
The obser- 
vations in 
normals were 
also extended 
toa higher age- 
group, since 
liver function 
tends to dete- 
riorate in old 
age (Rafsky 
and Newman 
1943). Further, the two sex-groups were treated 
separately, since we found appreciably lower figures in 
healthy female subjects. 
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Fig. 2—Comparison of results of oral hippuric- 
acid test in 67 male peptic-ulcer patients and 


30 normal males. Stippled areas denote men 
aged 45-60, plain areas denote controls. 


OBSERVATIONS IN ULCER PATIENTS 


The following observations were carried out between 
May, 1941, and October, 1943, on inpatients. The 
subjects do not represent a random sample of ulcer- 
patients. Patients with severe symptoms tend to be 
admitted to hospital for treatment, and those with a 
long history and severe symptoms resistant to treat- 
ment or those whose general condition was poor were 
preferred for study. Most came from a poorer social 
and economic level. 68 male patients, aged between 
26 and 60, with uncomplicated gastric and/or duodenal 
ulcer were studied. The diagnosis was established by 
radiography and/or gastroscopy. The renal factor was 
controlled by blood-urea estimation (Londe and Probstein 
1941), and the emptying-rate of the stomach was checked 
by the result of the standard fractional test-meal (Ryle 
1926). | 

The existence of hepatic dysfunction in this selected 
group can be shown in two ways: (1) by comparing the 
results of the test in the ulcer patients with those obtained 
from the normal group; and (2) by following up 
individual patients with serial tests during the course 
of the illness. Fig. 2 shows the comparative results 
with the oral hippuric-acid tests in the two groups. 
In the upper portion is shown the frequency with which 
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the values indicated occurred in normals; in the lower 
portion is shown the same for the ulcer group. On a 
statistical basis the results falling below three times the 
standard deviation from the mean in the normal group 
are significantly abnormal. There is an obvious tendency 
for the ulcer patients to have a lower output of hippuric 
acid as compared with the control group, though the 
impairment in function was, on the whole, moderate. 
The age is of importance, though it does not explain 
the difference in function between normals and patients. 
In the normal group there is little difference between the 
younger and the higher age-groups, but it is note- 
worthy that the reduction in output of hippuric acid is 
much more marked in the older patients. Some patients, 
and among those were a few with intractable ulcers, 
showed persistently low figures, but in most who were 
serially studied the output of hippuric acid tended to 
increase with improvement in general condition (fig. 3). 
This took place within a few days in some cases, while 
in others it took weeks. An impairment in function 
may therefore be easily missed when the test is done 
some time after admission, if the patient has already 
begun to improve clinically. The results with the 
intravenous modification (Quick 1939), though for 
various reasons not strictly comparable, showed changes 
in the same direction. It can also be seen from serial 
tests that a figure which appears but slightly subnormal 
as judged by the ‘“‘ normal range’ may be considerably 
below the subject’s maximum function. The reduction 
in output of hippuric acid was, on the whole, greater in 
patients whose general condition was poor. 


DISCUSSION 


Though the possible dissociation of functions of the 
liver necessarily limit conclusions drawn from a single 
test, comparative studies with various current tests by 


Mateer et al. (1942) and others have demonstrated the 


value of the hippuric-acid test as an index of the functional 
capacity of the liver. Our data indicate a tendency to 
depressed liver function in a selected group of peptic- 
ulcer patients, the impairment in function being greater 
in the active phase of: the disease. 

There are three ways in which this disturbance may be 
related to peptic ulcer : 


(1) Hepatic dysfunction may be secondury to the gastric 
lesion and its sequele.—lIt is possible that pain, or disturbances 
in the stomach and duodenum associated with or responsible 
for it, may reflexly create disturbances in the liver and 
biliary tract, as suggested by a correlation between pain and 
hyperbilirubinzemia observed in duodenal ulcer (Kalk 1931). 
Such a possibility is further exemplified by the observation 
that upper intestinal distension may depress liver function 
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Fig. 3—Serial hippuric-acid tests on inpatients on standard ulcer régime. Stippled columns 
The broken horizontal jine | 


denote oral tests, cross-hatched columns intravenous. 
marks approximately the lower limit of normal. 
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(Schnedorf and Orr 1942, Mann 1943). The possible effect 
of reduced food intake through pain, loss of appetite, and 
fear of eating appears to be a more obvious factor. The 
impairment in liver function, however, could not be explained 
in all cases solely by reduced food intake, though this may 
have been a contributory factor in many cases. 


(2) Both hepatic dysfunction and ulcer may be related to 
common factors.—This includes the possibility of a metabolic 
inferiority as part of the “ ulcer diathesis.”’ 


(3) Hepatic dysfunction may affect the resistance of the 
gastroduodenal mucosa.—There is much evidence suggesting 
that damage to the liver favours ulceration. Many types of 
liver injury (Eck fistula, ligation of the common bile-duct,’ 
bile fistula, hepatic toxins) are followed in a high proportion 
of instances by ulceration of the duodenum or of the stomach 
(Ivy et al. 1932, Schnitker and Hass 1934); and Crandall 
and Ivy (1938) have pointed out that most of the methods 
used experimentally to prqduce peptic ulcer seemed to 
depend on interference with hepatic function. As supporting 
evidence in human pathology, a high incidence of peptic 
ulcer in hepatic disorder, particularly hepatic cirrhosis, has 
been mentioned (Schnitker and Hass 1934, Ask-Upmark 
1940a and b). | 


The idea of such a relationship does not necessarily 
imply hepatic dysfunction as a primary cause of ulcera- 
tion in most peptic-ulcer cases, but it may be considered 
as a conditioning mechanism, particularly in relation to 
nutritional factors. One of the possible ways of explain- 
ing the connexion between hepatic damage and ulcer 
would be to assume an interference with the metabolism 
of dietary factors essential to the protection of the gastro- 
duodenal mucosa (Ask-Upmark 1940b). Theoretically, 
most known dietary factors might be considered in this 
respect, particular emphasis having been laid on the 
rôle of protein (see Riggs et al. 1941) and various vitamins. 
Cheney (1942) has shown that ulcers produced with 
cinchophen in chickens may be prevented or modified 
by a new fat-soluble dietary factor (anti-gizzard-erosion 
factor, ‘‘ vitamin U ”), a lack of this factor in the diet 
producing similar lesions. Ask-OUpmark (1940b) further 
considers the possibility of an intrinsic factor, stored and 
managed by the liver, being the ‘“‘ ulcer-protecting 
substance.” . 

Apart from the possibility of such a causal relation- 
ship between hepatic dysfunction and ulcer through 
“ conditioned deficiencies,” the existence of metabolic 
disturbances possibly arising from hepatic dysfunction 
is of interest here as complementary evidence. Mackie 
et al. (1940) and Thiele and Scherff (1939) found in the 
blood of ulcer patients subnormal levels of vitamin A 
which were not explained by inadequate diet but might 
be due to reduced capacity of the liver to store vitamin A 
(Moore 1937) or to mobilise it normally. In view of this 
and the known association of liver disease 
and hemeralopia (Baas 1894, Feldman 1937, 
Patek and Haig 1939) it was not unexpected 
to find in our patients a tendency to 
impaired dark-adaptation which, as already 
noted by Stewart (1941), could not in many 
cases be explained by dietary vitamin-A 
deficiency but in the absence of evidence 
of malabsorption was explained by hepatic 
dysfunction (Pollak 1943). Both dark- 
adaptation and excretion of hippuric acid 
seemed particwarly poor in patients with 
a ‘hepatic’? complexion, and patients 
of this type were to some extent selected 
for study. Though there was in this group 
of patients an obvious tendency for both 
of these functions to be outside the range 
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5 22 found in the normals, there was no strict 


correlation between them. The impairment 
in dark-adaptation, though more evident in 
the active phases of disease, did not depend 
on the presence of an ulcer, and possibly 
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the tendency to this deviation from normal function 
reflects a metabolic disturbance related to the ulcer 
‘diathesis. Improvement in dark-adaptation was observed 
after treatment with large doses of vitamin A- (though 
the patients appeared generally rather resistant to this 
treatment) and after treatment with crude liver extract 
and brewers’ yeast. Mention may be made here also 
of the observations of Boles and his colleagues (see 
Riggs et al. 1941), who found in ulcer patients subnormal 
levels of serum proteins which were apparently not 
correlated to dietary intake. 

It has been pointed out that the disturbances in 
- vitamin-A metabolism just mentioned are not simply 
dietary in origin (though they may be aggravated by 
primary deficiencies), since this fact (if correct) by 
itself points to a metabolic disorder which is the main 
theme of this paper; but there is obviously an indirect 
relation to dietary factors which may be considered in the 
treatment. The correction of what may be interpreted 
as ‘‘ relative ” or ‘‘ conditioned ” deficiency of vitamin A 
seems indicated, but more emphasis should be laid on the 
underlying disturbance—i.e., hepatic dysfunction—which 
is likely to cause more complex deficiencies. With regard 


to the latter, a diet rich in dairy and vegetable protein . 


and carbohydrate, supplemented by brewers’ yeast and/or 
crude liver extract, vitamins A and C, seems to be 
indicated and has been used with encouraging results 
by Patek (1937). Patek and Post (1941), and Fleming and 
Snell (1942) in the treatment of hepatic cirrhosis and for 
the preoperative treatment of patients with hepatic 
damage (Walters and Snell 1940). Usually liver function 


was rapidly restored in most patients on a standard ulcer ` 


régime, particularly in those under 45 years of age, but in 
selected cases such a therapy seemed to improve the 
synthesis of hippuric acid and to have a beneficial effect 
on general condition and postoperative course. 

Evaluation of liver function is of importance in the 
preoperative management. The postoperative depression 
of hepatic function is more serious in patients with 
damaged livers, and in these patients the operative 
mortality is higher and the postoperative course less 
favourable (Graham et al. 1929, Kohlstaedt and Helmer 
1936, Boyce 1941, Mateer 1943). The detection of 
impaired liver function, which may be clinically unsus- 
pected, is believed to be of assistance in assessing the 
surgical risk and in selecting patients who may benefit 
from special preoperative treatment. Serial tests are of 
help in gauging the efficiency of such treatment and 
determining the best time for operation. 


SUMMARY 


Observations with Quick’s hippuric-acid test, using 
Weichselbaum and Probstein’s analytical method, 
indicated a tendency to moderately impaired liver 
function in a selected group of 67 male peptic-ulcer 
patients. : 

It is suggested that hepatic dysfunction, irrespective 
of its cause, and probably reflecting a disturbance in 
general metabolism, may lower thio resistance of the 
gastroduodenal mucosa. 

The importance of measuring ie function before 
operation is emphasised. 

I wish to thank Dr. F. Avery Jones for his kind help in 
‘many ways; to Dr. G. Buchan, late medical officer of health 
for Willesden, for arranging for Civil Defence workers to serve 
as normal controls ; ; and to the nursing staff of the dietary 
wards for their excellent coöperation. 
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STAPHYLOCOCCAL OSTEOMYELITIS OF 
SPINE IN A BABY AGED THREE WEEKS 


-* P. °G. Fince 
M.B. Lond., D.C.H. 
LATE RESIDENT MEDICAL OFFICER, WIMBLEDON HOSPITAL Í 


Ir is usually thought that osteomyelitis is rare in 
infancy, but Green and Shannon ! collected 95 examples. 
It usually occurs in the long bones (e.g., the femur) and 
is very rare in the spine, the part affected in the following 
case. 


The baby was 11 days old when first admitted to the 
Wimbledon Hospital. He had a mild pyrexia (up to 101°F) . 
for which no cause could be found. Throat, ears, chest, and 
urine appeared normal, but the tip of his right middle finger 
was rather red. 

After a three-day course of penicillin (8000 units three- 
hourly intramuscularly ; total 68,000) his temperature 
subsided and he started to gain weight, but the finger was 
more red and swollen. It was incised, pus was evacuated, 
and he was sent out after five days’ stay in hospital. . The 
finger healed within three or four days. No attempt was 
made to culture the pus. 

Three weeks later he was readmitted with a history of 
having been quite well (he had gained 1 Ib. 6 oz.) until a week 
before readmission, when he had a cold; two days later 
it was noted that he could not move his arms and screamed 
when his neck was moved. | 

On admission his general condition was good, but he had a 
complete flaccid paralysis of both arms, including shoulders 
and hands. The legs were strong though possibly a little 
stiff; cranial nerves and fontanelle tension were normal. 
The neck was held rigid, and the muscles at the back of the 
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neck were tense and prominent, making the neck look 
fat. Movement of the neck appeared to be painful, though 
tenderness was not severe; there was no true head- 
retraction. — 

On lumbar puncture only two or three drops of clear fluid 
were obtained, in spite of jugular compression. Aspiration 
with a syringe, however, yielded 5 c.cm. of slightly blood- 
stained cerebrospinal fluid, which showed 1-6°, protein, with 
a ‘‘ great increase ” of globulin, 5000 red cells and 25 white 
cells per c.mm. l 

A course of sulphamezathine (0-25 g. four-hourly for five 
days) was started, which appeared to have some good effect 
on the fever. After the first week he began to gain weight, 
and the arms steadily improved in power and tone until three 
weeks after admission they appeared to be normal. The 
neck also assumed a more normal appearance. 

A month after admission a lump suddenly appeared in the 
midline of the back of the neck. It became larger and 
fluctuant. Aspiration produced thick greenish pus, which 
contained very large numbers of Staph. aureus; 5 ¢.cm. of 
pus was aspirated, and penicillin 15,000 units in l c.cm. 
of water was injected into the abscess cavity through the 
same needle. 

The swelling was aspirated twice in the next three days, 
penicillin being injected on each occasion. On the last 
aspiration the fluid was brown and clear; after this the lump 
disappeared. A general course of penicillin was given for 
ten days, starting from the first aspiration—17,000 units 
three-hourly for forty-eight hours, then reduced to 3000 
units four-hourly, a total of 440,000 units being given (locally 
and generally). The baby was kept for three weeks longer 
under observation but was to all intents and purposes a 
normal baby, and gained weight. 

Radiography.—Within a few hours of the baby’s readmission 
radiography revealed some erosion of the left transverse process 
of C.4. A week later this was much more definite, and a lateral 
view showed erosion of most of the neural arches of C.3 and C.4, 
with fusion by means of thin bone of part of the lamine, 
pedicles, and spines of C.3, C.4, and C.5. Radiography a 
week after discharge showed these three vertebrie fused 
irregularly, rather bunched together, and fully recalcified. 
There was never any evidence of a sequestrum. 


DISCUSSION 


The inflammation of the bone probably started in the 
left neural arch or pedicle of C.4, as this appeared to be 
the centre of the decalcification. 


The infective organism appears to have been derived 
from the paronychia, as these are nearly always due to 
staphylococci ; if so 64,000 units of penicillin did not 
sterilise this focus. 


It is common for osteomyelitis to follow focal infection 
elsewhere. Thus, in Green and Shannon’s series, 55% 
of the cases were preceded by boils, paronychia, chest 
infections, &c. | 

The paralysis of the arms was probably due to pressure 
on the cervical nerve-roots by granulation tissue and 
edema, rather than by pressure on the cord, since 
recovery was so rapid and the legs were so little affected. 
Nevertheless there was a complete “‘ spinal block ”’ for 
cerebrospinal fluid. 


Osteomyelitis in infants differs from the osteomyelitis 
of older children and adults in the following particulars :— 


(1) Strep. hemolyticus occurs nearly twice as often 
as Staph. aureus in the lesions of infants, whereas nine- 
tenths of the cases of osteomyelitis in adults are due to 
Staph. aureus. This is probably due to the fact that the 
preceding infection in infants is often a lung infection, 
which is usually of streptococcal origin. 


(2) The infection shows less tendency to spread widely, 
often “coming to, a head” and forming an abscess, 
which works into the soft tissues spontaneously. There 
is little necrosis of bone; it is rarely possible to demon- 
strate a sequestrum, and if one forms it is usually 
absorbed spontaneously. The bone is more easily 
‘absorbed and more quickly replaced by new bone; 


thus absorption of bone is radiographically demonstrable 
much sooner than in adults, and healing takes place 
rapidly. This is probably because infantile bone is 
porous, the cortex thin, and the periosteum loosely 
attached, compared with adult bone. Thus the abscess 
is not kept walled in under high tension and can work to 
the surface. | 


(3) The disease very rarely becomes chronic, and 
deformities are usually quickly rectified by growth. 


' (4) The treatment recommended is very different | 
from the treatment of adult osteomyelitis. More 
attention must be paid to the general state of the infant 
than to the diseased part. With rest and splinting the 
infection will usually be localised. In many cases an 
abscess forms under the skin, which may be relieved by 
minor surgery or aspiration through a wide-bore needle. 
It may well be that a general course of penicillin would 
avert the necessity for major surgery much more 
effectively than in osteomyelitis in adults. If an abscess — 
forms, the combination of local and general penicillin 
should lead to cure, since there is usually no dead bone 
to harbour the: organisms, and if some dead bone is 
present it is usually quickly absorbed. 


Reviews of Books 


Studies of the Renal Circulation 


JOSEP TRUETA, M.D., Hon. p.sc. Oxfd; ALFRED E. 
BARCLAY, D.M., F.R.C.P., F.F.R.; KENNETH J. FRANKLIN, 
D.M., F.R.C.P.; PETER M. DANIEL, M.B.; MARJORIE M. L. 
PRICHARD, M.A. From the Nuffield Institute for Medical 
Research, Oxford. ‘Oxford: Blackwell. 1947. Pp. 187. 
- 25s. ` 

THIS monograph fulfils the promise given a year ago 
in the authors’ preliminary note (Lancet, 1946, ii, 237), 
which briefly described experiments pointing to the 
existence of two alternative routes for the circulation of 
blood through the kidney. They now recount, lucidly 
and in detail, the experimental stages leading to this 
conclusion, beginning with the observation by Trueta 
and Barnes that constriction of one femoral artery by a 
tourniquet will lead, in the rabbit, to prolonged spasm 
not only of the constricted artery but of the artery of 
the opposite limb, and also a retrograde spasm of the 
proximal intra-abdominal segment of vessel extending 
as far back as the renal arteries. Having later shown 
this effect to be under nervous control they were able to 
observe, by the expert use of contrast media in radio- 
graphy and accurate timing of the exposures, that, in 
the circumstances of these experiments, the passage of 
blood through the kidney seemed abnormally rapid. 


‘Further study led to the demonstration of a shunt 


mechanism in the kidney, and it is.to the elucidation of 
this, and in particular the anatomy of the vascular 
pathways involved, that the main part of the work is 
devoted. The numerous excellent photographs illustra- 
ting the book testify to the skill and industry spent on 
the preparation of neoprene casts of the more delicate 
renal vessels; the results are both beautiful and con- 
vincing. Their study forms the basis of a new conception 
of the function of the medullary vessels, and it is reason- 
able to expect that physiologists and pathologists will 
revise all aspects of renal function both in health and in 
disease in the light of this work. Many of the problems 
involved are outlined in the final chapter; not the least 
fascinating is the suggestion that essential hyper- 
tension may prove to be based on a too oft-repeated 
cortical ischemia, of a functional character, effected 
by the diversion of blood through the medullary 
pathway. 

Though rabbits were mainly used in these experiments, 
the investigation of the intrarenal vascular pattern 
has been extended to a variety of other mammals, 
including man, with consistent results. If, as these 
suggest, the renal circulation obeys the same laws in 
man as in the rabbit the new concept will prove an 
important and revolutionary contribution to medical 
science. 
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Injuries and Diseases of the @sophagus . 


G. GREY TURNER, M.S., F.R.C.S., Hon. F.A.C.S., professo 
of surgery in the University of London at the British 

_ Postgraduate Medical School. London: Cassell. 1946. 
Pp. 100. 15s. i 


THE œsophagus has held an increasing interest for 
surgeons in recent years, and Prof. Grey Turner 


‘deserves credit for helping to bring it into the field of 


surgical vision. This monograph of 100 pages, based 


on the George Haliburton Hume lectures delivered in- 


Newcastle in 1943, does not attempt to treat exhaustively 
the abnormalities, injuries, and diseases of the cesophagus, 
but is a study of the approach and evolution of surgery 
in- the subject. Case-reports, personal experience, 
reminiscence, and. aphorism are blended with illustration 
to make the book read well.. If carcinoma is not allotted 
much space, it is because this subject has been dis- 
cussed fully by others. The treatment of congenital 
abnormalities is considered in detail, with recognition 
of the fact that only early and drastic measures will 
have any hope of success in cases of atresia. Many 
swallowed foreign bodies will pass through the narrow 
channel of the cesophagus, but occasionally a danger- 


ously shaped object lodges there—an emergency which 


“ knows no night, no day.” No single remedy will serve 
either for fibrous stricture or achalasia; Prof. Grey 
Turner indicates the various forms of treatment which 


_achieve success in different phases and degrees of the 


conditions. In cardiospasm, if more conservative 
measures fail, cardioplasty and cesophago-gastrostomy 
may be successful. Accounts are included of many 
rarer conditions, such as spontaneous rupture, peptic 
ulcer, pouches, and varices. Readers will find the 
author as stimulating as he himself found Haliburton 
Hume. 


Surface and Radiological Anatomy 


(2nd ed.) A. B. APPLETON, M.A., M.D., professor -of 
anatomy, University of Liverpool; W. J. HAMILTON, 
M.D., D.SC., F.R.S.E., regius professor of anatomy, Uni- 


versity of Glasgow; G. SIMON, M.D., D.M.R.E., assistant — 


radiologist, X-ray diagnostic department, St. Bartholo- 
mew’s Hospital, London. Cambridge: Heffer. 1946. 
Pp. 332. 31s. 6d. ` 


THIS new edition can be read with pleasure, and the 
book is commended to all students and teachers of 
anatomy, as well as to general practitioners. It 
has been completely rewritten, though the purpose and 
general plan have not been altered. New illustrations 
have been included and many of the original ones 
modified; some of the half-tone diagrams are now 
coloured and this has made them much clearer. Mr. 
A. K. Maxwell, who is responsible for all the illustra- 
tions, contributes much to the value of this book, as 
he has done to many others. X-ray photographs have 
een replaced by a well-annotated new series of much 
better quality. Though the text is in the main pleasantly 
free of mistakes, the description of the action of the 
extrinsic eye muscles needs correction. Few other books 
on surface anatomy. compare with this, mainly‘ because, 
in it, surface features are constantly being related to 
deeper structures. It has, besides, what may be called 
the physiological approach: physical and radiological 
examination of the healthy living body gives information 
about normal structure and function which can never 
be gained by dissection of the cadaver. Physical examina- 
tion of the disordered body and the interpretation of 
abnormal X-ray films are also considered in a useful way. 


Studies on Impaired Fertility in Man 


With Special Reference to the Male. RicHarp HAMMEN, 
translated by Hans ANDERSEN. Copenhagen: Munks- 
gaard. London: Oxford University Press. 1944. Pp. 192. 
10s. 

THIs good monograph, presented in so readable a 
translation, merits careful study. During four years 
Dr. Hammen examined nearly 300 infertile couples and 
1184 specimens of semen. He used accepted methods, 
but his painstaking and careful laboratory and clinical 
observations were all made personally, not deputed 
to others. He has explored the literature thoroughly 
up to 1940, and gives due weight to the findings of others ; 
more recent work was inaccessible to him during the 


- therefore essential. 


war. He regrets. that in barren marriages the wife is 
still sometimes subjected to unnecessary examinations, 
and even operations, while the husband is not even 
investigated. He believes that semen analysis offers 
the best means of assessing male fertility ; and that, 
for proper assessment, estimations of volume, count, 
motility, viability, and morphology are more important. 
than estimation of pH. He holds that measurement of 
the length of sperm heads, as advocated by Moench, 
does not yield information of enough value to justify 
the time it takes. Vital staining, and estimation of 
sperm metabolism, both of which he has tried, he thinks 
still too experimental to be of clinical value. His methods 
of estimating viability and of fixing and staining. films 
for differential counts cannot entirely escape criticism, 
but his observations are certainly accurate and his 
deductions stimulating. He regards the commonly 
accepted norms as too high, being ‘‘ ideal’’ rather than 
“ average”; and he believes that the diagnosis of 
absolute sterility can be made only when spermatozoa 
are completely absent on repeated examinations. He 
disagrees with Moench that it is common to find one 
partner grossly at fault and the other adequately fertile : 
far more commonly, he says, there are defects in both, 
and early adequate investigation of both partners is 
He says little about testicular 
biopsy, and the postcoital test is not mentioned. The 
section on examination of wives is short, and makes no 
reference to tuberculosis as a cause of tubal occlusion 
or of endometritis: is Denmark really so fortunate ?` 
Treatment, and response to treatment as revealed by 
semen analysis, are not discussed. 


Gas and Air Analgesia (3rd ed. London: Bailliére. 
1947. Pp. 80. 5s.).—In his latest revision of this useful 
little handbook Dr. R. J. Minnitt has elaborated his advice on 
antenatal instruction. Though intended primarily for mid- 
y the book may be read with profit by practitioners and 
teachers. 


Currents in Biochemical Research (New York : Inter- 
science Publishers. 1946. Pp. 486. $5)—As the preface 
explains, this represents an attempt by some thirty research- 


‘workers, under the editorship of David E. Green, to describe 


simply important developments in such fields as the viruses, 
the nutrition and biochemistry of plants, vitamins, enzymes, 
hormones, isotopes, immunochemistry, and the like. It is a 
good reference book for chemists, biochemists, and doctors, 
covering a wide field. 


Our Inner Conflicts. A Constructive Theory of Neurosis. 
(London: Kegan Paul. 1947. Pp. 250. 10s. 6d.).—Psycho- 
analysis has not been lucky in its heresies and offshoots. 
Dr. Karen Horney’s variant becomes, with each book she 
writes, more and more hard to distinguish from those sage 
little explanations of human nature which are designed to 
guide troubled people in their efforts at self-help and under- 
standing. It is based, no doubt, on extensive clinical experi- 
ence, and its avoidance of jargon is in its favour; but the 
reader confronted with so much philosophising and so little 
manifest concern with unconscious mental happenings, 
transference, and other familiar Freudian essentials, may 
wonder why Dr. Horney retains the name ‘ psycho-analysis ” 
for her methods and views; he may also wonder whether 
latter-day psychotherapy is developing on scholastic and 
literary rather than on scientific and medical lines. 


Lehrbuch der Allgemeinen Kinderpsychiatrie (2nd ed. 
Basle: Schwabe. 1945. Pp. 517. Sw. fr. 32),—-Dr. M. Tramer, 
of the University of Berne, gives an authoritative exposition 
of the general theory and practice of child psychiatry in 
Switzerland. Readers accustomed to the Anglo-American 
standpoint will find here frequent divergence from their 
habitual concepts and principles—startlingly exemplified in 
the chapter on treatment, which gets only 13 pages. The 
Swiss approach is less indebted to psycho-analysis, lays less 
emphasis on the thorough investigation and handling of 
environmental influences, and draws on a psychology of 
normal childhood which is substantially denved from W. Stern 
and Charlotte Bühler. The book is elaborate rather than 
comprehensive : the less concrete the matter under examina- 
tion, the lengthier the exposition, . whereas such clinical 
problems as schizophrenia in childhood receive relatively 
brief attention. 
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Food and the Worker 


SINCE the middle thirties the International Labour 
Office has paid much attention to the nutrition of 
workers and their families. In 1935 the director 
wrote: “If it is agreed that the only real solution of 
the problem of economic balance is not through 
scaling down production but in levelling up consump- 
tion then it follows that the best hope of finding the 
way out of the present troubles is to raise the standards 
‘of the millions who are now underfed, underclothed, 
and under-equipped.”” This was written at a time when 
the economists were mostly saying that production 
must be restricted in order to raise primary prices— 
when coffee beans were being burned in Brazil and 
when farmers in at least one country were being paid 
a bonus for “ not raising hogs.” 

Now that many people maintain that our recon- 
structive effort is weakened by deficiencies in dict ! 
it is useful to have three essays on Nutrition in 
Industry,? dealing with conditions in Canada, the 
United States, and Great Britain. In his introduction 
Dr. Frank G. BoupREaAu, of the Millbank Memorial 
Fund, recalls that before the war the League of 
Nations and the I.L.O. did much to stimulate interest 
and national action in nutrition. Precise information 
about the relationship between nutrition, health, and 
working efficiency was lacking, though the evidence 
pointed to a direct connexion between nutrition and 
output. But when war broke out the governments 
of the three countries all took early action to see that 
the industrial workers were properly fed—the first to 
do so being our own. Neither in Canada nor in the 
United States did the departments dealing’ with 
workers’ nutrition have powers to compel factory- 
owners to feed their employees ; but in Great Britain 
from November, 1940, it was obligatory to provide 
- canteens serving hot meals in all factories, works, 
and building sites employing 250 persons or more and 
engaged on war work on behalf of the Crown—which 


covered the vast majority. Nevertheless, it is evident 


that the success of the canteen movement did not 
depend entirely on compulsion, for in March, 1945, 
there were 6772 canteens in factories and similar 
places where fewer than 250 people were employed. 
Altogether by this time there were 12,245 industrial 
canteens. Though the Armed Forces were given 
high rations the justice of differential rationing in 
favour of heavy industrial workers was not really 
recognised until the war was over, and it was the 
general policy of the Ministry of Food to allow the 
maximum rations to all consumers rather than to 
give more to some at the expense of the remainder. 
Part of the function of the industrial canteens and 
British Restaurants was to compensate for this 
absence of differential rationing. 

1. See Lancet, 1947, i, 293. 


2. Nutrition in Industry, ‘No. 4 
Reporta of the International Labour Ofilce, Montel: 


68. 
3. bane. ‘eat, l, 260. 
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Dr. L. B. Pett, who writes the Canadian section, 
says that ‘‘ proteins also supply energy to the body, 
although the process is rather wasteful and_ proteins 
are therefore less important (than fats or carbo- 
hydrates) as energy producers.” There can be no 
doubt, however, that men undertaking heavy physical 
labour believe that they need large quantities of meat, 
and the institution of meat rationing in the U.S.A. 
in 1943 brought immediate complaints from logging 
and other forest workers throughout the country. 
Inquiries into the amounts of food normally eaten 
in logging camps showed that the daily number of 
calories ranged from 5311 to 6425 per man: the 
day’s intake included well over 1 1b. of meat, fish, 
and poultry, about '/; lb. of eggs, and anything 
between 0-428 and 2:242 lb. of milk and milk products. 
Cheese does not seem to have been popular, for only 
0-029 to 0-064 Ib. was eaten. The loggers were con- 
vinced that large amounts of meat at each meal are 
necessary to keep up the pace of the heavy work 
required, and they regard as “side dishes” such 
delicacies as macaroni cheese, baked beans, creamed 
codfish, and scrambled eggs. As a result of these and 
other inquiries the food and nutrition board of the 
U.S. National Research Council recommended | a. 
scheme of differential rationing for industrial workers, 
who for this purpose were put into four groups. 
In category I the loggers were in splendid isolation, 
and it was recommended that they should have over 
5500 calories per day. Category 0, with 4500-5500 
calories, consisted of coal and ore miners, workers in 
foundries (including blast furnaces, steel works, and 
rolling mills), longshoremen, stevedores, and men 
engaged in engineering construction. Category IT 
contained less arduous occupations and was assessed 
at 3000-4500 calories, while the workers in category IV, - 
which included industries such as printing, textiles, 
tobacco, and food-processing, were to be given 3000 
or less each day. These recommendations, however, 
were implemented only for loggers and miners, and in 
addition increased allotments of food were made to 
“floating craft” and deep-sea fishermen according 
to certain criteria regarding isolation of the jobs. 


We must hope that some day orders and regulations © 
will lapse and war-time agencies will disappear ; 
but we must see that the gains made in nutrition are 
not thrown away. A group of employers in the U.S.A. 
has resolved to continue the practice of feeding 
employees, ‘“ not so much for its influence on the 
health of the workers as for the improvement it 
brings about in the relations between management 
and labour.” The hope is expressed that when a 
new factory canteens order is made for peace-time 
in Great Britain it will not be limited to factories 
employing over 250 persons. Experience after the 
1914-18 war showed that workers at that time 
preferred to take their meals at home when possible, 
and many war-time canteens closed for lack of 
patronage; but habits sometimes change. It is 
stated that the average American worker is more 
“food and nutrition conscious’? than he was before 
the war, and that both he and his family are eating 
better.. The average British worker is likewise more 
food-conscious ; but whether he and his family are 
eating better is a subject on which there is more than 
one opinion. 
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Isotopes and Their Applications 


THE discovery that isotopic forms of common 
elements could be used as “ tracers ” to follow the 


course of marked: atoms through biological processes . 


. promises to open up as many new fields of medical 
research as did the development of histological tech- 
niques in the last century. Just as the gunner mixes 
tracer shells with the others to tell him where his 
missiles are going, so the biochemist and pharma- 
cologist can substitute readily distinguishable isotopes 
for the ordinary constituent elements of foods and 
drugs and so determine their fate in the body. Radio- 
active isotopes can also be used therapeutically ; 
in virtue of their property of emitting B and Y radiation 
they can be used to deliver what are, in effect, small 
but steady doses of X rays or radium in areas where 
they are concentrated. Summaries of present know- 
ledge have been-appearing in the American journals,! 
and Prof. RoBLEY Evans and Dr. J. G. HAMILTON 
have lately been talking on the subject to interested 
groups in this country.? 

Two forms of isotopes are being used in medical 
research. The first type comprises elements with the 
same nuclear charge as the parent elements but 
different atomic weights. For example, there are 
four such isotopes of iron—Fe54, Fe5®, Fe57, and Fe58, 
the common one being Fe®®; others are H? (heavy 
hydrogen or deuterium), N!5, and C8. These isotopes 
_are not radioactive and are stable. Their presence in 
any material is determined by means of the mass 
spectrograph, and their distribution in the tissues can 
be followed if samples of tissue can be obtained for 
estimation. The second type, much more easily 
handled and therefore more widely used, is the radio- 
active isotope; such an isotope not only differs 
from the parent element in atomic weight but also 
emits radioactive rays in the same way as the radium 
group. .Many radioactive isotopes have been manu- 
factured in the cyclotron during the last decade, and 
more recently the uranium pile has allowed much 
larger . quantities to be prepared. Radioactive 
isotopes of almost every known element have- been 
made, but only elements with a suitable “ half- 
life’ are useful in medicine, and only those that have 
some place in biological metabolism are likely to 
give interpretable results. The radioactive isotopes 
that have been used in medicine include radio-iodine 
(I'#1), half-life 8 days, emitting @~ and y rays > radio- 
phosphorus (P*?), half-life 14 days, emitting BT rays ; 
radiosodium (Na?‘), half-life 14-8 hours, emitting 
B— andy rays; radiocarbon (C!4), half-life 25,000 years, 
emitting B` rays; 
47 days, emitting B` and y rays. With the exception 
of ‘radiophosphorus, other less useful radioactive 
isotopes of all these elements exist; 
necessity of referring not merely to radio-iodine but 
to [}%!—i.e., the radioactive isotope of iodine with 
atomic weight 131. 

The detection and measurement of the radioactive 
isotopes can be done in three ways. An in-vitro 
method applicable to tissues is to ash the tissues, or 
~ blood samples, and then estimate radioactivity with 
a Geiger counter or an electrometer; or the radio- 
1. Lawrence, J. H. J. Amer. med. Ass. 1947, 134, 219. Seaborg, 

G. T. Science, 1947, 105, 349. Hall, B. E., Watkins, C. H. 


almer. J. med. Sci. 1947, 213, 621. Keating, F. R. Ibid. D. 628. 
2. Brit. med. J. 1947, i, 894. 
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active element can be attracted on to a suitably 
charged plate and then estimated.* An in-vivo 
method is to apply a Geiger counter over the organ 
where concentration of the radioactive element is 
suspected; suitably shaped counters have been 
developed for this work. A third method is to make 
frozen sections of a tissue or group of tissues, place it 
in contact with a sensitive photographic plate, and 
then develop the resulting picture. The first and third 
of these methods give direct results; but the second 
method, using specimens of blood or tissue, allows. of 
considerable mechanisation, and Prof. ROBLEY EVANS 
describes machines that will assay the radioactivity 


of samples—and record the results—in batches of 


dozens at a time. 


Of the isotopes so far used in therapy and medical 
research, most is known about those of phosphorus, 
iron, iodine, and sodium, and C14 as applied to bio- 
chemistry. Radiophosphorus therapy, which was 
reviewed here last April,* has given its best results 
in polycythemia vera and chronic myeloid leukemia ; 
in other conditions it has proved unsatisfactory. 
Another suggested application of radiophosphorus is 
based on its tendency to become concentrated in 
rapidly growing tissues and therefore in malignant 
growths. In the diagnosis of malignant tumours 
Low-BEER and others ë give a dose of radiophosphate 
and then record the concentration of P% with a 
Geiger counter placed over the tumour. The 6-rays 
emitted are relatively rapidly absorbed by tissues, 
so the technique is limited to tumours near the body 
surface, but it has possibilities. Labelled phosphorus 
is being used to explore again the biochemistry of the 
phospholipids and the rôle of phosphorylated com- 
pounds in carbohydrate metabolism. It has also been 
used to “ tag ” tubercle bacilli. Studying iron meta- 
bolism by means of radio-iron, WHIPPLE and his 
school have confirmed the earlier view that the amount 
of iron absorbed depends on bodily needs, and that 
once it is absorbed little is’ excreted. It has been 
shown that iron given to an anemic subject is utilised, 
almost quantitatively, for the formation of hæmo- 
globin. VANNOoTTI® in Switzerland has shown that 
radio-iron injected intravenously is temporarily stored 
in the liver but gradually released for the formation 
of hemoglobin. The survival of red blood-cells has 


_also been estimated by means of radio-iron. Radio- 


iodine has naturally found its place in the study of 
thyroid metabolism, and [}*! has been used in the 
therapy of thyroid disorders. It has been shown that 
a normal person excretes about 80% of a dose oE 
iodine, and a myxcedematous patient about 95%, 
whereas a hyperthyroid patient retains much more. 
T3 emits both B and y rays, and when doses of it are 
retained in an overactive thyroid they produce an 
effect like X rays. It has given good results in toxic 
goitre, and ROBLEY Evans has reported that a single 
dose of 40-50 millicuries will produce a maximum 
remission in about two months with effects lasting 
much longer; remissions have been obtained in 
patients resistant to thiouracil. A few patients with 
thyroid cancer have been treated, some successfully ; 
in one successful case, bony metastases also responded. 


. Greenberg, G. R., et al. Blood, 1947, 2, 94. 
- Lancet, 1947, i, 525. 


. Low- Beer, V, A et al. Ladiology, 1946, 47, 492. 
. Vannotti, A. Bull. schweiz. Akad. med. Wiss. 1946, 2, 90. 
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The fact that radiosodium (Na?‘), when injected, is 
rapidly distributed in the extra- and intra-vascular 
fluids has been utilised to measure the arm-to-foot 
circulation-time, and thence, by observing the rate 
of accumulation of radiosodium at a given site, to 
estimate the efficiency of the circulation. SMITH 
and QuinBy’ have applied this technique to the 
study of peripheral vascular disease of the lower 
limbs, and have found it helpful in deciding whether 
a lumbar sympathectomy is likely to benefit cases of 
hypertension. The strontium isotope, Sr8°, which has 
a half-life of 55 days and emits 8“ rays, is taken up by 
osteoplastic tissue and can be applied to the study of 
bone metabolism. A newly prepared calcium isotope, 
Ca$5, with a half-life of 180 days, will also be useful 
for this purpose. Of great importance in organic 
chemistry and biochemistry is the discovery of the 
C11 isotope with a half-life of about 25,000 years; and 
H? with a half-life of 30 years; the previously known 


radiocarbon, Cl, was of little practical value because ° 


its half-life was only 20 minutes. The existence of a 
relatively stable labelled carbon atom opens up 
immense possibilities ; as SEABORG puts it, “ this field 
is so vast that it is certain that the best ideas are 
yet to come.” 

Enough has been said to indicate the tremendous 
importance of these isotopes for medical science. 
Such evidence as we have suggests that the thera- 
peutic field is likely to: be limited, and perhaps not 
too easy to control. It is in the prosecution of research 
that the new tools will be so valuable. Indeed, before 
long the biochemical department not equipped for 
isotope work will be as out of date as a pathological 
department without a microtome or an orthopedic 
department without an X-ray apparatus. The isotopes 
which emit y rays will have to be handled carefully 
- by those using them constantly, and safety rules must 
be drawn up before they become common. Meanwhile 
the radioactive isotopes are not easy to make, nor 
has the uranium pile solved all the problems of manu- 
facture. But over a year ago the Manhattan Project 
published a long list of available isotopes,® and several 
are now obtainable in the United States in sufficient 
quantities for research and therapy. In this country 
the Medical Research Council—who control the 
distribution of isotopes—can offer only the most 
exiguous supplies. This is difficult to understand 
since published work from some Continental labora- 
tories shows that they can obtain supplies from the 
U.S.A. Unless the position improves we must inevit- 
ably fall behind in this important branch of research. 


Education of the Body 


Amona doctors and physiologists interest in 
physical education has mostly been desultory. Feats 
of strength, and athletic competitions, have always 
had their appeal—not least to those whose own 
endowments in such directions are meagre. But only 
comparatively recently has it occurred to research- 
workers that the physical performance of the 
spectators themselves can be vastly improved, with 
corresponding benefit to their health. 

In South Africa and the United States a: good 
deal has been done on these lines in the past ten years, 
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and from the former country we now have a report 
by the medical research committee of the National 
Advisory Council for Physical Education. ‘Written 
by Dr. JoxL, it describes work which stems from the 
1933-39 experience of reabling European unemployed 
at Roberts Heights by physical education within the 
framework of a paramilitary organisation.2. The 
South African investigators have measured the 
heights, weights, chest circumferences, upper-arm 
circumferences, and hip widths of large number of 
white and Bantu children between the ages of 7 and 16, 
and they present the usual growth curves for these 
subjects.2 The Bantu begin their adolescent spurt in 
growth considerably later than do white children 
studied elsewhere : how far this is due to heredity and ` 
how far to environment is not discussed, but other 
evidence indicates that malnutrition delays the 
appearance of the growth spurt and the menarche.‘ 


-These children and others (including coloured, Indian, 


and Chinese) were given three tests of physical 
efficiency—the time taken to run 100 yards, the time 
taken to run 600 yards, and the distance that a 12 lb. 
shot could be put. Growth curves for each group are 
given. for these items, which are said to measure 
respectively skill, endurance, and strength. The 
shot-put curve exhibits the well-known phenomenon 
of an increase of strength at puberty, as shown, 
for example, in the work of the Galton laboratory.® 
JOKL and his associates believe that, so far as running 
ability is concerned, puberty has an adverse effect, 
and that increase in efficiency ‘“ comes to a standstill 
with the onset of puberty”; but this conclusion 
conflicts with those reached in the University of 
California Adolescent Study. In California it was 
found that the adolescent spurt in growth is associated 
with improvement in the times of track events— 
and indeed all athletic performance—as would be 
expected from the increased growth of the muscles. 
By the end of puberty, at about 13!/, in girls and 
several years later in boys, adult standards are for 
the most part established, apart from practice and 
training effects ; indeed girls’ performances over the 
50-yard dash worsened between the ages of 13 and 16. 
The time of the adolescent spurt varies from one, 
child to another, and these physiological changes vary 
with it. Early maturers, who reach their maximum. 
velocity of growth early and who menstruate early, 
settle down early to their adult standards for running 
and for pulling on the dynamometer, and adjust 
early to their adult levels for blood-pressure, heart- 
rate, and oxygen-consumption.’? The sex difference in 
performance is also largely due to the adolescent spurt : 
before this time, boys are but slightly better than 
girls, but the growth spurt is much greater for boys, 
and it brings muscular superiority. A second look 
at JOKL’s data shows that they are in fact consistent 
with these findings ; it is only the interpretations that 
differ. In view of the predominance of negroes 
in athletic sports it is interesting to note that in the 
running events the Bantu children, despite their worse 
- Manpower, 1946, 4, 1. 
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economic and nutritional circumstances, were slightly 
superior to the whites. i 


An extensive clinical survey: of Bantu children 
suggested that the chief cause of their medical defects, 
which were many, was malnutrition. Among Moslem 
Indian children it was found that running and weight- 
putting efficiency decreased during the fasting month 
of Ramadan, when the children had nothing to eat 
between an early breakfast and the time of their test. 
Another noteworthy observation was that ‘‘ physically 
substandard ” adolescent boys gained more weight 
‘during a nine months’ physical-training course than 
normal boys of the same weight would have done, 
without training, in the same period. On the question 
whether physical training can harm the hearts of 
young people JOKL concludes that it cannot; in 
the reported sudden deaths of supposedly healthy 
men during or after athletic performances some other 


pathological change entirely unconnected with activity . 


can always, he says, be demonstrated. A discussion on 
the philosophy of physical fitness includes a statement 
that the psychologist who took part in the investiga- 
tion concluded that girls are superior in ‘‘ morality ” 
to boys. “ There is a sudden marked drop in morality 
scores in boys when they become 13 years old. Girls 
do not show such a drop. They continue to progress 
steadily upward notwithstanding the fact that at the 
same time their physical performance scores remain 
behind those achieved by boys, or even decline.” 


More comprehensive work on physical-fitness tests 
has lately appeared from the University of Illinois 
school of physical education, in a monograph by 
CURETON et al.8 who have analysed the repeatabilities 
and interrelationships of 28 tests of physical endurance, 
mostly of gymnastic type, but including several run- 
ning events. The statistical technique used is factor 
analysis, and a combination of scores in 4 tests— 
chinning the bar, backward leg-raisings, side leg- 
: raisings, and the mile run—has been found which 
can be used to evaluate a given person’s overall 
endurance capacity. Further analysis shows that the 
tests fall together. in groups: factors of running 
endurance, of lateral muscles, of shoulder-girdle and 
pelvic-girdle muscles (which go together, as one 
might expect), and of arm-extensor muscles emerge. 
CURETON also goes in detail into the endurance 
relationships of the Harvard step test (pulse-rate after 
stepping up on to a bench and down again 30 times 
a minute for five minutes) and the old Schneider 
index (a combination of lying pulse-rate, standing 
pulse-rate, pulse-rate change from lying to standing, 
pulse-rate increase after exercise, time for pulse to 
return to first value after exercise, and change in 
systolic blood-pressure from lying to standing). 
Analysis of the Schneider index shows that two of its 
items contribute no further information after the other 
four have been considered, and a modified index is 
presented which omits pulse-rate and blood-pressure 
change from lying to standing. This modified 
index predicts ability in running endurance (an 
average of 4 scores, for l-mile run, 2-mile run, 3}/5- 
mile steeplechase, and 1000-yard run) fairly well, but 
only for a group of men who are keen to do their best, 
and who are neither very fat nor very thin. Body 
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build turns out to have a great deal to do with endur- 
ance in running; in the Sheldon terminology,’ 
endomorphy decreases and ectomorphy increases. 
it—i.e., fatness worsens performance and _ slimness 
improves it. Running endurance depends on motiva- 
tion, skill, physique, and cardiovascular condition : 
the modified Schneider index measures, imperfectly, 
only the last of these. Thus the search for measures 
of physical fitness is being continued partly in the 
schools of physical education and in the field, where 
tests are devised, large numbers are tested, and train- 
ing may be carried out, and partly in the physiological 
laboratories, where the effects -of exercise itself are 
slowly being unravelled. : 


Annotations 


EQUALITY IN SERVICE 


In a letter to: The Scotsman of July 12, Prof. Mary 
Lucas Keene regrets, on behalf of the Medical Women’s 
Federation, that the ‘National Service Act, 1947, makes a 
distinction between men and women doctors by enforcing 
conscription on one and not on the other. Within 
the profession the principle of equality between the 
sexes is so well accepted that discrimination of the 
kind naturally appears somewhat arbitrary and irrational. 
Prof. Lucas Keene notes that some men have been 
provoked to contrast their position with the freedom 
of the women, while women seeking posts in competition 
with men who have given national service are placed 
at a disadvantage which they have done nothing to 
incur. The letter mentions a resolution, unanimously 
passed by the federation, asking that the National 
Service Act shall be so amended that its provisions 
apply to all members of the medical profession. While 
most medical men will sympathise with this protest, 
and the motives which gave rise to it, it is hard to see 
how the Government could select one group of women 
for national service while ignoring the rest. The 
principle of equality between the sexes should include 


equality of service as well as of privilege; but until 


this is generally accepted, as it should be, it seems likely 
that women doctors will appeal in vain against their 
unwanted freedom from conscription. 


a EPILEPSY AND EDUCATION 

Less than twenty years ago a Bill was proposed for 
the State legislature of Maryland whereby all epileptic 
children were to be excluded from the State schools.. 
Fortunately medical opposition, emanating from the 


_épilepsy clinic of the Johns Hopkins Hospital, was not 


wanting, and in the event all Baltimore children who 
suffered from fits were referred to that clinic, and were 
there graded as suitable for an ordinary education, or 
for home instruction, or as unfit for any education at all. 
No child was, however, retained in a State school if he 
had more than two major fits in the classroom during a 
five months’ term. The story of the subsequent develop- 
ment of the clinic with its study of the individual child 
and its attempts to educate parents and teachers is told 
by Olive Whilden of the Baltimore education department, 
contributing to an American symposium on Epilepsy in 
Childhood.1° Here we may learn how the problems of 
education and treatment are being met in the United 
States, where special schools for epileptic children are 
almost unknown. C. Bradley describes the care of. 
epileptics in a residential hospital for children with 
neuropsychiatric disorders, and E. Davidoff sets out at 
length a programme for the medical and educational treat- 
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ment of epileptic children at the Craig Colony, a State 
institution for epileptics, which has, however, to cater 
for all grades from the idiot upwards. For the most 
part, indeed, as H. Yannet of the Southbury Training 
School tells us, epileptic children who need institutional 
treatment are found in State training schools for the 
mentally defective. : The case for the English plan 
of providing special residential schools for educable 
epileptics is set out by Tylor Fox. 

Abnormalities of temperament and conduct get their 


fair share of notice in this symposium. Edward Bridge, : 


director of the Johns Hopkins clinic, discussing emotional 
disturbances in epileptic children, asserts that while 
fewer than 1 in 10 of the children show serious personality 
disorders at their first attendance, these disorders tend 
to increase later, and in fact prove a larger handicap in 
after-school careers than do the fits themselves. While 
they rarely precede, or are associated with, the onset of 
fits, they often encourage their occurrence, thus adding 
materially to the children’s physical and social handicap. 
With expert advice and team-work, much could be done 
to keep temperament and conduct nearer the normal. 
One paper discusses the attitude of the epileptic child to 
his own complaint; another finds that the Rorschach 
test discloses characteristic and distinct personalities 
for sufferers from grand mal and from petit mal. But 
most of the 30 children on whom this last investigation 
was made were attending a behaviour clinic; and this 
shows once more the necessity, before venturing on 
generalisations about epilepsy, of specifying as exactly 
as possible the type of epileptic concerned. On the 
neurological side balance is to some extent maintained 
by a paper on the neuropathology of epilepsy in children, 
and by one of W. G. Lennox’s masterly communications 
on drug therapy. 

Everyone interested in " epileptic children will do well 
to obtain this journal for himself and read and re-read 
the various papers. They are of course unequal, and 
there may be a good deal to criticise ; but we all have 
something to learn in a field which is inadequately 
covered by medical textbooks. We shall at least be 
convinced that American workers recognise the great 
importance, and often the great difficulty, of getting the 
right lay staff for schools for epileptics. This applies 
not only to teaching staff, but more especially to those 
whom the Americans aptly and picturesquely call 
“ cottage heads.” 


VITAMIN A IN LEUCOPLAKIA 


GYNÆCOLOGISTS do not always agree on what consti- 
tutes leucoplakia vulvie, and it is probably fairest to 
diagnose this condition after histological examination 
of a biopsy specimen. Before diagnosing leucoplakia 
Hyams and Bloom + insist that such a specimen should 
show thickening of the epidermis, hyperkeratosis, and 
overgrowth of all layers with acanthosis; the dermis 
should present a chronic inflammatory picture with an 
invasion of chronic inflammatory cells. They investi- 
gated 18 patients in an attempt to find some common 
factor in the etiology. In 11 of their cases they found 
hypochlorhydria or achlorhydria, all other tests being 
negative. For a similar age-group the incidence of 
hypochlorhydria is 35%, but whether the increase of 
25%vis8 significant in 18 cases is doubtful. They suggest 
that a-low gastric acidity interferes with the proper 


absorption and utilisation of vitamin A, and for this. 


reason they treated their patients with a daily dose of 
250,000—500,000 units of vitamin A by mouth, supple- 
mented by 50,000 units by injection twice weekly. 
In addition they gave M15 of dilute hydrochloric acid 
in water three times daily with each meal. The response 
to this treatment was slow, but in 14 cases they obtained 
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definite improvement, both clinically and histologically. 
The dry indurated glossy and. wrinkled external genitals 
They have had 6 of 
their patients under observation for two years without 
any further treatment and with no recurrence. 

This small series is published to stimulate interest 
among other clinicians. In a chronic condition which is 
resistant to almost all treatment except wide excision, 
and which may often then recur ‘in regions adjacent to 
the site of the operation, any new suggestion is welcome. 
(Estrogen treatment, which has been suggested in the 
past and has no scientific basis, has been abandoned by 
most gynecologists, so vitamin A and hydrochloric acid 
will have a relatively clear field. It can do no harm 
and it may do good. But it is important before assessing 
the results to be histologically certain of the diagnosis. 


PINS AND NEEDLES 


THE symptom involving the extremities which 
patients commonly call “ pins and needles ° comprises 
many different sensations. Though the main cause of 
the symptom may become apparent from a careful 
history and examination of the patient, very little is 
known about the mechanism of its production. 

In a fascinating study of the subjective effects’ of 
compressing the arm with a sphygmomanometer cuff, 
Weddell and Sinclair! have advanced our knowledge of 
this mechanism. In a number of trained observers the 
cuff was inflated to a pressure of 150 mm. Hg for varying 
periods, with the arm hanging by the side after inflation 
of the cuff, and the resulting sensations analysed. One 
to two minutes after compression ‘started a sensation 
termed ‘compression tingling’? appeared, and this lasted 
for three to four minutes, “passing off gradually. It 
consisted in a light tingling sensation more picturesquely 
described as ‘‘ a faint comfortable soda-water sensation ” : 
though there might be a few sharp pricks, the main 
effect was of touch rather than of pain, and the sensation 
was not modified by external stimuli such as touching 
or rubbing the fingers. About a quarter of an hour 
after compression started a ‘‘ velvety numbness ” was 
experienced ; this was at first only elicited when the hand 
was stroked, but it soon became spontaneous and gave 
rise to a peculiarly unpleasant subjective sensation of a 
sickening character. The third type of sensation 
occurred after release of the compression and has been 
named “release pricking.” It first appeared about 
45 seconds after release, and it lasted for a variable time, 
depending on the length of compression: it was a very 
strong coarse pricking, having a component of many 
sharp bright pricks like a needle entering the skin, and 
was interpreted subjectively as pain rather than touch, 
though there was a continuous diffuse tingling.in addition 
to the pricking. The sensation was increased by tapping 
or rubbing the affected fingers. 

> Compression tingling’? and ‘release pricking ” 
were studied by simple modifications of the technique 
of compressing the arm in an effort to discover their cause. 
It was noted that in 3 out of 16 subjects compression 
tingling was felt only in the ulnar distribution, in 2 in 


the tip of the thumb as well, while in 3 others it started 


in the ulnar distribution and spread to involve the rest 
of the palm of the. hand and fingers. 

The final conclusion was that compression tingling is 
due to local stimulation of the main nerves under the 
compression cuff, and that the stimulation is brought 
about by asphyxia rather than by deformation. It was 
thought to be due to impulses arising in fibres normally 
conveying the sense of touch. Release pricking begins 
in the finger-tips and spreads to involve the palm and 
(after protracted compression) the lower part of the fore- 
arm, the upper border being roughly horizontal; it is 
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never confined to the distribution of a single peripheral 
nerve. It is thought to arise by an entirely different 
mechanism from compression tingling—stimulation of 
some of the peripheral nerve-endings by removal from the 
tissue spaces around them of a chemical substance which 
accumulates during a period of circulatory depression, 


the greater proportion of the impulses aroused in this way. 


being conveyed in the somatic afferent fibres normally 
subserving the sensation of pain. The occurrence of 
release pricking runs parallel to that of reactive 
hyperzmia, which was shown by Lewis? to be due to the 
accumulation of a normal produet of tissue metabolism 
in the tissue spaces. 


A DRUG FOR HYPERTENSION 


In the United States interest in the possible clinical 
value of tetra ethyl ammonium bromide (T.E.A.B.), a 
quarternary ammonium compound, was aroused by the 
discovery that intravenous injection in animals caused 
a sharp fall in systolic and diastolic blood-pressure and 
an increase in peripheral blood-flow, and that these 
effects resulted from a blockade of both sympathetic 
and parasympathetic ganglia.2 Lyons et al.‘ reported 
preliminary results in about 700 patients given 1.E.A.B. 
on one or more occasions. There were no deaths and 
only a few severe toxic reactions. Measurement of skin 
temperature and clinical response in patients with 
vascular disease and in a control group of healthy people 
suggested that T.E.A.B. was usually as effective or more 
so than the accepted surgical methods (paravertebral 
sympathetic block, local nerve block, spinal anzsthesia, 
and sympathectomy) of producing sympathetic block. 
This report and subsequent ones 5 ê indicate that T.E.A.B. 
is valuable in the treatment of peripheral vascular disease 
of all-kinds (particularly when a vasospastic condition is 
present) and hypertensive congestive cardiac failure, 
and as a diagnostic aid for gauging the extent of the 
functional element in various vascular diseases. 

The drug has also been used as a therapeutic test for 
the selection of patients likely to benefit from sympath- 
ectomy, but Birchall et al.” say that though T.E.A.B. 
produced an appreciable fall of blood-pressure in 14 out 
of 16 hypertensive patients, only 2 out of 12 of these 
patients who were subsequently subjected to lumbo- 
dorsal sympathectomy had any significant change in 
blood-pressure two to four weeks after the operation. 
Lyons et al. comment on the symptomatic relief obtained 
when T.E.A.B. is given to hypertensive patients. One 
patient: with hypertensive congestive cardiac failure 
and severe orthopnea obtained relief for as long as 
twelve hours after one intramuscular injection. In 
general the symptomatic relief in hypertensive cardiac 
failure has been confirmed by workers in this country. 
Unfortunately, however, the fall in blood-pressure usually 
lasts for only ten or fifteen minutes after intravenous 
injection, and for an hour or so after intramuscular 
injection. The discovery of a suitable depot-forming sub- 
stance that would release T.E.A.B. slowly into the circula- 
tion after intramuscular injection would be of great value. 

The dose of T.E.A.B. is 0:1-0-5 g. intravenously or up 
to 20 mg. per kg. body-weight intramuscularly; it is 
unsuitable for administration by mouth because it is 
poorly absorbed from the gastro-intestinal tract. The 
drug is soluble in water and can be sterilised by auto- 
claving. A 10% aqueous solution has been recommended ° 
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for injection. It is estimated in urine by precipitation 
with ammonium reineckate, as in the estimation of 
choline.** Tetra ethyl ammonium chloride has been used 
instead of T.E.A.B., and Birchall et al.” find that the 
sedative effect of the bromide ions can thus be avoided. 

Although care is required in the administration of 
T.E.A.B., severe toxic reactions are rare. A rapid and 
profound drop in blood-pressure has been noted in some 
cases and may cause grave circulatory collapse. The 
drug should be used with particular caution in cases of 
severe hypertension, especially where renal function is 
impaired. Protracted use has been reported to tause 
anterior horn cell irritation, but this has not been 
observed in Britain. Some patients find it gives them a 
metallic taste in the mouth. Other effects are incomplete 
dilatation of the pupil and a decrease in its light reaction, 
ptosis, cessation of sweating, dry mouth, and dysphagia. 
Bladder tone may become diminished and the desire to 
micturate be suppressed. In the gastro-intestinal tract 
T.E.A.B. causes a cessation of propulsive motility and a 
reduction of the acidity and. volume of gastric juice. 
Peptic-ulcer patients. are completely relieved of their 
symptoms, but once the effect of the drug wears off peri- 
stalsis returns (and the pain) with renewed force and 
vigour. All these actions are due to the blockade of` 
sympathetic and parasympathetic ganglia. In some cases 
T.E.A.B. has relieved the pain of coronary thrombosis 
and angina pectoris, but Lyons and colleagues do not 
advise its use in these conditions until further work has 
been done on its effect on the coronary arteries. 


STREPTOMYCIN IN PLAGUE 


STREPTOMYCIN is active in vitro against a wide variety 
of gram-negative organisms, and in practice it has proved 
effective in the treatment of some penicillin-resistant 
infections, including tularemia, tuberculous meningitis, 
Hemophilus infuenze meningitis, and contaminated 
wounds. The drug may have a further valuable appli- 
cation in the treatment of bubonic plague, the dreaded 


Black Death of the Middle Ages, of which 11 cases were 


reported at Haifa at the beginning of this month.® In 
an outbreak that occurred last winter at Buenos Aires, 
according to a British United Press report, the first 
2 cases were treated with streptomycin, and though the 
prognosis appeared to be hopeless the patients survived. 
Two swallows do. not make a summer, but such results | 
would not be unexpected. During the preliminary | 
bacteriological screening tests made shortly after the 
discovery of streptomycin it was found to inhibit the 
growth of Pasteurella pestis. Last year Hornibrook 1° 
and Wayson and McMahon! reported that they had 
prolonged the life and increased the survival-rate of 
mice and guineapigs infected with plague by treating 
them with streptomycin. This work has been confirmed 
and extended by Herbert,!2 who showed that the drug 
must be administered early in the infection if the animals 
are to survive. When given in doses of 800 units daily 
at the same time as the inoculation with Past. pestis, 


‘streptomycin provided very good protection, 85% of 


the animals surviving. When treatment was delayed 
for one, two, and three days after infection the survival- 
rates fell to 60, 5, and 0%. Survival-times in the 
animals that died were significantly prolonged. At the 
end of the experiment the survivors were reinfected 
with the same dose of Past. pestis to test for immunity. 
No detectable immunity was observed in the animals 
given streptomycin at the same time as the infection 
with plague; in the animals treated one and two days 
after infection there was respectively moderate immunity 
(26% survived) and good immunity (86% survived). 


8. Beattie, F. J. re Biochem. J. 1936, 30, 1554. Jacobi, H. P.s 


Baumann, C. Meek, W. J. J. biol. Chem. 1941, 138, 571. 
9. Times, July 8, 1947. 
10. Hornibrook, J. W. Publ. Hlth MP Wash. 1946, 61, 535. 
11. Wayson, N. E., McMahon, M. C. Lab. clin, Med. 1946, 31, 323. 
12. Herbert, D. ancet, 1947, i, 626. 


THE LANCET] 


TREATMENT OF DISSEMINATED SCLEROSIS 


[JULY 26, 1947 143 


The longer the organism*was allowed to develop in the 
body before treatment began, therefore, the greater the 
subsequent immunity in the animals surviving. 
Infection of guineapigs and mice by subcutaneous 
inoculation with Past. pestis produces an infection closely 
resembling bubonic plague in man; intraperitoneal 
inoculation results in a more acute type of infection, 
corresponding more closely to septicemie plague. 
According to Herbert, D. W. Henderson has produced 
lung infections in animals closely resembling pneumonic 
plague in man by exposing them to aerosols containing 
Past. pestis. In this type of infection streptomycin was 
also highly effective. One remarkable feature of strepto- 
mycin therapy in experimental plague is the good results 
obtained with short periods of treatment; even single 
doses produce some effect. Sulphathiazole was also 
found by Herbert to be effective, but it had to be given 
over long periods. If the results of these experiments 
are applicable to man it seems that if streptomycin is 
going to be effective in human plague it must be given 
within a day or so of the onset, or at any rate very 
early. Owing to the relative scarcity and expense of the 


drug it is unlikely to be tried on a large scale for. 


the treatment of plague vet awhile. At the moment the 
most successful readily obtainable remedy appears to be 
sulphadiazine, which is superior to the other sulphon- 
amides for this purpose. This was established by 
extensive field trials carried out in India at Latur and 
Poona from 1940 to 1944 under the auspices of the 
‘Indian Research Fund Association.!% 

On the basis of experimental work reported by Sokhey 
and Dikshit!4 in these columns in 1940, over 1600 
patients were treated with various sulphonamides. The 
group treated with sulphadiazine had the lowest mor- 
tality, 21%, compared with 91% in the control cases. 
The value of sulphadiazine in plague has also been 
demonstrated by other workers in India.'5 


FATTY HERNIATION IN LOW BACK PAIN 


In 1944 Copeman and Ackerman !® reported a series 
of cases in which low back pain appeared to be due to 
‘herniation of lobules of what they called “ basic fat” 
through the superficial fascia in the region of the iliac 
crests. Such herniations, occurring at weak points, 
and symptomless until made turgid and cdematous 
—e.g., by injury or confinement to bed—they considered 
to be the cause of a proportion of low back disabilities, 
and a number of patients were relieved by their surgical 
excision. Herz 1? now reports 37 cases treated in this 
way with satisfactory results. He agrees that the 
discovery of a tender nodule, injection of which with 
local anzsthetic relieves the pain, is diagnostic, and 
that later severe and long-standing pain ceases after 
the surgical removal of the protrusion. 3 

There are difficulties in the way of accepting this work 
without reservation. In the first place, there is a lack 
of anatomical evidence as to the existence of Copeman 
and Ackerman’s basic fat pattern. Secondly, as was 
mentioned in the discussion on Herz’s paper,'§ sub- 
cutaneous fatty nodules are to be found in over 50% of 
persons not complaining of backache. Thirdly, the mere 
administration of a general anesthetic for the removal of 
tender nodules will also, as Elliott 1° has shown, relieve the 
painful reflex foci of muscular spasm found in cases of low 
back pain and sciatica due to prolapsed intervertebral 
disks. Moreover, these views conflict with those of 
surgeons like Burns and Young,?° who believe that the 
prolapsed disk is the cause of most cases of persistent 
low back pain. This conflict is certainly no reason 
13. Sokhey, S. S., Wagle, P. M. Indian med. Gaz. 1946, 81, 343, 
14. Sokhey, S. S., Dikshit, B. B. Lancet, 1940, i, 1040. 

15. Simeons, À. T. W., Chhatre, K. D. Indian. med. Gaz. 1946, 81, 235. 
16. Copeman, W. S. C., Ackerman, W. L. Quart.J. Med. 1944, 13, 37. 
17. Herz, R. Ann. rheum. Dis. 1946, 5, 201. 

18. Hench, P. Ibid, p. 205. 


19. Elliott, F. A. Lancet, 1944, i, 47. 
20. Burns, B. H., Young, R. H. Jbid, 1947, i, 623. 


for dismissing the evidence for fat herniation as a cause 
of symptoms, but it is essential to have detailed records 
of the physical and neurological findings in such cases. 
In one of the two cases Herz!? mentions in detail, the 
referred pain in the leg, the hypoalgesia, wasting, and 
decreased reflexes might be attributed to disk prolapse, 
and the few months of relief recorded after general 
anesthesia for the mass removal of a large quantity 
of fatty tissue is not conclusive. 


TREATMENT OF DISSEMINATED SCLEROSIS 


Tue pitfalls awaiting those who seek an effective 
treatment for disseminated sclerosis are now clearly 
mapped ; and in his Humphry Rolleston lectures at the 
Royal College of Physicians last week Prof. P. C. P. 
Cloake marked them anew. Despite his caution there 
seems to be real promise that the treatment which he 
has practised for the last 17 years is an advance 
on existing alternatives. Broadly, it is based on 
repeated courses of T.A.B. pyrotherapy along with alter- 
nating courses of intravenous organic arsenic and oral 
inorganic arsenic. These remedies, as Professor Cloake 
said, have been, used before in disseminated: sclerosis ; 
the novelty lies in his insistence that their administration 
must be continued for at least five if not ten years. 

-Out of 422 cases observed, 312 have been followed up. 
Of 64 slight cases that received adequate treatment, 
39 are today well, 20 are improved, and 5 are unchanged ; 
none is worse. Among the moderately severe cases, 
only 1 is materially worse. It is all too easy, as Professor 
Cloake indicated, to draw over-optimistic conclusions 
from these results; for example, the patient who felt 
that he was not benefiting from treatment may not have 
stayed the course, and will thus have been lost to the 
follow-up. This does not alter the central fact that for 
all their deficiencies the figures seem better than those 
obtainable with other forms of treatment. 


SCOTTISH REGIONAL BOARDS 


CHAIRMEN of the five regional hospital boards for | 
Scotland have now been appointed. They are: Northern 
region, Mr. Donald Macpherson, conyenor of Inverness 
public-health committee; North-eastern region, Dr. | 
May Baird, convenor of Aberdeen city public-health 
committee; Eastern region, Mr. William Hughes, 
treasurer of Dundee corporation ; South-eastern region, 
Dr. J. R. Greenlees, chairman of the Royal Hospital for 
Sick Children, Edinburgh ; and Western region,. Prof. 
E. P. Cathcart, F.R.S., recently retired from the chair 
of physiology in the University of Glasgow, and formerly 
chairman of the Scottish Health Services Committee. 


l a 


Tue 17th International Physiological Congress, under 
the presidency of Sir Henry Dale, o.m., opened at Oxford 
last Monday. The meeting is being attended by nearly 
1200 physiologists representing almost every country in 
the world except Germany and Japan. The congress 
has only twice before met in Britain—at Cambridge in 
1898 and at Edinburgh in 1923. 


Tue chief medical officer of the National Coal Board 
is to be Dr. E. H. CAPEL, of Birmingham. Details of the 
appointment will be found in our news columns. 


Sir ARTHUR RUCKER has been appointed deputy 
executive secretary of the preparatory commission of the 
International Refugee Organisation. As deputy secretary 
to the Ministry of Health since 1940, he has taken a 
constructive part in the preparations of successive 
Governments for a National Health Service, and in 
discussions with representatives of the medical pro- 
fession. To his new work he brings experience of relief 


‘and refugee administration gained in 1941—43 ‘when 


seconded for special service as secretary to the office of 
the Minister of State in Cairo. In the preparatory 
commission his senior will be Mr. William Hallam Tuck, 
of the United States. 


~ 
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Special Articles 
TUBERCULOSIS IN GERMANY 


WITHIN the past year tuberculosis in Germany has 
been the subject of some alarming reports. A recent 
example is an article in the Manchester Guardian of 
June 4 in which a special correspondent gave disquieting 
figures for deaths, notifications, and hospital beds. For 
1946 he estimated the number of tuberculosis deaths 
in Germany as 152,000, and the number of cases as 


759,000, and he said that the number of beds is inade- 


quate. In an accompanying editorial, the Manchester 
Guardian expressed grave concern. A second article, 
giving figures for Berlin and the United States zone, 
appeared on July 14. 

The original report, however, based on information 
obtained from a German source by a non-medical person, 
must be treated with reserve, and many of its statements 
do not seem to be compatible with the data published by 
the British and United States elements of the Control 


Commission for Germany. These data are based on the’ 


official death returns made by German doctors ; and, as 
there is no shortage of doctors in Germany, there is no 
reason to doubt that Coan notifications are properly 
made. 

MORTALITY 


The deaths from tuberculosis in thé British zone during 
, 1946 total 13,673,1 which for a population of 22,795,000 
gives a rate of 60 per 100,000. The tuberculosis deaths 
in the U.S. zone from March, 1946, to February, 1947, 
total 9442; this figure is arrived at from the death-rate 
of 56-6 per 100,000 given for the population of 16,682,000.? 
No figures are available for the French and Soviet zones, 


but if the rate were the same as that in the British zone, © 


the total would be 12,803 deaths in the population of 
21,339,000. Finally if one applies to the whole population 
of Berlin the rate of 257 found wh the U.S. sector of 
Berlin, one arrives at a total of 8172 deaths from tuber- 
culosis in that city. To summarise : 


Tubercu- Tuberculosis 
Population losis death-rate 
aths per 100,000 
British zone 22,795, 000 13,673 60 
U.S. zone. 16,682,000 9442 56-6 
French and, Soviet zones 21,339,000 12,803 60 
Berm : si 3,180,000 8172 257 
€4,090 


This total of about 44,000, based on official returns, is 
low. compared with the Manchester Guardian corre- 
spondent’s estimate of 152,000; and the following points 
deserve notice : 


1. There is close concordance between the figures 
for the British and U.S. zones, though the two zones 
have operated quite separately in the past. This 
fact in itself makes any gross error unlikely. 

2. The total of deaths for Berlin (8172), arrived at 
by applying to the whole Berlin population the rate 
found in the U.S. sector of the city, is almost the 
same as the only official mortality figure quoted by the 
correspondent (June 28 and July 14). There is no 
reason to believe that figures for the U.S. zone are any 
less valid than those for the U.S. sector of Berlin. 

3. The great difference between the rate for Berlin 
and the rates for the British and U.S. zones shows the 
fallacy of estimating the total deaths in Germany by 
applying the Berlin rate to the whole country, as the 
correspondent does in answer to criticism (June 28). 

4. Finally, British zone totals for the first quarter 
of 1947 (not shown above) show no increase over the 
totals for the first quarter of 1946. Even supposing 
the zone figures to be fundamentally false in some 

` respect, an absence of increase would still be note- 


1. Monthly Statistical Bulletin of the Control Commission for 
Germany, British Element. May, 1947. 
. Cumulative Review of the Military Governor U.S. Zone, May, 
1946—March, 1947: Public Health and Medical Affairs. 


~ 


worthy and ‘at variance With the correspondent’s 
assumption of a coritinuing 30% rise in deaths each 
year. His estimates are in fact based on this assump- 
tion, and he goes so far—proceeding in geometrical 
progression—as to predict a total of 440,000 tubetcu- 
losis deaths in 1950. 


CASE-NOTIFICATION 


Rises in the number of cases notified in Germany are 
often adduced as evidence of a great increase of tuber- 
culosis. It is now, however, recognised that case-notifi- 
cation figures are an unreliable index of tuberculosis 
trends. In a press release dated April 10, 1947, Brigadier 
Martin, public-health adviser to the Control Commission, 
expressed doubts about figures of notified cases: “in 
this connexion it should be remembered for what it is 
worth that cases diagnosed tuberculous get a supple- 
mentary ration.” He also explained that until last 
autumn statistics referred only to the open case; since 
then all new cases of “ active ” tuberculosis have been 
notifiable. Mr. Aneurin Bevan, at a recent conference, 
pointed out that in England tuberculosis mortality is 
falling while notifications are rising, and justly attributed 


- the latter trend to increasing diagnostic facilities. 


MASS MINIATURE RADIOGRAPHY 


A Control Commission press release dated June 17, 
1947, gives the result of a mass-radiography survey of 
60,000 persons in Hamburg. The number of cases of 
infectious tuberculosis discovered amounted to 2-9 per 
1000—a figure remarkably similar to figures for British” 
populations. The prevalence of known infectious cases 
in Hamburg is 3-4 per 1000, and we get therefore a total 
prevalence of infectious cases of 6-3 per 1000. This figure, 


for an urban population, belies many alarming reports. 


TUBERCULOSIS BEDS 


The latest 1947 figures for the British zone show that 
24,295 beds are available and occupied by tuberculous 
cases, while the U.S. zone has 21,045, of which 15,352 
are in tuberculosis hospitals and sanatoria. These figures 
represent, in the British and U.S. zones respectively, 
177 beds and 223 beds per 100 deaths, compared with 
fewer than 100 beds per 100 deaths in Great Britain and 
only about 20 in Poland. In the light of these figures it 
is a striking fact that, when the Polish staff and tuber- 
culous patients of a Displaced Persons hospital in Ger- 
many were ready for return to Poland, permission for 
them to take the hospital equipment and bedding with 
them was refused by the military authorities. 

. Clearly, so far as tuberculosis is concerned, the interests 
of the German civilian population are being closely safe- 
guarded by the Control Commission. In General Clay’s 
report for the month of May, quoted by the Manchester 
Guardian correspondent on July 14, concern is expressed 
because in the U.S. zone only 21,045 beds are available 
for tuberculosis, leaving without hospital facilities 14,493 
or 40% of all cases of infectious tuberculosis. In this 
country certainly considerably more than half of all 
infectious cases are not in hospital. It seems likely 
that the relatively generous hospital accommodation 
in Germany, by isolating the open case and prevent- 
ing spread in conditions manifestly favourable to the 
disease, is partly responsible for the unexpectedly -low 
tuberculosis figures revealed in this analysis. The high — 
figures for Berlin remain, and were to be expected ; 
and there must be similar figures for some other towns ; 
but in the zone totals they are tempered by the much 
lower rates in areas where ‘ Berlin conditions’ do not 
apply. | 

\ CONCLUSION 

Apart from a few urban areas, tuberculosis is being kept 
well in check in Germany; the dedth-rates, and the 
morbidity as revealed by mass radiography, are no higher 
than in England. 
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PURE AND APPLIED CHEMISTRY 
CENTENARY AND CONGRESS 


DuRING the Chemical Society’s centenary celebrations 
in London this month Prof. C. N. HINSHELWOOD, F.R.S., 
delivered a presidential address, which will be printed in 
the Journal of the Chemical Society. In the course of it 
he said : 


“ One of the unmistakable trends of the past century 
has been the successive decline of different aspects of 
individualism: the independent craftsman, the aristo- 
cratic politician, the empire-building explorer all departed 
from the scene. In science a similar trend has been 
visible though at a lag of several decades. At the time 
of our foundation the stage is dominated by the amateur, 
whether a Cavendish or a Faraday: later the individual 
is more and more frequently dependent upon the 
university or technical college, small and independent 
but none the less a community. Then the great research 
associations appear and the State subsidy becomes 
indispensable. Two great wars intensified and acceler- 
ated the collective process in the world of science until 
today we are faced with the problems presented by 
vast industrial research laboratories and by State enter- 
prises undertaking work which is inconceivable without 
the codrdinated efforts of hundreds of men of science. 
The great question is what is to be the fate of the 
individual in the world which has emerged. In this 
matter something of an ideological battle has been 
engaged. . . . Complete individualism means chaos, 
which is only given form by something analogous to an 
energy factor—by State compulsion or by powerful 
emotional forces. If any of these controls are applied too 
vigorously the result is order indeed but the order of 
utter stagnation. . . . Nothing is less fruitful than 
doctrinaire argument about freedom and planning. The 
vast achievements of military regimentation in war- 
time have been cited as examples for peace, but in this 
it is forgotten that the results in limited spheres have 
had to be bought with an utter disregard of cost, whether 
of money, happiness, or life. . . . Those who call them- 
selves planners are often, I think, not conscious enough 
of the art and effort involved in large-scale action. 
It is still the individual who really counts, but his 
problems are different. ... The Faraday of tomorrow 
will have by his own methods to break through the 
trammels of an over-organised society: and for this it 
may well be that he will need something of the quality 
of a Nelson.” 


International Congress in London 


Delegates from 28 countries attended the eleventh 
international congress of pure and applied chemistry, 
which was opened in London on July 17, immediately 
after the Chemical Society’s centenary celebrations. 
The congress, under the presidency of Viscount LEVER- 
HULME, continued until July 24, and some four hundred 
papers were read. 


LACTATION 


MoHAMED EL SHAHAT (Egypt) described a new 
fat-soluble, thermostable, lactation-promoting factor 
isolated from the unsaponifiable matter of fenugreek 
oil; , it is not a tocopherol. This ‘‘H”’ factor promoted 
lactation in 345 out of 350 cases of human lactation 
deficiency in a dose equivalent to '/, mg. by mouth. 
The volume of milk was increased in 158 cases by 
160—900 %, the increase being greatest in the early stages 
of lactation. The content of fat, proteins, lactose, 
minerals, and vitamins was also increased, 


S. J. FoLLEY and F. G. Youna declared that in the 
cow in declining lactation crude anterior-pituitary 
extracts have a greater galactopoietic effect than purified 

rolactin; there is little correlation between the pro- 
notin content and the galactopoietic activity of different 
pituitary extracts. This activity is due to a number of 
anterior-lobe hormones, two members of which are 
probably prolactin and adrenocorticotrophin. Sub- 
stantial and profitable, though temporary, increase can 


be obtained with cows in declining lactation by injection 
of crude extracts of ox anterior-pituitary tissue; there 
is, however, no effect at the peak of lactation. On the 
other hand, extracts of sheep and pig pituitaries cause a 
sustained depression in lactation, possibly because of 
antihormone formation. 


IMMUNITY 


In a paper on nutrition and disease in early life 
A. N. WORDEN said that studies on lambs and calves 
indicate the importance of colostrum in species with a 
syndesmochorial placenta. They provide also valuable 
experimental material for the investigation of the 
influence of nutritional status on antibody production. 
Owing to the variable resistance of different calves 
(possibly a breed difference) to colostrum deprivation, 
it is possible to rear calves that have an incomplete 
serum-globulin picture, but which are capable of pro- 
ducing antibodies to defined stimuli. Results with 
calves suggest that the rôle of breast milk (including 
colostrum) in the human infant’s disease resistancé 
might be reinvestigated. 


INSECTICIDES 


F. P. COYNE said that future competitors would 
have to achieve an extraordinarily high standard if they 
are to replace the new insecticides introduced since 1939. 
More likely developments in the immediate future are: 
(1) the production of formulations devised for specific 
purposes, (2) application techniques, and (3) concentra- 
tion of effort on entomological problems for which the 
present new group is not particularly effective. Progress 
will depend on the combined efforts of specialists in 
universities, research institutions, industrial organisa- 
tion, and Government departments. 


FOOD AND NUTRITION 


J. R. MARRACK said that, with continued deliberate 
selection of food, assessment of the community’s well- 
being would be needed, in order to decide whether the 
food-supply is well selected, and to satisfy the public 
that their food is adequate. The tests that may be 
used are: (1) vital statistics, but people may be below 
par for a long time without dying, and death-rates are 
being constantly affected by new remedies such as 
penicillin; (2) surveys of morbidity, the objection here 
being that results depend on the subjects’ memory ; 
(3) clinical examinations, which are influenced by personal 
factors and are held to be worthless by those who do 
not approve of the results; (4) heights and weights of 
children, which are probably the best criteria ; (5) func- 
tional tests, the results tending, however, to be influenced 
by the attitude of the examiner and the examinee; and 
(6) laboratory tests. These tests should be carried out 
at regular intervals on representative samples of the 
population, preferably together with surveys of food 
eaten. 


ANCEL Keys (U.S.A.) described the Minnesota starva- 
tion experiment in which 32 young men were observed 
during three months of normal nutrition; six months 
of semi-starvation, during which they lost 24% of their 
body-weights ; three months of restricted refeeding; 
and ten months on unlimited diets. Activity approxi- 
mated the whole time to that in light industry. In 
rehabilitation the changes in body water and fat obscured 
the valuation of ‘‘ active” tissue recovery from gross 
weight alone. Under the most favourable conditions 
full recovery required from six to twelve months. 
Calorie intake was more important, during recovery, 
than supplementary vitamins and proteins. Intakes of 
over 4000 calories a day promoted the most rapid weight 
recovery, but the added weight was mostly fat and 
there was relative obesity. With very high intakes 
(over 5000 calories) there was sometimes a tendency to 
congestive heart-failure. 


ANTIBIOTICS 


S. A. WAKSMAN (U.S.A.) said that as many as 20-40% 
of all cultures of actinomycetes isolated from soils, 
composts, peats, and dust produce agents inhibiting: the 
growth of bacteria, fungi, or bacteriophages. Of the 
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four genera of actinomycetes—namely, streptomyces, 
= nocardia, micromonospora, and actinomyces—the first 
is known to produce the greatest number of antibiotics ; 
the nocardia group has so far yielded only two anti- 
-biotics—proactinomycin and nocardin. The third has 
yielded one, and the fourth none. Streptomycin is 
produced by strains of S. griseus and by certain other 
actinomycetes. 

In a joint paper, H. R. V. ARNSTEIN, A. H. COOK, 
T. H. Farmer, and M. S. LACEY referred to some of 
the antibiotic solutions obtainable from fusaria and 
effective in particular against Mycobacterium phlei, which 
is a convenient representative of the acid-fast bacteria. 


‘R. K. CALLow reported that Bacillus licheniformis, 


an organism of the B. subtilis group, produces material — 


with antibiotic activity against Mycobacterium phlei, 
M. tuberculosis, and other bacteria. 


INDUSTRIAL TOXICOLOGY 


G. R. CAMERON, F.R.S., in an address on the toxicity 
of D.D.T., said that poisoning is heralded by premonitory 
symptoms and an increase in the white blood-cell count. 
Its main action is on the central nervous system, and 
particularly the motor cortex; but it may also damage 
the liver, and to a lesser extent the kidneys, heart, and 
voluntary muscles. No genuine evidence of hyper- 
sensitisation has been recorded. 


R. A. PETERS, F.R.S., L. A. STOCKEN, and R. H. S. 
-= THompson described how BAL, developed at Oxford 
during the war as an antidote for arsenical war gases, 
acts by forming ring compounds with trivalent arsenical 
compounds, so much less dissociable with tissue con- 
stituents than the arsenic compounds that the toxic 
effects of the arsenical can be reversed. Moreover, the 
injection of BAL in oily solution benefits at least half of 
the patients with exfoliative dermatitis due to arsenic 
therapy. BAL has also proved of value in acute mercurial 
poisoning. BaLr-glucòoside has been synthesised and 
shows promise of success in therapy. ; 


DRUGS AND CHEMOTHERAPY 


D. Bover and P. Viaup (France) described the anti- 
histamine drugs discovered since 1937 ; although many 
different chemicals have some anti-histamine action, 
few possess it to any great extent; but N-p-methoxy- 
benzyl-N-dimethylamino-ethyl-aminopyridine is effec- 
tive in very small doses. 


W. BRADLEY, in a report on muscle-relaxing drugs of 
the glycerol series, said that some glycerol ethers inhibit 
the growth of both gram-positive and gram-negative 
organisms ; many have narcotic properties ; others are 
able to relax skeletal muscle in animals and in man. 
The most successful compound is «-o-tolyl ether, and a 
small group of related ethers are also effective, though 
in smaller degree. 


_ Discussing the effect of ionisation on the activity of 
sulphonamides A. T. FULLER said that the activities of 
the sulphonamides, both actual and relative to each 
other and the antagonising power of p-aminobenzoic 
acid vary greatly with the pH. For example, while 
sulphabenzamide is only one-twentieth as active as 
sulphathiazole at pH 7, it is ten times as active as pH 3. 
Interpretation of results is not easy because the exact 
degree of ionisation of the compounds is difficult to 
determine and because the assumption that conditions 
within the cell are identical with those in the culture 
medium may not be justified. - 


P. OFNER, R. H. THORP, and E. WALTON, in a paper 
on amidone and its analogues, said that synthesis of 
analgesics based exclusively on the morphine model is 
unlikely to yield the most fruitful results. The latest 
synthetic analgesic, amidone, which is highly active, 
bears only a slight chemical resemblance to morphine. 
Ofner and his colleagues have recently made a series of 
ketone analogues of amidone, and are now preparing 
compounds as closely related as possible to amidone, 
with the object of discovering whether this drug exhibits 
peak activity, and of correlating the nature and positions 
of the groups in the amidone molecule with analgesic 
activity. n *% 
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BRITISH MEDICAL ASSOCIATION 
THE REPRESENTATIVE MEETING 


THE annual representative meeting of the B.M.A., 
under the chairmanship of Dr. J. B. MILLER, opened in 
London last Tuesday. Sir HucH LETT was re-elected 
president of the association for the coming year, and 
Sir LIONEL WHITBY was elected president for 1948—49. 
Dr. J. C. MATTHEWS and Dr. H. W. POOLER were elected 
vice-presidents in appreciation of their exceptional 
services to the association. | 


NEGOTIATIONS WITH THE MINISTER 


Dr. Guy DAIN, chairman of council, gave an account 
of the Negotiating Committee’s work since the last 
representative meeting. The Minister of Health had, 
he said, accepted the committee’s position and had 
agreed that amendment of the Act was a possibility. 
The Negotiating Committee had set up a series of sub- 
committees, covering all aspects of the Act; and each 
subcommittee had had meetings with a senior officer of 
the Ministry. There had been no attempt by the 
Ministry to limit the scope of discussions. i 


“ We have spoken to our principles : we have not conceded 
any point to the Government from the position you have 
taken up. ... You will be interested to know that we have 
been strengthened in the proper character of our convictions ; 
there has been no retreat from any of our principles.” 


The Act had been thoroughly covered; but there might 
be a few further meetings to cover one or two outstanding 
points. The Negotiating Committee was on the point 
of making a written statement on the discussions, which 
would be sent to the Minister at the same time that his 
officers reported to him; this would counter the risk 
that the committee’s views might become attenuated in 
the Ministry officials’ report of the proceedings. The 
Minister would also be asked to meet personally the con- 
sultants and specialists’, the general-practitioner, and the 
When the Minister’s reply 
was received, a representative meeting would be called to 
decide action. Dr. Dain asked for patience and trust in 
the committee. 

Subsequent speakers pressed for an early report on the 
discussions. Dr. GOODMAN (Newcastle-on-Tyne} 


said that the public was thinking that silence meant 


consent. The profession was being jockeyed into a 
position from which there would be no retreat. ‘I feel 
that our leaders are only prepared to fight a rearguard 
action. ... Are we sitting on the fence, or are we 
running away, or both? ” 


Dr. J. E. PURVES (Bromley) was sure that the Negotia- 
ting Committee would do nothing of which they or the 
profession would be ashamed; so the whole advantage 
of secrecy was with the Ministry. Dr. R. W. COCKSHUT 
(Hendon) was, however, delighted with the course of 
events; the Negotiating Committee had, he said, 
gathered strength in the course of the discussions. It 
would not be wise, as had been suggested, for the pro- 
fession to have a showdown with the Minister just when 
his answer was expected. 


Mr. A: Dickson Wricur (Marylebone) likened the 


profession at the present time to an expectant father, 


trying to read into every rattle of a bowl what is going 
on upstairs. 

Mr. A. L. ABEL (Marylebone) emphasised that, except 
on the day that the negotiations began, there had been 
no discussions with the Minister himself; the discussions 
had all been with civil servants. 


Dr. Darn said that the Negotiating Committee’s 
report, which ‘would be issued as soon as possible, would 
enable the profession to marshal its forces for the 
plebiscite that was to be held. He understood the 
difficulties of protracted secrecy ; week-to-week reports 
by the committee would, however, not have helped since 
no answers to the committee’s arguments had yet been 
received. | 

A motion by Newcastle-on-Tyne that the Negotiating 


‘Committee should be asked to make an early report on 


discussions with the Minister was lost. ; 
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After considerable discussion a motion by Dr. R. G. 
GORDON (Bath) was amended to read : 


That in the event of the Negotiating Committee’s failing 
to secure the Minister’s agreement to the declared principles, 
all divisions of the association should be asked to meet, in 
order to instruct their representatives before a special meeting 
of the representative body is held, to discuss the action to 
be taken. Further, that the council should then give a 
strong lead to the profession in the light of the findings of 
the special representative meeting when issuing the plebiscite 
forms. 


In this form the motion was carried. 
(To be concluded) 


THE MEDICAL PROTECTION SOCIETY 


AT an extraordinary meeting of the London and 
Counties Medical Protection Society held on July 16 
it was resolved that the society’s name should be changed 
to The Medical Protection Society Ltd. 

Addressing the annual meeting which followed, Sir 
ERNEST ROCK CARLING, the president, said that the 
number of new members rose from 1()87 in 1945 to 1894 
last year—a record figure. The number of applications 
for advice and help had also risen, from 1040 to 1410. 
Two or three of the cases defended had forcibly illustrated 
the fact that even the most careful doctor may meet 
with misfortune and be liable to error, leading to the 
imposition of heavy damages. Moreover the costs of 
litigation were rising. During the past year he had been 
struck by the comparative frequency with which the 
mandible was fractured during extraction of teeth: 
the fracture was often so slight as to be exceedingly 
difficult to detect, yet heavy damages might have to be 
paid. It was impossible to emphasise too often the 
necessity for (a) keeping records, and (b) informing the 
pareat or his friends if anything goes wrong. Sir 

rnest spoke regretfully of the apparent tendency of 
judges, in assessing damages, to blame the doctor not 
merely for any unfortunate consequences of his actions or 
his failures but also for the entire disability occasioned by 
the patient’s disease or injury. 


Dr. BENTLEY PURCHASE, commenting on a sentence 


in the annual report, pointed out that the coroner’s. 


desire to be promptly informed of cases in which an 
inquest. may be necessary is based on the convenience 
of the relatives, not of the coroner himself. ; 


Dr. JOHN STARTIN, in view of the comprehensive 
character of the society’s new title, hoped that it would 
henceforth include doctors practising in the United 
States of America.—He was informed that the high cost 
of transatlantic litigation would necessitate a much 
larger subscription if the society became Anglo-American. 


Sir Ernest Rock Carling was re-elected president and Mr. 
W. M. Mollison treasurer; Dr. Thomas Beaton and Mr. F. A. 
Juler were elected vice-presidents ; and Dr. Annis Gillie and 
Dr. F. H. Stevenson were elected new members of the council. 
Dr. R. W. Durand was re-elected secretary, and tribute was 
paid to the principals—Dr. Durand, Mr. S. Rayner, and 
Miss K. E. Remington—for a skill and efficiency which are 
reflected throughout the staff. 


The society’s office is at Victory House, Leicester 
Square, London, W.C.1. 


COLONIAL STUDENTSHIPSs—The allowances payable to 
Colonial medical research -students (Lancet, 1947, i, 733) 
have been amended as follows: at the Universities of Oxford 
or Cambridge the maximum allowance will be £260 per 
annum; at the University of London, £250 per annum; 
and at other universities in the United Kingdom, £220 per 
annum. | 


A NEW microfilm service has been started by the Pasteur 
Institute in Paris. On request the institute will issue micro- 
films of articles in the reviews and journals available. 
service is offered free of charge to all who require literature 
on research methods and developments in bacteriology. 


The . 


Reconstruction 


ADMINISTRATIVE RESPONSIBILITIES OF 
THE MATRON 


FROM A CORRESPONDENT 


THE 1946 report of the Association of Hospital Matrons 
includes revised model Standing Orders for the Matron. 
This attempt by the association to establish the matron 
in her rightful place in the hospital and thus to remove 
misconceptions is well timed. The new standing orders 
represent in many respects a big advance on older 
versions, which often hark back to the days when the 
matron was housekeeper rather than professional head 
of the nursing staff. The new code is shorter and less 
dogmatic, and free from petty and irritating rules restrict- 
ing her freedom ; and it is recognised that the question 
whether the matron should carry the responsibility for 
catering is one for each hospital to decide. The wording 
seems to relate primarily to the voluntary hospital 
organisation, and the comments which follow refer, 
therefore, mainly to the voluntary hospitals. 


A MATTER OF INTERPRETATION 


It is no secret that in too many hospitals there is 
tension between the matron and the house-governor or 
secretary and his administrative staff; and many will 
look carefully at the new standing orders to see whether 
they offer any help on this vexed question. What they 
do say calls for some scrutiny. Apart from a passing 
reference to consultation over the suspension of staff 
from duty, the only statements are as follows : 

(1) The matron shall be appointed by the board of manage- 
ment or equivalent body and be directly responsible to 
that board. 

(3) The matron will present her own written and verbal 
reports direct to the executive committee at its meetings 
and be at liberty to bring forward matters pertaining to 
her departments. 

(15) She will report to the chief executive officer any matters 
outside her province which may be injurious to the 
interests of the hospital. 

(16) It is found to be of great advantage in the coördina- 
tion of the work of the hospital, if the relevant minutes 
of the various meetings are sent to the matron. 


So far as it goes there is little with which to quarrel; 
but does it go far enough? A whole world of difficulty 
and potential friction lies wrapped up in that innocent- 
seeming phrase “and be directly responsible to the 
board.” Its ambiguity may not be at first sight apparent, 
but quite different interpretations can be placed upon it. 
It may be taken as an emblem of professional status, 
entitling the matron to deal “ direct’ with the board and 
to go over the head of the house-governor to the chairman 
of the hospital or to the board whenever she chooses. 
Alternatively, it may be taken by the layman to mean 
not only that the matron is subordinate to the house- 
governor qua Official representative of the board, but 
that this subordination extends to her professional 
duties. (He may, for example, regard the determina- 
tion of the size of the nursing staff as a matter rather 
for himself than for the matron.) Both schools of thought 


` have behind them a considerable body of opinion, and the 


pity of it is that the matrons of tomorrow:are being trained 
in one school and the lay administrators in the other. 
This is laying up trouble for the future. The divergence 
is not confined to terminology ; it affects the whole con- 
ception of the place and future of the nursing staff in the 
hospital and the extent to which lay opinion is entitled 
to intervene or overrule. A professional issue of serious 
import to the future of the hospital service is involved. 

It is a misfortune, therefore, that the new standing orders 
are not free from ambiguity. Clarity here is important, 
and an attempt at disentanglement may be opportune. 
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THE ISSUES 


The difficulty arises partly from a failure to distinguish 
the professional responsibilities of the matron from other 


responsibilities which may be of a merely administrative | 


character; and partly from a failure to appreciate the 
fact that direct responsibility to the board does not mean 
responsibility to the board only when it is in session. __ 
The ultimate responsibility of the board for the conduct 
of the hospital is discharged in two ways: (a) by delega- 
tion of care of the patients to the medical, nursing, and 
other specialist professional staff ; and (b) by delegation 
of the authority of the management committee in all 
administrative matters to the chief executive officer 
and his staff. This is simple enough; but complication 
arises because in many hospitals the matron is expected 
not only to accept professional responsibility for the 
nursing care of the patients but also to discharge certain 
other duties as an administrative officer of the hospital, 
in respect of which she has no special claim to professional 
privilege. The;two spheres are in practice often inextric- 
ably tied together. It.is not surprising that confusion 
results and that friction is often generated in the process. 
To resolve this confusion three things are necessary. 
First, the professional status of the matron as chief 
nursing officer must be fully recognised and defined. 
In this capacity she is undoubtedly directly responsible 
to the board. It is a heavy responsibility, analogous 
to that which rests upon the medical staff. She has no 
committee to share that responsibility (for at present the 
nursing committee, where it exists, is almost always a 
lay body, a subcommittee of the board), and it is fatal to 
the proper interests of nursing if the matron is liable to 
be overruled on professional matters by lay opinion. 
Secondly, her standing orders should be so framed as 
to make it clear that she carries also a lay administrative 
responsibility. There are parts of her work in respect 
of which no special professional privilege can properly 
be claimed, and in respect of which she is a member of 
the administrative staff of the hospital, of which the 
house-governor is the head. 
Thirdly, means must be found of expressing in some 


formula, as simple as possible, the status of the house- `. 


governor and its implications for the matron. His 
authority flows from the fact that between meetings 
of the board he acts as its official representative as well 
as its secretary. His is, like the matron’s, a continuing 
authority, and the position is hopeless if the matron 
does not recognise this fact. Further, the matron should 
recognise that even where professional matters are 
concerned, her proper approach to the board is through 
ordinary procedure. In good committee practice it is 
. well understood to be essential that members desiring 


to bring up some matter for discussion should first . 


notify their intention to the secretary ; very often they 
will also seek the opportunity of discussing their project 
with him, without in any way relinquishing their ultimate 
right to place the matter on the agenda. So far from 
regarding it as derogatory to her professional status, the 
matron should not hesitate to follow a similar practice ; 
and in the interpretation of minutes and other decisions 
of-the Board she ought to accept his opinion pending 
any necessary Clarification by the board itself. 


SOME ALTERNATIVES SUGGESTED 


How can these things be crystallised into model stand- 
ing orders? It is not very easy to find wording to fit 
them into the new model of the Association of Hospital 
Matrons, since no modification would be adequate which 
fails to take account of the complicated administrative 
structure of the hospital. This need seems to dictate 
something on the following lines : 

(a) The matron is professionally responsible to the board 
for the nursing care of the patients and for the super- 
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vision of the nursing staff. She will be afforded oppor- 
tunity to report to the board and its subcommittees on 
all such professional aspects of her responsibility. 
The matron may also be required to accept administrative 
responsibility for,other departments of the work of the 
hospital as may be determined by the board from time 
to time. 

The matron’s responsibility to the board shall be held to 
imply collaboration -with its chief executive officer, both 
in his capacity as secretary to the board and as its official 
representative when not itself in session; and she will 
recognise that it is his duty to interpret decisions and 
intentions of the board. _ | 
Since, in practice, professional and administrative 
matters are closely related, she will keep him fully informed 
in regard to professional, as well as administrative, 
matters which may be of concern to the board. 


If the Association of Hospital Matrons would agree 
to this, their recommendations would be more likely to 
prove acceptable. An acceptable formula would be 
valuable, since there are indications that hospital 
managements are today only too often led to adopt, 
faute de mieux, an over-simplified lay version of the 
situation which contains a real threat to the future of 
nursing. . i 


(b 
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arene SIS SS SOAS 
Yet Another Overdose of Carbachol 


For the fourth year in succession we record a fatality 
due to an overdose of carbachol (‘Moryl’).1. Once more 
there is evidence which suggests that the instructions 
issued by the manufacturers cause confusion.. 

A doctor, treating a patient for cancer, sought to 
find accommodation for him in a hospital. He was 
told that no beds were available, and the resident 
surgical officer advised him to give the patient an 
ampoule of carbachol. The doctor, who had never. 
used the drug before, obtained three ampoules from a 
local chemist, and, having read the instructions, he 
dissolved the contents of one’ ampoule and made an 
injection in the patient’s arm. The patient immediately 
collapsed ; he died before any antidote could be given. 
Giving evidence at the inquest in Worcestershire, the 
doctor said that the ampoules were not such as he 
expected. Each was 0-1 gramme while the proper dose 
was 0:25 milligramme. There was nothing to Indicate 
that they were not for injection. The coroner said 
that, if the doctor had spent a considerable time reading 
the instructions down to the last word, he would have 
discovered that he was administering a dose 400 times 
too strong. Returning a verdict of accidental death, 
the jury absolved the doctor .and the chemist from 
blame, but said that greater care should be taken with 
the instructions inserted in packages of drugs of such a 
type. 

This is not the place in which to assign legal responsi- 
bility for the Worcestershire fatality. A pathologist 
testified that the deceased could in any event hardly 
have survived six months, and, had he lived, would have 
been a cause of sorrow to himself and to those who 
nursed him. But one may emphasise the general 
seriousness of the position and the evident risk of con- 
fusion. The drug is issued in a weak and a strong 
form. The weak form is for injection in cases of intes- 
tinal or vesical atony. The other form, 400 times as 
strong, is intended for ionisation in rheumatic conditions, 
&c. If the leaflet instructions inserted in the packages 
of the strong form can be'‘read as applying to the 
weak form, tragic results are likely to occur. A prac- 
titioner may use the strong form when he believes he is 
using the weak. So long as this risk remains, the 
manufacturers should make even more energetic attempts 
than they have already made to call in every package 
of the kind which has caused such disastrous confusion. 
Meanwhile practitioners, chemists, and hospitals must 
Nees all possible steps to avert further;deaths of this 

ind. l 


1. See Lancet, 1944, ii, 609, 669; 1945, i, 504; 1946, i, 713. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


SMALL but elegant, the first post-war exhibition of the 
Medical Art Society, now on view at the Royal Society 
of Medicine, deserves a better attendance than it was 
getting on the first afternoon. Leo Spira’s smooth and 
winning ducks, carved in wood, set the note for a group 
of artists chiefly moved by country sights, whether at 
home or abroad. Most memorable perhaps are the pale 
cool Indian scenes in water-colour of D. M. Kellett 
Carding, with such unexpected depth and distance 
conveyed in such light tones. In his ‘‘ Teesta River” 
the still whites and greens build up to a towering land- 
scape like that of an Italian primitive ; but the shadowy 
doorway of ‘‘ Pandrathan, Kashmir ” is perhaps even 
better. Several painters valued the English climate— 
C. A. Pannett in his “ March Winds,’ and Emanuel 
Miller in ‘‘ Cloudy Weather.” The quality of light in the 
second had something in common with that of ‘‘ Avenue 
at Helmieh, Cairo,” by G. K. Gillan, whose sun-tired 
retina had drained the colour out of yellow and darkened 
greens almost to black—an effect achieved in the English 
scene not by fatigue but by a trick of the stormy skies. 

Two drawings were particularly telling—the ghostly 
“ Washing Day ” of Sir Henry Bashford, where the dim 
linen is barely seen against the tall tenement, and ‘“ The 
Hospital Ship, Vasna ” by E. Puddy, showing a surgical 
operation at sea. The folds and creases of linen, the 
planes of table and figures, and the dark heads grouped 
about the work, must have been a strong invitation to 
so good a draughtsman. 

Among several pictures by Henry Wilson, ‘ The 
Flooded Thames,’ in greys and greens, was perhaps 
outstanding, and of several bold works by Sir Harold 
Gillies, ‘‘ Cliffs on Blackwater, Ireland ’’ was the most 
arresting. John Parkinson’s agreeable “ Port in Brit- 
tany,” and T. Holmes Sellors’s happy water-colour of 
grouped trees, after a drawing by Cox, both repay 
attention. K. Shirley Smith’s ‘‘ Caporetto and Monte 
Nera ” showed San Antonio floating on the wave of the 
green valley, a tiny ark below the transparent mountains. 
One or two pictures were not well hung, ‘notably one 
called the ‘‘ Evolution of Hearing ” by F. Aylmer Hort, 
which was beyond the close examination of anyone 
below middle height. 

Portraits were scarce; apart from two uncatalogued 
little girls, there was only the fine head of the coloured 
‘* House Surgeon” by Elliott Blake. <A picture of 
unusual charm and humour was ‘“ China Horses” by 
A. C. Dalzell. Anyone who owns a set of such horses 
knows well their splendid roundness, their romping 
attitudes, the melting-candle quality of their legs, and 
the limpid yellow-green of their glaze. But Dalzell has 
brought them to life by blackening their eyes and manes, 
and setting off their subtle colour against a dim lilac 
desert and a bluish sky. They are at once alarming and 
attractive, strange Galateas of a Chinese Pygmalion. 

* * * 


It is strange that little attention has been paid to 
occupational hazards confronting the laboratory worker. 
True, some mention has been made of such trivial acci- 
dents as dioxan poisoning, and injuries from acids and 
other substances, but no-one appears to have described 
a far more serious condition. This syndrome—provision- 
ally designated microtome sickness (syn. knife apoplexy) 
—is peculiar to laboratory technicians and others 
responsible for the welfare of microtome knives. The 
onset is rapid and in severe cases an attack may terminate 
fatally within a few minutes. Non-fatal cases return 
slowly to normal after showing signs of impaired mental 
balance for days. : 

Before describing a recent ease it is as well to stress 
for the benefit of the uninitiated that a good microtome 
knife—of the sharp non-section-scoring variety—is 
valued beyond riches by its owner. It has been truly 
said that the chastity of his womenfolk is of far less 
importance to the laboratory worker than the edge of 
his knife. Good knives are rarely left unguarded for 
a moment, and special precautions—man-traps, barbed- 


wire entanglements, chains, and padlocks by the score— 


: going to be a doctor like her mummy and daddy. 


have been used in many laboratories to repel the casual 
borrower. | 

There is one really good knife in our department 
under the care of a gnarled and aged technician. Recently 
this worthy retainer chanced upon a lab boy sharpening 
a pencil with the knife; not a knife but the knife—bolts 
and shackles, thunder and lightning—THE knife. Within 
a moment a severe attack of microtome sickness (syn. 
knife apoplexy) was upon him. His eyes bulged almost 
on to his cheeks, his breathing became heavy, involuntary 
shudders shook his entire frame, the skin became livid, 
and with a loud agonised shriek he fell to the ground, 
his hands and fingers making feeble clutching movements 
in the air. There was a little froth on his lips, and a 
low moaning sound could be heard. Within an hour he 
regained more or less full control of his facultics, return 
to normal being marked by the utterance of bad language 
and murderous threats. Arrangements have been made 
to provide safe passage of the lab boy to some far distant 
shore. 

% * * 

A certain labour exchange has a scheme for the 
employment of epileptics, and our lady almoner has 
referred several patients there at my request. On arrival 
they seem to have been told in an offhand manner that 
no employer will take them on. In spite of a certificate 
indicating what was suitable and what unsuitable 
employment, one who was eventually given a job found 
it so unsuitable that he had to leave after two days. 
Strings have now been pulled and all is well again, but 
the trouble need never have arisen.. 

This illustrates well the difference between a plan in 
principle and in practice. The scheme was sound in 
principle, but the administration was appalling. Let us 
be sure before introducing too many schemes that we have 
the administrators to carry them out efficiently ; and 
by administrators I do not mean only the heads of 
departments but the whole chain from top to bottom, for 
a chain is as strong as its weakest link, whether it be the 


first, middle, or last. 
%* * k 


In Somerset a cure for warts is to have them bought 
from you. A young farmer told me how he had sold 
fifty or more which had grown on the backs of his hands. 
One evening in the Black Lion a strange man approached 
him and said he would buy the warts, if my friend was 
willing to part with them. He protested that he would 
be only too glad to give them away, but that, it seems, 
cannot be done with warts, and he had to name a price. 
So he sold them to the strange man for twopence, and 
within a week they had vanished. | 

If this treatment is to be more widely used Mr. Bevan 
must get moving with the Verrucee (Treatment of) Bill, 
1948, so that (1) the procedure for registration of trans- 
actions may be drawn up, with penalties for selling any 
wart more than once ; (2) registered medical practitioners ` 
may claim expenses legitimately incurred in buying 
warts; and (3) a controlled price for warts may be 
fixed (in consultation with the Board of Trade), and 
circularised weekly to the medical profession. 

Otherwise I can see this valuable remedy falling into | 


disrepute. 
* * * 


When we had our annual bazaar at St. Malaprop’s 
there were crowds of honoraries roaring in corners; 
half the residents had crept from their posts to buy 
sweets off the ration, and everywhere sisters and nurses 
billowed starchily under foot. It was very crowded 
and airless, and presently a woman fainted at the senior 
casualty officer’s feet. He rushed away :in horror; 
Theatre Sister ducked behind the home produce stall, 
and Sir Frank Pus became absorbed in a tea-cosy. Just 
then a man thrust forward importantly : ‘‘ Stand back,’’ 
he shouted, ‘‘ I am a first-aid worker.” 

* * * 

Somebody asked my four-year-old niece if she war 
(Z3 y 
goodness, no,” she cried scornfully, ‘‘ I’m going to be a 
patient.” 

* * xk 

. » - And then there was the fellow who thought a 

rhesus factor was a man who sold monkeys. 
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BOARDS AND MANAGEMENT COMMITTEES 


Sir,— Your leading article of July 12 expresses uneasi- 
ness about the adequacy of the local administrative 
machinery for the new health service, and it makes some 
suggestions; but it does not touch on the division of 
function between the voting members of the different 
bodies and the officials and experts. 

Up to the present there has been little discussion of 
the theoretical aspect, and this is in harmony with the 
English tradition, with its love of compromise and its 
suspicion of anything that may be described as doctrinaire. 
But a little thought now. may prevent a good deal of 
muddle later. 

A managing committee (such as a regional hospitals 
board or a hospital management committee) might be a 
lay body without any claim to expert or special know- 
ledge. It would represent the common undifferentiated 
man, the word “ common ” being’ used to imply the 
highest common factor of humanity. This principle 
of special ignorance is well established in English law, 
where the judge and jury approach each case without 
preconceived ideas and without any expert knowledge. 
They are assumed to be men of honesty, integrity, and 
honour who will reach conclusions on the evidence and 
information presented to them. In a similar way the 
voting members of a managing committee would make 
decisions after specialised technical information had 
been given to them by their paid servants or by expert 
advisory committees. 

Alternatively the committee might contain repre- 
sentatives of various interests, and this seems to have 
been the conception formed by the British Medical 
Association in its efforts to obtain medical representation 
on the various committees of the health service. Presum- 
ably the doctors so appointed would have been expected 
to look after the material interests of members of the 
profession. 

Both these conceptions of the committee have in 
fact'been rejected by the Minister in favour of a third ; 


and the medical members of the new regional boards have 


been appointed because they are experts rather than 
because they represent the profession. As experts, 
however, they will occupy an anomalous position, and 
the same criticism would apply to the hard core of paid 
members suggested in your article. Most local-govern- 
ment officials have had experience of the expert as a 
voting member of a committee—the doctor who speaks 
with authority on medical matters and is treated with 
deference by the lay members because they have no 
pretention to knowledge of the subject and is immune 
to criticism from officials since they are his paid servants. 

Competent. people will be very much needed in the 
service ; but the place for the technical experts would 
seem to be on advisory committees or on the paid staffs 
of the boards. 


Liverpool. HENRY H. MACWILLIAM. 


INFECTIONS AND THE DEVELOPING EMBRYO 


Str,—Forgive my harking back to your leading article 
of May 10. In it you were chiefly concerned with the 
now notorious effects of rubella in early pregnancy ; 
and I read it with growing surprise because, to the last 
paragraph, I was expecting you to draw what I deemed 
the one immediately practicable conclusion—have rubella 
young. 

I suppose one must not quarrel with your suggestions 
for field research, though the notification of every 
febricula in pregnancy would multiply anxiety as well 
as work; but when it comes to spreading the bad news, 
so that a sensitive schoolboy may accept and carry 
life-long blame for a congenital defect in his nephew or 
niece, the balance begins to tremble between loss and 
gain. Of course the pregnant woman should avoid 
contact if she can, and receive her gamma globulin on 
exposure if it works; but a generation which had had 
rubella in the nursery would need neither isolation nor 
globulin; nor would it fly in early pregnancy from a 
child with rubella as from a dog with rabies. The attempt, 
so commonly.made at present, to protect every young 


THE CURRICULUM 


[soLy 26, 1947 


child on every occasion from every threatened infection 
by isolation and quarantine is appallingly costly in terms 
of lessons, games, friendly meetings, and serenity of 
mind. It fails of its purpose but succeeds just enough 


. to leave a sprinkling of unprotected adults ready to take 


these things from husband, wife, or child. Here are 
grounds which even “‘ safety first ” can comprehend for a 
saner and better-reasoned practice. Shall we not grasp 
our chance ? 
London, N.W.3. 


PNEUMOTHORAX AFTER THYROIDECTOMY 


Sir,—The communication by Mr. R. B. Bilimoria 
(June 21) was of great interest to me; on reading it 
my immediate reaction was that the bilateral pneumo- 
thorax was not traumatic but was due to the mechanism 


LINDSEY W. BATTEN. 


suggested in the very important paper by H. J. Barrie. 


I was extremely glad to read Mr. Edric Wilson’s letter 
(July 12), also suggesting that interstitial emphysema 
due to air entering the superior mediastinum was the 
probable mechanism and acknowledging my own 
interest in the matter. 

I have not come across a case personally since I became 
aware of the condition, but when I read Barrie’s article 
in 1940 it seemed to explain two deaths on the operating- 
table which I had personally observed in the space of two 
weeks a short time previously. Both showed the same 
clinical picture of sudden respiratory embarrassment 
with cyanosis, and a clear airway guaranteed by the 
aneesthetist. 

I feel certain that this rare condition should be made 
known to all surgeons and anzsthetists who are con- 
cerned with thyroidectomy or other operations on the 
neck, and Barrie’s original paper should be carefully 
studied as the remedy can be so quickly applied. 

The modern tendency is to X ray the chest after 
abdominal and thoracic operations as a routine, in order 
to diagnose bronchial block with atelectasis; and a. 
similar procedure might be advocated after neck opera- 
tions to display a possible pneumothorax. 

I would again stress the point in my previous letter ? : 
that in a fatal case the pathologist is likely to miss the 
pneumothorax at necropsy unless each pleura is opened 
under a water seal. 

City General Hospital, Leicester. A. P. M. PAGE. 


THE CURRICULUM | 


Sir,—On March 29 you published a statement about 
changes that have been introduced in the anatomical 
curriculum at Birmingham University. The main 
innovations are : . | 


- (1) To combine the anatomical and physiological approach 
in every course of lectures. 

(2) By divesting the subject of much unwieldy, and 
probably unnecessary, detail, to confine dissecting-room 
anatomy to three instead of five terms. 

(3) To devote the anatomical teaching of the fourth and 
fifth terms to surface and radiographic anatomy and to 
neurology. 

(4) To divide the 2nd M.B. examination into a first part, 

. dealing with topographical anatomy and histology, taken at 
the end of the third term, and a second part, dealing 
mainly with physiology and functional anatomy. 


One of your correspondents, Professor Green, of 
Newcastle, expressed the wish for information about the 
progress of the new scheme. We are now in a position to ` 
make a preliminary statement about the results of its 
first year of operation. 

The course was taken by 83 medical students, of whom 
2 dropped out owing to illness and the rest sat the part I 


‘examination at the end of the third term. Of these, 58, 


or about 70 %, satisfied the examiners. The examination 
was conducted in the usual way, and comprised a written 
paper in anatomy and a fifteen-minute viva-voce 
examination. The paper was up to normal 2nd M.B. 
standard, except that it was decided to omit any questions 
on the central nervous system. The oral examination 


1. Lancet, 1940, i, 996. 


2. Ibid, 1941, il, 383. 
3. Zuckerman, S. Revision of the roe cE Curriculum at 


Birmingham University, Lancet, 1947, i 
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also maintained the standard usual for the 2nd M.B. 
examinations on structural anatomy, and included 
questions on the general lay-out of the central nervous 
system, and also questions on embryology. There was also 
a three-hour practical examination in histology, which 
included written questions. 

Comparison of the examination results with those of 
the last few years in Birmingham shows that we were 
dealing with an average body of students whose know- 
ledge of topographic anatomy, as revealed by examina- 
tion, was equivalent to the standard of former 2nd M.B. 
students who had dissected for five terms, and whose 
standard in histology was at least equal to that shown 
in examinations of the preceding five years. It was, 
however, observed that most students were weak in 
their knowledge of embryology, and that the majority 
knew distinctly more about the central connexions of 
the nervous system than had been anticipated. In 
general, our view is that the standard of knowledge 
of topographic anatomy was up to the average of 
2nd M.B. students in other medical schools. 

We hope to submit a further statement about the 
showing of these students in part 11 of the 2nd M.B. 
examination, which will be held at the end of the spring 


term. J. D. Boyp 


Department of Anatomy. External Examiner. 
London Hospital Medical School. 
C. F. V. SMOUT 


S. ZUCKERMAN 
Internal Examiners. 


Department of Anatomy, Medical School, 
Hospitals Centre, Birmingham, 15. 


SIR, —My fellow-examiners have joined me 
statement about the results of the recent 2nd M.B. 
examination in Birmingham. May I comment briefly 
on a few points raised in your correspondence columns 
in reply to my article on the changes introduced in the 
Birmingham anatomical curriculum ? 

The first of our three 10-week terms assigned to 
topographic anatomy was devoted, during this past 
year, to the dissection of the limbs and thorax; the 
second to the abdomen, pelvis, and perineum, and part 
of the head and neck; and the third to the remainder of 
the head and neck, and the brain. Professor Green has 
suggested (April 12) that the load in the first term may 
have been unduly heavy. This was also our fear, but it 
transpired that most students held the view that the 
period when they dealt with the head and neck consti- 
tuted the heaviest burden. Since the end of the course 
we have had discussions with the students, and 
while we propose adhering to the same time-table in 
the coming academic year, we shall attempt to simplify 
the undergraduate’s task with ‘‘ prosections”’ and 
dissected specimens. Professor Green also suggests that 
the course which we have planned would be better 
suited for a period of six rather than five terms. Both I 
and my colleagues are in complete agreement with this 
view, which has aiso received the approval, in principle, 
of our medical faculty. Unfortunately, other circum- 
stances make it impossible at the moment to devote a 
sixth term to the study of anatomy and physiology. 

Dr. Howard-Jones (April 19) points out that questions 
of reform of the medical curriculum were ventilated well 
before the publication in 1925 of Abraham I lexner’s 
study of the subject. I was aware of this, and perhaps you, 
Sir, will permit me to point out that the original MS. 
which you received stated that Flexner’s book could 
‘‘ for convenience ’’ be taken as representing the. start 
of recent discussions. I am grateful to Dr. Howard-Jones 
for referring to the many inquiries carried out in this 
country beginning in the earlier part of the 19th century. 

I find it difficult to comment on Professor Le Gros 
Clark’s remarks (May 10), for it would seem that he has 
not quite understood the character of the “‘ reintegration ”’ 
which we are effecting between anatomy and physiology. 
I fully appreciate that the anatomical aspects of a given 
subject may take longer to display, either in practical 
classes or in lectures, than the physiological, and vice 
versa. We accepted this fact from the start, and huve 
accordingly weighted ‘‘ anatomy” and “ physiology ” 
in our separate course of lectures, according to the 
importance of the issues discussed. We are not, however, 
concerned with the question as to whether some particular 
matter is ‘‘ anatomical ”’ or ‘‘ physiological.” Our main 
aim is to present to the medical student the anatomical and 
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physiological knowledge of a subject in a single pattern. 
Professor Le Gros Clark also suggests that it would have 
been wiser if, in our reintegration, the teaching of 
physiology had preceded anatomy. This is a speculation 


on which I prefer not te comment, especially as our aim 


is to develop the two subjects in their interrelation. 


Department of Anatomy, Medical School, 
Hospitals Centre, Birmingham, 15. 


RECONSTRUCTION 


Str,—As one who ventured to criticise your article 
under the heading of ‘‘ Reconstruction ” on March 15 
as coming dangerously near to party politics and as 
dealing, in your pages, too exclusively with economics, 
may I congratulate you on the two latest in this series, 
and especially the article (June 28) over Sir Ronald 
Davison’s signature ? 

His review of local area and boundary problems is 
most informative and helpful. But in both his paper and 
in the latest, that on food-supplies and production 
(July 12), one of the most important factors in connexion 
with reconstruction has been omitted—viz., the influence 
of the height and destination of ground rents. No 
engineer could start without first ascertaining data on 
which he must construct his work. One might as well 
ask someone for the cubic capacity of a cistern and give 
him only two dimensions as ask anyone to embark upon 
social reconstruction without taking ground rents into 
consideration. ‘They affect and are affected materially 
by subsidies, price controls, taxation, &c., which are 
frequently referred to; but ground rents are not 
mentioned by your contributors. 

Mundesley, Norfolk. | 


BRONCHOMEDIASTINAL TUBERCULOSIS 


Sır, —The interesting article in your issue of July 5 
by Dr. Stevens calls to my mind the following case 
which I saw in consultation a short time ago. i 


The patient was a male mongol, aged about 6 years, who . 
had a lcft axiliary swelling, due to enlarged glands, which 
was of some months’ duration and bad recently become 
fluctuant. No other glands were enlarged and the spleen 
was not palpable. More recently there had appeared a red 
papular rash confined to the trunk; this was lichenoid tuber- 
culide. There was clinical evidence of meningitis, of which 
the patient died. 


Lichenoid tuberculosis is seen usually in children with 
glandular tuberculosis, and is due to lodgment of the 
bacilli in the skin capillaries. It is a recoverable con- 
dition. In this case it should have directed attention 
to an active tuberculosis focus somewhere in the body 
—most probably in the mediastinal glands as pointed out 
by Dr. Stevens. With treatment on the lines suggested by 
him—recumbency in a plaster bed, &c.—acute vascular 
dissemination and meningitis should have been pre- 
vented. Unfortunately radiography of the chest was 
not practicable, owing to the advanced state of the 


S. ZUCKERMAN. 


S. VERE PEARSON. 


patient’s illness. 


Shanakiel, Cork. J. P. SHEEHAN. 


VAGAL RESECTION FOR PEPTIC ULCER 


S1r,—In your leader of July 19, after drawing attention 
to some obvious dangers of the operation, you suggest 
that vagal resection may prove more than a passing 
fashion, especially as it is founded on ‘‘ elegant theoretical 
considerations.” Since many attempts are being made 
to provide a physiological justification for this operation 
perhaps you will allow me to indicate briefly some of 
the reasons which, in my opinion, invalidate the relevant 
argument and expose the fallacy of its rationale, in the 
hope that it may damp the enthusiasm of enterprising 
but undiscerning surgeons. . ; 

Dragstedt and Schafer, writing in 1945, justified the 
introduction of this operation as follows: 


“ Acting on the conception that the hypersecretion of 
gastric juice in gastro-duodenal ulcer is very largely neuro- 
genic in origin, a series of patients with this diseass have been 
treated by operation designed to remove permanently and as 
camplotely as possible the vagus innervation of the stomach.... 
The desirability of such a complete operation was indicated 


by the studies of Hartzell. This investigator found that 
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complete division of the vagus nerves in the thorax produced 
a marked and long continued decrease in the free and total 
acidity of the gastric content secured in response to the 
ingestion of a test meal of lean meat.” 


Dragstedt bases his argument on the findings of Hartzell’s’ 
investigation of 1929, but, as far as I have been able to 
ascertain, he studiously avoids mentioning the paper by 
Vanzant,! who re-examined Hartzell’s dogs after two 
years and found that the gastric secretion had returned 
to normal. So much for the theoretical support! ` 

Moore and his colleagues, in a paper to which you 
refer, state that the gastric motility and gastric secretion 
tend to return to normal after a period of six to twelve 
months. So much for the practical support! (They 
also question the reliability of the insulin test.) 

The experimental work on the relationship of vagal 


action to gastroduodenal lesions is contradictory: some | 


workers claim to have produced ulcers by bilateral 
vagotomy ; others have failed to do so. Greggio,? who 
reviewed the literature, found that double vagotomy 
occasionally produced lesions of the stomach which had 
some of the characteristics of chronic peptic ulcers, and 
that it caused many alterations of gastric motor function, 
gastric secretion, and cellular constitution and: might 
have some effect on other organs and tissues. Beaver 
and Mann * made Mann-Williamson preparations and in 
addition sectioned the vagi in the thorax in one series of 
animals, and in another divided the splanchnics. Ulcer 
developed in all except one instance, and they therefore 
concluded that section of these nerves would not 
prevent the occurrence of ulcer. So much for the 
experimental support ! 

Beazell and Ivy ‘ found gastric ulcers in 12 of 29 
rabbits fed on a rough diet after bilateral vagotomy had 
been performed; the ulcers were apparently due to 
mechanical trauma. This would explain why patients 
who have been submitted to this operation will have to 


choose their diet with particular care. 


What is the explanation of all this confusion? In my 
opinion, it is mainly due to the lack of a rational classi- 
fication of peptic ulcers and the failure to understand 
the rôle played by hydrochloric acid in their causation. 
It is not yet realised that hydrochloric acid is the primary 
factor in anastomotic ulcer, the secondary factor in 
chronic ulcer, and no factor in acute ulcer. Since 
Dragstedt bases his argument on the results of the 
experimental anastomotic ulcer, his deductions are not 
applicable to chronic ulcer. The histamine-beeswax 
ulcer which is induced in cats by the administration of 
massive doses (60—480 mg.) over periods of 3-25 days 
is an acute ulcer produced by the toxic effects of the 
histamine. This also applies to the ulcers- induced by 
intravenous caffeine which are observed in as short a 
time as 4 hours.” No true chronic ulcer has, as far as 
I know, been produced by experimental methods. 

It is well recognised that gastric secretion and gastric 
motility are parallel manifestations of a single function. 
To rely on increased regurgitation of jejunal contents for 
the reduction of gastric acidity (Thompson and James, 
July 12, p. 44) is to ignore the numerous observations 
on the function of the pylorus which show that gastric 
evacuation remains unaffected by its surgical removal or 
functional (experimental) abolition. This may also. be 
profitably remembered by the protagonists of entero- 
gastrone. 

Orr and Johnson (July 19, p. 84) condemn the usual 
medical and surgical treatments to boost vagal resection 
“ as reconnaissance in force in the war against duodenal 
ulcer,” but they admit that out of 50 cases on which 
they operated during the past two years 7—i.e.; 14 %— 
required already an additional gastrojejunostomy. Lahey® 
utters this warning : 


“Since vagotomy only temporarily lowers acidity, if 
gastro-enterostomies have to be performed, how many gastro- 
jejunal ulcers will later follow this procedure ? When -one 
realises that extremely active duodenal ulcers cicatrise when 
healing and- frequently: produce- some: degree of obstruction, 


1. Vanzant, F. R. Amer. J. Physiol. 1931-32, 99, 375. 
2. Greggio, E. Arch. med. exp. Anat. path. 1916, 27, 533. 
3. Beaver, M. G., Mann, F. C. Ann. Surg. 1931, 94, 1116. 
4. Beazell, J. M., , A.C. Arch. Path. 1936, 22, 213 
5. Roth, J. A., A. C. Gastroenterology, 1945, 5, 
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the combination of cicatrix plus atony can and probably will 
make it necessary to follow vagotomy later by an as yet 
unproved number of gastro-enterostomies.” i 


It is a fortunate coincidence that prominence should: 
have -been given in the British Medical Journal of 
July 12 (p. 43) to Dr. A. H. Douthwaite’s paper in 
which he states that: ‘‘ the operation of vagotomy is 
unjustifiable.” i 

The genesis of chronic ulcer, which, incidentally, 
approaches the views which I published two years 
before, is stated by Leriche ? as follows: 

“ The spontaneous ulcer appears to be a peptic ulcer 
developed on an alkaline mucosa of which the specialised 
mucus has been modified by pre-existing lesions of the mucosa 
and the effect of hyperacidity, the peptic action being the 
consequence of an abnormal excitation of secretion of the 
fundus brought about by the antral lesions.” 


According to Cannon and Rosenblueth °: 


**, .. the cranial division of the autonomic system may be 
regarded as protective, conservative and upbuilding in its 
services to the organism,” and is responsible for “‘ the aug- 
mented tone of gastric and intestinal musculature established 
when that state is favourable for the peristaltic and seg- 
menting motions which are essential for the digestive process.” 


It is difficult to imagine how vagal resection could, in 
any way, contribute towards this object. 
; J.-JACQUES SPIRA. 


' BX-SERVICE ADMINISTRATORS 


Sır, —If when Dr. Copeland’s colleague, Captain Blank, 
used the expression ‘‘ so what ? ’”’ the A.D.M.s. had come 
round his desk and given him a shrewd kick, as I would 
have done, the gallant captain would have been the 
first to seek a suitable paragraph in King’s Regulations 
to carry the matter further. I have yet to meet one 
of these Pure Clinicians who is prepared to maintain 
his civilian principles under these conditions. 

At the risk of reopening old controversies I would . 
say that there is no place for wooden administration 
any more than there is room for those who accept pay 
to do a job of work under conditions which are clearly 
laid down and who then wish to maintain all the personal 
benefits they are granted while repudiating the more 
irksome parts of their duties. 

During the recent show I had the extreme contrast 
in regular senior officers. One chief laid down and 
maintained the doctor-to-doctor approach on all occasions 
when we were not dealing with one another as a very 
senior officer and his eight juniors and believed in 
delegated responsibility. He achieved what he deserved 
—probably the happiest and most loyal team of R.N. 
and R.N.V.R. officers in one of the most efficient medical 
establishments in the Service. The other merely quoted 
chapter and verse from K.R. and A.I. in the intervals 
when he was not sitting in a cornér working out his 
pay or pension at some future date. He was the original 
who inspired my first letter of Feb. 15. 

Personally I never believed that it was an M.O.’s 
duty to count the aspirins. All the same I always took 
good care that patients’ clinical records and similar 
papers were in order; civilian principles are all right 
but they should not imperil the notes which may be 
essential to Able Seaman Snooks’s pension claim. | 

If this new service is to work, then a sense of pro- 
portion is necessary. The benefits to the general public 
depend on a certain amount of certification and the 
keeping of adequate case-records. If doctors are to 
enter into contract with the new organisation they 
must be prepared to carry out the conditions of service 
for which they are to be paid: if not, then they should 
remain outside. If a sufficient number decline those 
conditions their resistance is the equivalent of an effective 
group of workpeople ‘ withdrawing their labour’”’ and 
will have a similar result on policy. 

When the present negotiations are over and the 
final plan is ready, the Minister will have one idea of 
what is to happen, the doctors another, and the public 
a third: the result will be none of these but a compro- 
mise arising from the initial undetected errors which 
7. Leriche, R. Pr. méd. 1933, 41, 1233, 1313. 


8. Cannon, W. B., Rosenblueth, A. Autonomic Neuro-Effector 
Systems, New York, 1937, p. 10. 
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will have to be ironed out in the first few years. No-one 
can dragoon doctors into doing what they do not want 
to do: one cannot turn mules into sheep even in the 
present utopia. If the administration is carried out in 
the spirit of the plan and there is no suggestion of ‘‘ so 
what ?”’ from those who volunteer to serve, then the 
Nationa] Health Service will succeed. Anything else 
must fail. ' BURMA STAR. 


SULPHONAMIDES FOR URINARY INFECTIONS 


Sır, —In describing the use of sulphonamides to 
suppress urinary infection in paraplegics, Dr. Nathan 
(July .12) does not mention the fact that the concen- 
tration of these drugs in the urine is commonly ten 
to twenty times that in the blood. If therefore one 
is dealing with a strictly urinary infection very much 
smaller doses than those he mentions are sufficient to 
control it. I appreciate that his dosage was necessitated 
by other infections under treatment at the same time. 

North Wootton, King’s Lynn. C. P. PETCH. 


LACTIC-ACID INJECTION OF JOINTS 


SIR, —I was glad to see the letter from Dr. Heald 
and Dr. Martin in your last issue. It would be interesting 
to know the effect of injection on joints other than the 
hips and knees. In the geriatric unit at St. John’s 
Hospital, Battersea, we have been using this method 
for the past year; both rheumatoid and osteo-arthritic 
joints have been thus treated. The most promising 
results have been obtained in the burnt-out rheumatoid 
cases. Knees, elbows, and shoulders have been treated 
with some success. Besides the diminution of pain and 
stiffness which was noted by’ the team of the Royal 
Free Hospital, we find that some joints apparently 
show a decrease of crepitus. One patient, who had 
shown great clinical improvement, was radiographed 
after six months’ therapy. The knee-joint was reported 
as. showing an increase of joint space and improved 
calcification of the bones. I do not recollect any other 
form of treatment which has appeared to reverse the 
‘arthritic changes in a rheumatoid joint. 

Purley, Surrey. TREVOR H. HOWELL. 


OBSTRUCTING A CORONER 


Sm,—The editorial in your last issue will no doubt 
have given many of your readers cause to question 
their obligations to report deaths to coroners in certain 
circumstances, since it would appear, from that article, 
that their duties are vague and ill-defined. 

Comments by coroners from time to time, and not 
least of all those expressed recently by the coroner 
who conducted the inquest in the Clements case, create 
confusion in the minds of practitioners on their duties 
as practitioners apart from their duties as citizens. In 
an earlier issue you were good enough to publish a 
summary of an authoritative legal opinion ;on the 
important questions that are herein raised, and it would 
seem desirable to recite once more the content of an able 
opinion obtained from Mr. (now Sir) Roland Burrows, K.C., 
dealing with thissubject. He maintained in his opinion: 

1. That there is no legally enforceable duty resting on 
a medical practitioner qua medical practitioner to report 
any death to a coroner. 

2. That a coroner is not vested with any power to require 
a practitioner to report any death. . 

3. That the registrar of deaths is vested with a duty to 
report deaths in certain circumstances to the coroner. 

4, That a practitioner must not do. anything to obstruct 

a coroner in the discharge of his office. 

5. That a practitioner may make a post-mortem examina- 
tion of a person deceased with the consent of the deceased’s 
relatives whether or not he knows the cause of death, 
unless, by so doing, he knowingly hinders the coroner in 
carrying out his duties; but, as soon as it-comes to the 
knowledge of a practitioner that a coroner has been informed 
from any source touching the death of the person involved, 
an examination of the body by that practitioner should 
not be made in these circumstances without an instruction 
from the coroner concerned. 


These are the legal duties of medical practitioners ; 
but, of course, like other members of the community 
they have social, public, and moral obligations to dis- 
charge which are not enforceable by law, and such 
duties may include one to assist a coroner in certain 
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special circumstances. It is desirable that practitioners 
and coroners should collaborate harmoniously for the 
public good, and it is hoped that every practitioner 
whether engaged in hospital or private practice will 
refer to the coroner any death respecting which he enter- 
tains any doubt as to his responsibility or obligations. 

It may perhaps be not inappropriate to remind your 


- readers that at the moment a committee of the British 


Medical Association is examining and will report upon 
the operation of the Coroners Acts where they impinge 
upon the work of medical practitioners. This com- | 
mittee contains among its personnel several distinguished 
coroners whose opinions in discussion are greatly valued. 
It is hoped to furnish a report towards the end of the 
year for consideration eventually by the Representative 
Body of the British Medical Association, and it is believed 
that this report will cover adequately many of the 
problems that arise in the course of medical practice 
affecting jointly medical practitioners and coroners in 
the discharge of their legal and professional duties. 
ROBERT FORBES 


. ` Secretary, Medical Defence Union. 
49, Bedford Square, London, W.C.1. 


` Parliament 


ON THE FLOOR OF THE HOUSE 


THE world is moving, albeit uncomfortably, towards 
a world order and a world organisation of resources. 
Not because it wants to do so but because world con- 
ditions compel. The all-western European conference 
in Paris, under Mr. Bevin’s chairmanship, has concluded 
the first stage of its business, and will report not only 
to the chancelleries of European countries but to the 
United States and to the nations of the British Common- 
wealth and to its Colonies. Almost at the same time 
Parliament has approved the India Independence Bill, 
which magnifies the conception of the Commonwealth 
itself. As Mr. R. A. Butler said for the Opposition in 
his speech on third reading, ‘‘ we have strengthened 
rather than weakened the British Imperial position and 
improved our position generally in the world.” In the 
new groupings India is the continental link between the 
nations of the West and those of the East, including 
China; and if (as is thought probable) a considerable 
number of British officers of the Armed Forces and of 
the civilian services will opt to remain in the service 
of India or Pakistan, they will maintain a valuable 
connexion between the new Dominions and the old. 
In world history the British Commonwealth seems, 


indeed, to be’ achieving, by consent and by agreement, 


a revolution comparable in importance with the French 
Revolution and. the Russian Revolution of 1917. 

It is in the light of the great possibilities of change 
that the nations of the Commonwealth and Colonies are 
anxious to achieve with the United States an integration 
of economic forces by which we may subdue the future 
to world prosperity. The door, as Mr. Bevin has said, 
is not shut against any country; and the Soviet Union 
and the States of Eastern Europe closely associated with 
the U.S.S.R. may come into the European economic 
consultations if they will—on equal terms. It was 
originally hoped that a European ‘*‘ plan” to take 
advantage of the Marshall “ offer’’ could be put into 
shape by the end of this month, but the earliest date 
now suggested for consideration of European proposals 
by the U.S.A. Congress is next January. This delay 
being inevitable, the- time should be used to prepare a 
world plan for the recovery of Europe, East and West, 
and for the recovery of Asia as a whole in relation with 
the economy of the North American countries and with 
those of South- America too. Never have the nations 
had so great a need for world organisation, or so great . 
an armoury of fact, of information, and of appropriate 
administrative machinery. 

On July 15, in the House of Lords, Lord Addison 
described some of the sources of food on which we may 
hope to draw. We have contracts for basic foods 
necessary for the United Kingdom, and extending to 
1948, 1949, and 1950, with Australia, New Zealand, 
Canada, South Africa,. Ceylon, British East Africa, 
Jamaica, Malaya, Fiji, British Guiana, Zanzibar, Kenya, 
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Uganda, Tanganyika, and Bukoba. We have also our 
big contracts with the Argentine, our colonial projects 
in tropical Africa, and intimate trade relations with 
Holland, Denmark, and’ other European countries. 
Eastern Europe can give us grain and animal feeding- 
stuffs. And our own exports are up ‘well above the 
pre-war level. We have in fact the possibility of a plan 
for regeneration in Europe and Asia in our own hands 
without help from the American continent. But with 
the American continent—if the arrangements are made 
as an equitable bargain, allowing reasonable latitude in 

trade agreements—we can progress more quickly still. 
_ Nevestheless Lord Addison gave a plain warning of 
the difficulties: he said that ‘‘ the world shortage of 
‘such important foods as meat, grain, butter, cheese, con- 
densed and dried milk, eggs, oils and fats, sugar, and 
cocoa is likely to continue for considerably more than 
two years.” That statement sets out the limits within 
which we have to work. 
‘ MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Permitted Exports of Food 
In the House of Commons on July 14 Mr. J. STRACHEY, 


Minister of Food, said that apart from the difficulty of — 
finding food to buy we now faced the difficulty of finding - 


foreign currency with which to buy it. The Government 
had therefore decided to allow the export of certain 
manufactured foods—such as beer, biscuits, and choco- 
lates—which were of high money value in relation to 
the quantities of foodstuffs they contained. We should 
aim at selling £10,000,000 worth of these specialties a 
year. To do this we should have to use about 0°5% 
of our sugar, about 0°-4% of our fats, and a still smaller 
percentage of our cereals. With the foreign currency 
which we hoped to receive from these exports we should 
be able to buy, for example, nearly 500,000 tons of 
_ feeding-stuffs, when available. 


Postvaccinal Encephalitis 


On July 15 Mr. T. DRIBERG raised the case of an 
infant girl. in Essex who was vaccinated at the age of 


four months: and—because the vaccine did not take © 


—a second and third time within seven weeks. The 
father alleged that on the third occasion she received 
a double injection. She had previously been healthy, 
but on the fifth day after this third vaccination she 
suddenly became ill, was taken to hospital, and was 
found to be suffering from inflammation of the brain. 
Some weeks later, when she was returned to her home, 
she was blind, and now at the age of thirteen months 
she was still blind, was not developing im any way, and 
suffered from fits. Recovery was considered impossible. 

‘Mr. Driberg did not presume to attack or defend any 
medical practice or treatment; but, assuming that 


vaccination was desirable, was the ‘Minister of Health- 


certain that everything was done in this case in an 


orderly and hygienic way? Secondly, what were the- 


statistics for postvaccinal encephalitis? The father 
quoted in one of his letters a statement by an anti- 
vaccination organisation (which Mr. Driberg found it 
hard to accept) to the effect that postvaccinal encepha- 
litis killed more infants than did smallpox. The Minister 
ought to assure the public about this, or if necessary 
have a more rigorous, and perhaps an unorthodox, 
inquiry into the whole matter. 

Mr. A. BEVAN replied that very thorough investigation 
had revealed no fault whatever attaching to the doctors 
concerned, and no departure from normal practice. 
Further, he must rebut the suggestion that there were 
two insertions at the same time. There were three 
insertions over seven weeks, of which the first two were 
unsuccessful, and the third (from the point of view of 
. inoculation) was successful. That, he understood, was 
not unusual. He was informed that postvaccinal 
encephalitis was extremely rare, particularly in infants 
under one year of age—so rare that it amounted to 
one in 49,000 inoculations. So parents need not be 
deterred from having their children vaccinated. He 
pointed out that when the National Health Service Act 
came into operation compulsory vaccination would 
. disappear. If this country were entirely immune from 
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infection from abroad, vaccination could probably be 
done away with entirely ; ; but there had been very 


serious cases of smallpox brought in from abroad, and | 


precautions were therefore necessary. It would be 
disastrous if people jumped to the conclusion that 
vaccination does not affect the incidence of smallpox. 
It was very difficult for‘a layman to intervene in this 
field. They had to rely upon the laws of probability, 
and say that there appeared to be some association 
between the comparative immunity from smallpox 
enjoyed by the mass of our population and the use of 
immunisation. Certainly that conclusion had a better 
statistical foundation than any deductions reached from 
particular cases. 

Colonel M. STODDART-SCOTT, M.D., said the Minister in 


his excellent reply had omitted to "say anything about 


the lymph. with which this child was vaccinated. The 
Ministry of Health was responsible for its production. 
Had that batch been tested, and was there an 
abnormal about it ?—Mr. BEVAN: I understand that 
it has been tested, and that there is no evidence at all 
of any abnormality. 


QUESTION TIME 
Venereal Disease in the Army 


Mr. Wirtson Harais asked the Secretary of State for War 
what was the incidence of venereal disease in the British 
Army in Britain in 1938; what it was in the British Army 
in Britain today; and in the British Army of Occupation 
in Germany today.—Mr. F. BELLENGER replied: The annual 
rate per 1000 troops in the British Army in Britain recorded 
during 1938 was 11:7. In 1946 the annual rate per 1000 
troops in Britain was 32-8 and in the B.A.O.R. 158-6. The 
quarterly rate for the first quarter of 1947 was 5-3 per 1000 
in Britain, and 30 per 1000 in B.A.O.R. This ‘is slightly 
lower than for the corresponding quarter of 1946 in Britain, 
but approximately the same in B.A.O.R. 

Mr. Witson Harris: Does the right hon. gentleman 
think it right that boys of 18 and 19 should be sent to Germany 
in the conditions shown to be prevailing there? What 
steps is he taking to avoid this happening ?—Mr. BELLENGER : 
In answer to the first part of the question, I have no option 
as: long as we have to maintain military occupation in 
Germany. As regards the second part, I am taking all possible 
steps, and so is. the General Officer Commanding out there, 
to improve the morale of the troops; but I am bound to 
say that conclusions—and sometimes false conclusions—are 
drawn from these figures. In 1938 there was probably less 
recording of cases than there was in 1946, and modern medical 
practice, which treats the case much more quickly than it 
did in 1938, probably accounts in part for the apparently 
higher incidence of cases. | = 

Mr. Witson Harris: Would not the right hon. gentleman 
agree that the figures for 1947 speak for themselves quite 
irrespective of 1938 _—Mr. BELLENGER : I certainly deprecate 
these figures, and I am taking all steps possible to improve 
them ; but I ask the House not to draw too wide conclusions 
from the figures. We are never asked these questions about 
the civilian population. 


Bovine Tuberculosis 

Mr. A. R. HURD asked the Minister of Agriculture if he had 
now reached agreement with the veterinary profession and 
the National Farmers Union on a national plan for the 
eradication of bovine tuberculosis; and when he expected 
that a start would be made.—Mr. T. Wuiiams replied: 
No. Discussions with farming interests on a plan for estab- 
lishing attested areas have not yet been concluded. Some 
difficult questions are involved and at the moment I cannot 
say when it will be possible to introduce such a plan. Note- 
worthy progress in the eradication of bovine tuberculosis is 
nevertheless already being made under the voluntary Tuber- 
culosis (Attested Herds) Scheme which now includes well 
over a million cattle. 


Extra Soap for Children 

Mr. F. W. SxtnnarpD asked the Minister of Food whether he 
would consider extending the extra soap ration for babies 
to children up to the age of two years.—Mr. STRACHEY 
replied: I am afraid that with the present shortage of fats 
I am unable to adopt this proposal.—Mr. SKINNARD : Is 
the Minister aware that mothers find it at least as difficult to 
keep their children clean in the early walking stage as it is 
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in the earlier napkin and crawling stage ?—Mr. STRACHEY : 
It is a concession which I would very much like to make, 


Working Party on Nursing 
Mr. P. PIRATIN asked the Minister of Health when the 
Working Party Report on Nursing was to be published ; 
and whether the publication would contain the full minority 
report.—Mr. A. BEvAN replied: I have not yet received this 
report, but I expect to do so in a few days’ time. 


` Public Health 


ACUTE POLIOMYELITIS 


MEMORANDUM BY MEDICAL OFFICERS OF THE MINISTRY 
OF HEALTH 

Tue notifications of poliomyelitis and polioencephalitis 
for the week ended July 12 numbered 110 and 16. The 
highest weekly figure previously recorded since polio- 
myelitis became notifiable in 1912 was 82 in the week 
ended August 13, 1938. Bearing in mind the usual 
seasonal trend and the fact that a significant increase in 
notifications rarely appears until the end of July, the 
early start this year and the present high figures are 
reasons for anticipating an unprecedented prevalence. 

So far this year the notifications of polioencephalitis 
have been higher than ever before. Bulbar and respira- 
tory paralysis and meningeal reactions preceding paralysis 
appear to be more common than is usual in poliomyelitis. 


CLINICAL FEATURES 


Typically there are three phases in the illness recognis- 
able as poliomyelitis. In many cases there is also an 
initial or prodromal illness followed by a distinct interval 
of 5-7 days before more serious signs of disease appear. 
The chronology is as follows: | | 


Usual interval 
in days from 


date of infection Manifestations 
Stage A— 
Prodromal 1-4 . Fever, weakness, perhaps sore 
illness throat or diarrhea, and 
occasionally pain in chest 
or limbs. 
Stage B— 

Phase | ; 7-18 .. Fever, flushed face, furred 
(onset) (up to 21) tongue, headache, some- 
times vomiting, drowsi- 
ness, irritability, vague 
subjective phenomena, in- 
creasingly stiff neck, some- 
times exaggerated tendon 

. reflexes. 
Phase 2(pre-.. 10-15 . Sometimes well-marked in- 
paralytic or toxication and coma, pain 
meningitic) on flexion of neck and 
spine, tenderness and hyper- 
esthesia, sometimes 

| nystagmus. 

Phase 3 .- 13-18  .. Hyperesthesia and weakness 
(paralytic) (up to 35) of muscle groups going on 


: to flaccid paralysis due to 
anterior-horn cell lesions ; 
diminution in tendon re- 
flexes. Often the paralysis 
improves after reaching its 

height. 
The prominent symptoms in all phases of stage B are 
referable to the central nervous system; they suggest 
a certain order of progression which may indicate the 
progress of inflammation within the central nervous 
system. There may be intermissions in this progression, 
and one or both of the later phases may not develop. 


n i INFECTIVITY > d 
The disease has been notified from many different 
centres throughout the country, and from some of these 
there has been evidence of radial or concentric spread. 


It is known that nonparalytic cases of the disease are 
able to transmit it to others who may or may not develop 
paralysis. This has been confirmed by laboratory 
investigations, which have also revealed the presence of 
poliomyelitis virus in healthy contacts. Infectivity is, 
however, probably greatest during the phases preceding 
paralysis; in fact the clinical paralytic disease is 


essentially an infrequent incident occurring among a 


far larger number of cases aborting in stage A or phase 1 
of stage B ; but these are none the less infectious. 


ACTION BY PRACTITIONER 

At this time poliomyelitis should be considered when- 
ever a practitioner is called to see a febrile child (or even 
an adult) with indeterminate symptoms, particularly 
if others in the same environment are complaining of 
the same symptoms, or if there has been within the 


previous two weeks any /other febrile illness (e.g., 


“ influenza ° or sore throat of unknown origin) in the 
patient or his contacts. The patient should be put to 
bed in a room by himself and examined at every visit 
until a diagnosis has been made. Careful search should 
be made for early indications of invasion of the nervous 
system ; in particular the patient should be examined 
for neck rigidity, which may be elicited by asking him 
to kiss his knees while sitting up in bed. Ifthe symptoms 
continue for 24-36 hours without the appearance of 
signs indicating one or other of the common infections 
of childhood, the medical officer of health should be 
informed. There should be no hesitation in reporting 


` a case to the medical officer of health if, with the slightest 


suggestion of neck rigidity, there have also been psycho- 
logical disturbances such as fear, bad dreams, disturb- 


aace of sleep, drowsiness by day, restlessness by night, - 


and peevishness ; these disturbances not uncommonly 
precede the signs of meningeal invasion. 
at onset and on suspicion is a most useful measure in 
preventing spread of the disease. Nose and throat 
discharges and excreta should be disinfected. 

A patient who is suspected of poliomyelitis should be 
kept continuously in bed in a room by himself for not 
less than one week, having regard to the well-known 
tendency for the symptoms and fever to subside in two 
or three days’ time and then to recur. Isolation of 
confirmed cases from other children should continue 
for three weeks. Contacts should be excluded from 
school for three weeks after isolation of the patient. 


Restrictions need not be placed on adults living in an 


affected household provided they remain well. | 

It is notoriously difficult to appraise the value of 
any treatment in poliomyelitis :. there is no evidence that 
convalescent serum given in or after the preparalytic 
stage has any curative effect. Experience of prophylaxis 
with gargles and nasal sprays has been disappointing. 
There is, however, overwhelming evidence that a recent 
tonsillectomy increases the risk of a child contracting 
poliomyelitis, particularly of the bulbar type; where 


poliomyelitis is prevalent operations on the nose and | 


throat should, if possible, be postponed. 


ACTION BY MEDICAL OFFICER OF HEALTH 

On receiving a notification or learning of suspected 
cases of poliomyelitis the medical officer of health should 
proceed on the following lines : — 

(1) advise all practitioners in the area ; 

(2) assist in securing suitable accommodation, including 

` isolation, for the patient ; a . 
(3) make investigation of the associated circumstances, 
including a search for missed and abortive cases ; 


(4) ensure that precautions are taken, on the assumption | 


that the disease is capable of transmission by mild 
abortive cases ; 3 


1. An illness probably due to the same virus, in which the lower 


motor neurones escape and the signs and symptoms are- 


predominantly those of meningeal and cerebral] i 
is notifiable as polioencephalitis. nvolvement, 


Home isolation | 


ae 
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(5) follow up all notified cases throughout the whole period 

- of their illness, to ensure that their treatment is suit- 
able and continuous. 


“When multiple cases have occurred in a district all 


crowded assemblies should be discouraged, and as far. 


as possible all gatherings of young children and 
unnecessary travel should be avoided. Young children 


should not be allowed to enter any house where there 


is a case of undiagnosed illness. Contacts should avoid 
physical strain. School closure is undesirable, except 
under special circumstances?: this advice does not 
apply to day-nurseries or nursery-schools. 
possible the normal groupings of the child population 
should be maintained and sick children removed promptly. 

The medical officer of health should also advise his 
- council first as to what can be done to promote early 
diagnosis during the acute stage, and secondly what 
arrangements can be made ‘under the local orthopedic 
scheme to send all children affected, whether slightly 
or seriously, to an institution equipped to give such 
special treatment as may be required to prevent avoid- 
able muscular weakness or permanent deformity. In 
view of the common occurrence of poliomyelitis below 
the age of 5 years, and bearing in mind the good results 
of effective treatment and the serious consequences of 
neglect, it is important that doctors should know of the 
facilities for orthopedic treatment available through 
the maternity and child-welfare and school health 
services. In the course of their routine visits health 
visitors may hear of suspicious early cases or of children 
with mild paralyses due to an undetected attack. If 
the local prevalence assumes epidemic proportions infor- 
mation should be circulated to the public regarding the 
. care to be observed in the event of ‘attack, and the 
facilities for treatment available in the district. 

In view of the fact that the virus is excreted in the 
feeces and has been found in flies, the possibility of water- 
borne or other alimentary infection should be kept in 
mind; but reliable evidence of spread by these means 
is lacking. | | 

LABORATORY INVESTIGATIONS 

In addition to any routine chemical and cytological 
examinations of cerebrospinal fluid which may be carried 
out locally for diagnostic purposes, certain examinations 
are being done at the Central Public Health Laboratory 
which, although not of direct help in the diagnosis of 
individual cases, may throw some further light on the 
epidemiology of the disease. The specimens required 
for these investigations are: (i) about 5 c.cm. of serum 
from definite or ‘suspected cases (where possible two 
specimens should be taken—one in the acute stage and 
one in the convalescent stage); (ii) cerebrospinal fluid 
or fresh post-mortem material from cases of doubtful 
diagnosis—i.e., those cases in which meningeal or encepha- 
litic signs and symptoms predominate. Post-mortem 
specimens (brain or spinal cord) should be placed ‘in 
equal parts of glycerin and normal saline. Both the 
specimens and cerebrospinal fluid must be kept in a 
refrigerator, and arrangements will be made for collection 
if the Public Health Laboratory Service is notified. 

Specimens should be sent to Dr. F. O. MacCallum, 
Virus Reference Laboratory, Central Public Health 
Laboratory, Colindale Avenue, London, N.W.9 (Tel.: 
Colindale 6041). . 


Food Poisoning 


Among the recent outbreaks of food poisoning have 
been one at Twyford, near Winchester, and another at 
. Lincoln. 

Twyford, Hants.—Sixteen people attended a luncheon 
party on July 12; within twenty-four hours 15 had deve- 
loped symptoms suggestive of bacterial food poisoning. 
Investigation showed that a blancmange had been con- 


2. See Lancet, 1946, i, 972. 
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taminated with Salmonella typhi-murium, which was also 


-isolated from the stools of 3 of the patients. Duck’s 


eggs, from home-grown ducks, were used in the prepara- 
tion of the blancmange ; but bacteriological examination 
of excreta and eggs from these ducks has been negative. 
Two people who did not eat blancmange have suffered 
from similar symptoms. Examination of specimens of 
fæces from the residents and domestic staff showed that 
there were several symptomless carriers of S. typhi- 
murium, suggesting that the infection was fairly widespread 
in the household. It is unlikely that one common source 
of infection wilt be found. l 
Lincoln.—Of 77 people who dined at a local hotel 
on July 5, 34 are said to have suffered from food 
poisoning ; there was one death. Most of those affected 
became very ill, with vomiting, severe diarrhcea, high 
temperature, intoxication, and sometimes syncope due to 
collapse. All became ill within twenty-four hours of 
eating the infected food, and most within a few hours. 
In 17 out of 18 cases whose fæces were sent for examina- 
tion, Salmonella typhi-murium was isolated; and the 
salami sausage used in the hors-d’ceuvre was also found 
to contain this organism. Six further cases have come 
to the notice of the medical officer of health; in each 
there is a connexion with the food at the hotel during 
the danger period. It was discovered that one member 
of the kitchen staff had recently been ill, and a sample 
of: her fæces proved positive for S. typhi-murium; this 
woman was, however, absent from duty between 
June 30 and July 7. Another member of the staff, 
who actually handled the sausage, gave a history of 
diarrhoea on July 4 and 5; and his feces haye been. 
found to contain S. typhi-murium. l 


Smalipox . 
_ No further cases have been reported in England and 


.Wales during the week ended July 22. 


Willenhall_—The patient removed on July 9 was 
Contacts are limited to 
members of the household, all of whom are under 
surveillance. 
Bilston.—The period of surveillance of contacts has 
now expired without further cases being detected. 
Barnsley.—The last patients, both removed on July.11, 
are suffering from discrete rashes modified by vaccina- 
tion seven and nine days before onset. Contacts are 
still under surveillance but the position is not unsatis- 
factory. 
Poliomyelitis 


The 110 cases of acute poliomyelitis and 16 of acute 
polioencephalitis notified in England and Wales during 
the week ended July 12 were widely scattered in 82 extra- 
metropolitan sanitary districts and 11 metropolitan 
boroughs. Outside the administrative county of London 
multiple cases of poliomyelitis and/or polioencephalitis 
were recorded in Wareham and Purbeck (8), Houghton- 
le-Spring (2), Spennymoor (3), Watford (4), Stock (2), 
Brighton (2), Sutton Coldfield (3), Hull (2), .Brad-. 
ford (4), Dewsbury (2), Sheffield (2), Shipley (2), and 
Spenborough (2). an 

The main feature in the epidemiology is the multi- 
plicity of foci, with occasional evidence of concentric 
spread, which is particularly obvious in the south-east 
Since July 1, 27 cases have been 
removed from Lewisham to L.C.C. hospitals,.and the 
total admissions of suspected poliomyelitis and polio- 
encephalitis to L.C.C. hospitals has been 65; there are 
now 50 cases under treatment in these hospitals. 

The number of cases exhibiting predominantly cerebral 
signs and symptoms is still larger than in any previous 
experience of.the disease in this country. The number 
of cases notified as polioencephalitis (16) is higher than 
any weekly total previously recorded. The question 
whether these cases are due to the same virus as polio- 
myelitis or to some other cause is not yet settled, but 
poliomyelitis is the most probable diagnosis in patients 
showing a meningeal reaction. 


Infectious Disease in England and Wales 


WEEK ENDED JULY 12 
Notifications.—Smallpox, 3; scarlet fever, 918; 
whooping-cough, 2000; diphtheria, 181; paratyphoid, 
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8; typhoid, 12; measles (excluding rubella), 9133; 
pneumonia (primary or influenzal), 332; cerebrospinal 
fever, 67; poliomyelitis, 110; polioencephalitis, 16 ; 
encephalitislethargica, 2; dysentery, 50; puerperal pyrexia, 
115; ophthalmia neonatorum, 82. No case of cholera, 
plague, or typhus was notified during the week. 


Of the 3 cases of smallpox, 2 were notified at Barnsley, and 1 at 
Willenhall, Staffs. 


Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 2 (0) from diphtheria, 5 (0) 
from measles. 7 (0) from whooping-cough, 82 (6) from 
diarrhoea and enteritis under two years, and 3 (0) from 
influenza. The figures in parentheses are those for 
London itself. | 

The number of stillbirths notified during the week 
was 219 (corresponding to a rate of 23 per thousand 
total births), including 31 in. London. 


Obituary 


ALEXANDER GAVIN, MORRISON 
M.A., M.D. ABERD., D.P.H. 


Dr. Morison, medical officer of health for Wembley, 
who died on July 16, was born at Banff in 1893. He 
went to school at the Banff and Forfar Academies, and 
thence to Aberdeen University where he graduated in 
arts in 1914. After war service in the R.N.V.R. as a 
surgeon sub-lieutenant he returned to Aberdeen to 
continue his medical training, and was a member of 
the university hockey team. Qualifying with distinction 
in 1919, he held house-appointments both in Aberdeen 
and London. The last of these was at the National 
Hospital, Queen Square; and when he entered general 
practice in Shepherd’s Bush it was with a special interest 
in neurology. He took the D.P.H. in 1927, and gained 
experience in the London fever-hospital service before 
taking the appointment of assistant M.O.H. at Bootle. 
Later he was deputy M.O.H. and port medical officer at 
Bristol, where he got great satisfaction from housing 
work im slum areas. 

A colleague writes: ‘‘ Dr. Morison came to the rapidly 
growing borough of Wembley ten years ago when the 
old idea of public health as a necessary nuisance was 
dying, and the time was ripe for a leader with exactly 
his gifts to develop the new ideal. This he did with 
outstanding success, in spite of the severe handicap of a 
stroke which occurred almost immediately after he took 
up office. It is a great tribute to his courage and tenacity 
and to the wise care and companionship of his wife 
that he worked unremittingly for ten years without 
ever letting his health interfere with his duties. These 
were no easy years in a big, expanding borough subjected 
for more than half that time to the stresses of war. 
Another man with less reason might have excused him- 
self, but Morison never failed to turn out, day or night, 
to every bombing incident. 

“ The memorial he built was a highly efficient public- 
health department with every general practitioner his 
ally and friend. Local doctors’ knew what he was 
doing and what he wanted them to do. Their problems 
were made easy and their difficulties swiftly overcome 
by his skilful organisation and by his personal help. 
Patients never found themselves mere cases. 
realised at once that, whatever had to be done to safe- 
guard the public, they remained people whose lives 
and interests Dr. Morison had immediately made his 
personal concern. 

‘* Morison was a gentle man with great tact and 
patience. Sympathy was inherent in him: he did not 
need to turn it on for occasions. No matter how foolish 
a question might be, he never showed anything but the 
gravest interest, gave the problem most careful thought, 
and the applicant a wise and courteous answer. The 
gentle hesitancy with which he put forward his views 
disguised-a profound and extensive knowledge of his 
job. He always managed to give a caller the impression 
that he had nothing better to do than listen to him, 
and that the caller had done him a kindness by coming. 

This may not sound like a forceful leader : but the answer 
is to be seen in the results of his work.” 
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Notes and News 


ELECTRO-ENCEPHALOGRAPHY 


SPONSORED by the Electroencephalographic Society, o three- 
day international meeting of electro-encephalographers was 
held at the National Hospital, Queen Square, London, on 
July 14-16, attended by over 50 representatives from Europe 
and America. An address by Prof. E. D. Adrian, o.m. 
(president of the society), was followed by a discussion on 
E.E.G. technique including electrode material and electrode 
placements. Dr. H. H. Jasper (president of the American 
Society of Electroencephalography) said that the recom- 
mendations for the performance of apparatus and the placing 
of electrodes in American practice conformed very closely 
with those adopted in this country. A committee was formed 
to examine the possibilities of starting an international 
journal of electro-encephalography. 

Physiological aspects were considered on the second day, 
with contributions from M. A. B. Brazier (Massachusetts 
Hospital), H. Gastaut (Marseilles), G. D. Dawson (National 
Hospital), Prof. J. ten Cate (Holland), and others. Clinical 
aspects were then discussed, and the meetings concluded with 
a review, Twenty Years of Clinical Electro-encephalography, 
opened by Dr. E. A. Carmichael (National Hospital). During 
the proceedings Dr. Jasper expressed the view that, from 
what he had seen, Great Britain was in advance of the rest of 
the world in electro-encephalographic technique. 


LABOUR-SAVING IN HOSPITAL 
THE Hospital Domestice Aids Exhibition, organised on 
behalf of the Ministry of Health by the British Electrical 
Development Association with the codperation of the British 
Gas Council, will remain open at the Empire Tea Centre, 


22, Regent Street, London, S.W.1, until August 2. Morning - 


sessions are reserved for hospital representatives, but the 
public are admitted from 1.0 to 5.30 P.M. 

In opening the exhibition on July 14, Mr. Aneurin Bevan, 
Minister of Health, said that hospitals must attract domestic 
staff of good calibre : systematic training and a proper ladder 
of promotion to higher domestic posts are desirable. Good 
welfare arrangements and good tools are also necessary : 
the ‘‘ tools’ displayed at the exhibition are being produced 
now, though some waiting may be unavoidable before orders 
can be fulfilled. ‘‘ There aro signs,” Mr. Bevan added, “ that 
the supply of domestic workers is beginning to improve. 
Over 2500 women from displaced-persons camps in Germany 
were brought in during the winter and are , proving a great 
help in many hospitals, including sanatoria.” Because of the 
need to free the nurses from domestic work hospitals are being 
urged to review their arrangements and put their extra 
demands for domestic workers to the Ministry of Labour. 


University of Oxford 


The degree of p.sc., honoris causa, is to be conferred on 
Dr. C. H. Best, F.R.S., professor of physiology and director 
of the Banting-Best department of medical research, University 
of Toronto. 

Dr. George Gordon has been appointed dean of the medical 
school for one year from Oct. 1. 


University of Edinburgh 

Prof. J. R. Learmonth delivered the promotor’s address 
at the graduation held on July 16. The following degrees” 
and diplomas were conferred : 


M.D.—Louise F. W. Eickhoff, *R. O. Gillhespy, *L. S. Glass» 
*Matthew Hunter, an S. Jones, *J. M. Kerr, §H. ar 
Samuel Lipetz, oN s. McConaghey, $D. B. Peterkin, §J, A 

J. N. Swanson, G. B. Tait, *K. R. C. Walker, tA. W . Wright. 

Ph.D. (in the faculty of medine: —Oscar Olbrich. 

M.B., CRB argaret Y. bey, R. MacG. Aitken, W. S. Allan, 
Beatrice M. Allen, Marjorie T Allison, D. W. Anderson, Ernest 
Armitage, H. S. Bannerman, T. L. Barclay, M. A. Barnor, Mary S. S. 
Barr, Doris M. Beaton, W. Blaikie, Iris M. L. Bowman, R. A. 
Bremner, Margaret S. ‘Brooks, Elizabeth L. Brown, I. F. Bruce, 
J.G.8 . Buchanan, Anne M. Calder, D. M. Cameron, James Campbell, 
Mary “G. Ss. Campbell, mueg H. Cattanach, Roma C. Cessford, 
Margaret M. Chalmers, J. L. Clark, Marianna I. H. Clark, B. H. 
Colman, Janette G. Ce H. P. Croasdale, J. P. Crowdy, Jean M. 
Danco, Margaret S. Dawe, D. W. Dawson, J. G. Dickson, T 

A. F. Dudley, Stella P. Eadie, P. N. a E Emmanuel 
Brang Anfom, Peggy Everett, Doreen I. Falcy, R. S5. C. Fergusson, 
John Findlater, T. S. Forsyth, Marion G. hae Thomas Galla, 
J. . Hagen, |/Eileen V. Haldane, Frank Halliday, D. MacA. 
Hancock, Emma P. Harrison, Dinah C. Henderson, Elizabeth H. L, 
Henderson, Irene M. Henry, Patricia M. Hollis, Anthony Hordern, 
E. O. L. Hoskins, Margaret J. I. Howat, Mary OR James 


Hughes, D. G. Hutchings, Maurice Hyman, C. W. Irvine, J. A. 


T. C. Dow, 


£ 
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James, Isobel A. D. Jarvis, R. D. Johnstone, Donald Keith, G. S. 
Kilpatrick, A. H. T een, Dorothy I. Klein, Margaret J. 
Grace J. Lang, P. M. Littlejohn, J. D. O. 
O. C. Lutton, J. M. McGillivray, W. T. Mackie, D. 
R. S.-Maclean, H. M. MacLeod, R. 5 Maner Mary H. 
A. H. B. Masson. G. M. Maxwell, I. D. Middlemass, J. A. McC. 
Millar, R. A. Millar, Margaret E. Monat, “tA. R. Muir, Marion F. 
Muir, C. W. A. Murray, J.. E. Murray, J. I. Murray Lawson, P. R. 
Myerscough, Joseph Newall, Dorinda E. M. Nixon, M. F. Oliver, 
W. Paterson, J. R. S. "Paterson, S. L. Paton, Mary Patten, 
Annie M. Peach, E. C. Pink, T. B. e, Murie Richmond, 
H. D. Ritchie, J. M. Roberts, A. H. M. Ross, R. W. T. Ross, 
*L. F. W. Rowe, A. A. Sharp, Donald Shearer, Leslie Simon, Sylvia R. 
Smith, N. T. Speirs, Margaret Stirling, W. B. D. Storie, N. R. W. 
Taylor, W.J. Taylor, I. H. Thomson, J. N. Thorpe Annen, W. Walker, 
P. J. Walker, G. ra Watt, Cameron Weymes, C. Whittaker, 
J. D. Wilkie, JG. S. Williamson, Janet P. Willixmson, A. O. 
Wilson, S. G. F. Wilson E. W. Wright, Alfred Yarrow. 
D.P.H.—James Borrowman, John Dewar, R. G. Drummond, 
W. A. Glen, N. J. Graham, H. W. Horne, J. K. Hunter, D. P. 
Lambert, A. A. C. MacArthur, Lucy McFarlan, J. B. 


Robert Mitchell, Hugh Pattinson, J. A. E eio, P. W. R. Petrie, 
- Scoular, J. H. Taylor, pote Taylor, W. C. Wightman. 
‘ —B oe 5 Cameron, J. W. ae 


Too 
D. iG. C. ‘Griffiths, Barney Hirschson. 
D.1.H—N. G. Douglas, J. D. Frame, E. I. B. Harvey, G. H. 
McCracken, Dennis Malcolm, John Millar, James Scott. 
M.B., Ch.B. of the Polish School of Medicine.—Tadeusz Bobrowski, 
E. S. Brieger, Roman Burda, Jerzy Cyrankiewicz, *Edward Czepul- 


kowski, Lucyna Dylowna, Michal Dziemidko, Boleslaw Essen, 


Maria Grey, Szlama Grunstein, Tadeusz Heil, *Borys Herszenhorn, 
*Lejb Hertz, Edward Jozef, Jerzy Kucharski, ` Józef Labedz- 
Kuderewicz, Mordchel Margolis, *Ludwik Mirabel, Marian Nieswia- 
towski, Eugeniusz Orchel, Tadeusz Prorok, Aleksander Skowronek, 
Zdzislaw Szulec, Stanislaw Szutowicz,. *Erwin Turnheim, Aleksander 
Wojciechowski. 

t medallist; 


*In absentia; 
{| with honours. 


The Cameron prize in practical therapeutics was awarded 
to Prof. N. Hamilton Fairley, F.R.S. 
‘prophylaxis and treatment of malaria. 


University of Wales 


Sir Ewen Maclean, F.R.c.0.c., and Mr. D. L. Williams, 
F.R.C.S.E., received the honorary degree of LL.D. at a congrega- 
tion in Swansea on J uly 15. 


Scottish Conj oint Board 


Having passed the final examination the following candi- 
dates have been admitted licentiates of the Royal Colleges 
of Physicians and Surgeons of Edinburgh and the Royal 
Faculty of Physicians and Surgeons of Glasgow : 


D. K. M. Allison, W. B. Balderston, Mary E. Barton, Robert 
Black, J. F. Chacko, J. T. N. Cole, John Crow, T. L. C. Dale, Wiliam 
Davidson, Maureen M. Devine, C. Drummond, C. G. Duncan, 
Sheila M. Forsyth, Samson Goldin, S. H. Goodman, D. S. Griffith, 
G. F. W. E Matilda Y. D. Hutchison, Wiliam Jack, Leonard 
Kramer, A. J. Laidlaw, D. M. Lyon, K. I. MacLean, Hector McNeill, 
Blair Mactaggart, Mary A. Mahoney, Alistair Milar, D. L. Moody, 
Janet Q. Morton, ay C. Penny, W. R. Plews, Doreen S. Ryan, 
poren R. o: Scorgie, A. W. R. Thom, Norman Weiselberg, Margaret 

estwater. 


St. Thomas’s Hospital 


The old students’ dinner will take place at Church House 
Restaurant, Great Smith Street, London, S.W.1, on Friday, 
Oct. 3, at 6,45 for 7.30 P.M., with Mr. C. A. R. Nitch in the 
chair. The number of places i is limited to 250. 


thighly commended; Scoiniiénaed: 


Central Mediterranean Force Surgeons 


This dining club is to hold its annual dinner at Claridge’s 
Hotel, Brook Street, London, W.1, on Thursday, Sept. 11, 
at 7.45 P.M. Surgeons and anesthetists who served with the 
Central Mediterranean Force are invited to apply for tickets 
from the secretary, 10, Park Square West, N.W.1. 


National Coal Board Appointment 


“2 Dr. E. H. Capel has been appointed chief medical officer 
to the board. In addition, seven divisional medical officers 
are to be appointed, one to each of the principal coalfields. 
It is intended that every major colliery shall ultimately have 
a surgery, staffed by a doctor and a nurse, and that all plans 
for new pithead baths shall include a medical treatment 
centre. Some twenty such centres already exist, with a 
State-registered nurse at each, under a colliery medical- 
service scheme started by the Ministry of Fuel and Power in 
1945. These centres are being taken over by the board. 


Dr. gapel, who is 40, trained at the Middlesex Hospital, q 
in 1929. He became a M.R.C.P. in 1932 and graduated ae D., with 
distinction, in 1933. For the past ten years he has been industrial 
medical officer to a Midlands light-enginecring concern. He was 
until recently secretary of the Birmingham group of the Association 
of Industrial Medical Officers, and is a member of the advisory 
medical committee of the Industrial Welfare Society. 


APPOINTMENTS—BIRTHS, MARRIAGES, AND DEATHS 


, for his work on the 


Diary of the Week 


| JULY 27 To AUGUST 2 
Monday, 28th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Dr. M. Kremer: Motor Functions ‘of the Cerebral 


Cortex. 
5 P.M. Dr. T. Symington: Pheeochromocytoma. 
Tuesday, 29th 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Prof. F. Wood Jones, F.R.S.: Human Mycology. 
(First lecture.) 
5 P.M. Dr. Keith Simpson: Pes of Sudden Death. 
ROYAL SOCIETY OF MEDICINE, 1 , Wimpole Street, W.1 
8.30 P.M. Orthopedics. Dr. H. H. Kessler : Cineplastic Amputa- 
tions. (Members of the sections of Physical Medicine and 
Surgery are invited to attend.) 


Wednesday, 30th 


ROYAL COLLEGE OF SURGEONS ° 
(Last 


3.45 EM A IREO Wood J ones : Human Mycology. 
ecture 

5 P.M. Dr. G. Popják: Nature of Parenchymatous and Fatty- 
Degeneration. 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 


W.C.1 
4.30 P.M. Mr. V. E. Negus: Larynx. 
Thursday, 31st l 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Prof. W. J. Hamilton : Early Stages of the Ovum. 
5 P.M. Prof. R. Willis: Embryological Principles in Pathology. 


6.15 P.M. . H. W. Rodgers: Late Result of Gunshot Wounds 
of the Abdomen. (Hunterian lecture.) 
_Appointments 
BOWEN, R. A A., M.B. Lond.: asst. administrator of anesthetics, 


St. Bartholomew’s Hospital, London. 

CAPEL, E. H., M.D. Lond., M.R.c.P. : chief M.O., National Coal Board. 

GRETTON- WATSON, B. G., M.B. Camb.. D.P.H.: deputy M.O.H. and 
deputy school M.o., Dudley. 

LENNANE, G. A. Q., M.B. Camb? Government M.0., Rotorua, 

`~ New ae 

Low, W. A., M.C., M.B. Lond., D.A.: director of department of 
anæsthetics (part-time), St. ' Thomas’s Hospital, London. 

PALMER, W. L., M.B. Durh.: M.o. in Colonial Service, British 
Somaliland. 

PATTERSON, A. S., M.B. Belf.: medical superintendent of @ new 
colony for mental defectives in Worcestershire under 
Midlands Joint Board for the Mentely Defective. . 

Watson, R. H., M.B. N.U.I., D.P.H.: asst. county M.O. and school 
M.O., Somerset. 


Births, Marriages, and Deaths 


BIRTHS 


ABRAHAM.—On July 14, in London, the wife of Dr. A. Johnston 
Abraham—a daughter. 
CausEY.—On July 14, at Carlyon Bay, Tornwal, the wife of Mr. 
- Gilbert Causey, F.R.C.5.—a daug 
HaMILTON-TURNER.—On July 16, in noadoii; the wife of Dr. Claude 
Hamilton-Turner—a son. 
BARRIS we July 11, in London, the wife of Dr. D.. Y. Harris— 


& 80 

LLOYD Lon July 10, at Enfield, Middlesex, the wife of Dr. Kenneth 
Newton Lioyd—a son. 

McCuLLaAGH.—On July 5, at Cambridge, the wife of Dr. G. P. 
McCullagh—a son. 

MoRLEY.—On July 15, in London, the wife of ,Wing-Commander 
George Morley, 0O.B.E., F.R.C.8.—a daughter. 

PEMBLETON.—On July 11, at Chelmsford, the wife of Dr. J. T. 

Pembleton—a daug hter. 

PERCEVAL.—On July it, in London, the wife of Dr. P. E. Perceval— 


a daughter. 
MARRIAGES ; 
MuURRAY—GALWEY.—On July 14, at Hythe, J. G. P. Murray, M.D. 


to Helena Patricia Galwey. 
, in London, Arthur Harold Osmond 


OSMOND—JAMES.—On July 12 
to Betty Gwendolen J ames. 

REED—MACKOVER.—On July 14, at Zaria, Nigeria, R. I. L. Reed to 
Freda Suganne Mackover, M.B. 


DEATHS 


COMERFORD.—On July 15, Beaumont Harry Comerford, M.D. Durh., 
D.P.H. 

DrurRY.—On July 11, in Grahamstown, South Africa, Edward 
Guy Dru Drury, M.D. Lond., D.P.H., aged 75. 

Wee July 15, in London, ‘Maurice Ulick Wilson, M.O., M. R.C.S., 
age 

WoopRvuFF—On July 14, at Surbiton, David Winthrop Woodruff, 
L.R.C.P.E., aged 62. 


A tablet given by his widow in memory of the late 
Sir Hubert Bond, F.R.C.P., has been erected in the chapel at 
Long Grove Hospital, Epsom. The tablet will be unveiled 
by Sir Allen Daley during pueneoug on July 27. The service ` 
begins at 5.30 P.M. 
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PENICILLIN IN THE PREVENTION OF 
INFECTION DURING OPERATIONS ON 
THE BRAIN AND SPINAL CORD* 


MARGARET TAYLOR 
B.M. Oxfad 


J. B. PENNYBACKER 
M.D. Edin., F.R.C:S. 


Sir HUGH CAIRNS 
K.B.E., M.B. Adelaide, F.R.C.S. 
From the Department of Surgery, Radcliffe Infirmary, Oxford 


THE prevention of infection: of operation wounds, 
always an important problem in surgery, is one of the 
chief anxieties of the neurosurgeon. Brain tissue seems 
to overcome bacterial contamination fairly well, but the 
ventricles and large subarachnoid spaces have very little 
resistance. After ‘‘ clean ’’ operations highly pathogenic 
organisms, such as hemolytic streptococci and Staphy- 
lococcus aureus can produce fatal meningitis; and, as 


Cowan (1938) has shown, organisms hitherto regarded ` 


as saprophytic may set up subacute or chronic meningitis 
which may be fatal or may be followed by meningeal 
adhesions and chronic hydrocephalus—the very condition 
which operation was usually designed to prevent. 

_ The factors contributing to infection during operation 
have been, described in a previous report from this 
department (Cairns 1939). Since that time, wound 

infections have become less frequent, but have remained 

a serious handicap. We have therefore used local 
applications of penicillin powder in the wound, and we 
report here the results of two years’ trial. 


METHOD 


The Powder.—Calcium penicillin is mixed with non- 
microcrystalline sulphamezathine to provide 5000 units 
of penicillin per gramme of the mixture. Sulphameza- 
thine makes a good vehicle. 
brain it does not produce fits as does sulphathiazole. 
It does not cake when autoclaved at 160°C for 1 hour 
and it mixes well with calcium penicillin, forming a 
powder of even consistence which flows easily through 
the insufflator and shows no tendency to deliquesce. 
Sterile penicillin-sulphamezathine powder can now be 
obtained from Imperial Chemicals (Pharmaceuticals) 
Ltd., who state that it may be expected to retain its 
penicillin in full strength for a year when stored at a 
temperature not exceeding 15°C. On the rabbit’s cortex 


histological studies showed that it was not as innocuous © 


6¢ 


as sulphamezathine alone, but the effects were “ rela- 
tively trivial ” (Russell and Beck 1945). 

Its Application.—The powder is placed in a sterile 
stainless-steel insufflator whose inlet tube contains a 
filter consisting of a glass tube packed with cotton-wool. 
When the operation wound is ready to be closed and all 
bleeding has been stopped, the various layers of the wound 
are frosted with powder—the brain lightly, and the dura, 
pericranium, and under-surface of the scalp flap more 
heavily. In wounds of the posterior fossa the powder 
is applied to the exposed surface of the cerebellum, to 
the dura, to the cut surfaces of the suboccipital muscles, 
and to the subgaleal space. In laminectomy wounds 
the external surface of the dura, the muscles, and the 
subcutaneous fat are liberally dusted. 

In 40 operations the amount of powder used was 
0-7-3-0 g. per wound, with an average of 1-4 g. (7000 
units of penicillin) per wound; but doubtless a small 


portion of this remained in the atmosphere and some may ~ 


have escaped from the wound before the scalp was 
finally closed, particularly when there was much bleeding 
during this stage. In posterior fossa and laminectomy 


bg s Based on @ paper read before the Society of British Neurological 
Surgeons at Oxford, July, 1946. 
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When applied to the 


wounds the amount insufflated was less than in osteo- 
plastic flaps, averaging 0-7-0-8 g. l 


PENICILLIN CONTENT OF WOUND 


In a series of 24 cases of skull defects repaired with 
tantalum at a military hospital for head injuries the 
wound was insuffated with 1-2 g. of powder before 


‘closure, and fluid was aspirated from the wound 10-48 


hours later and assayed by Dr. E. S. Duthie, whose 
findings are shown in table ï. In all cases a partially 
or completely adequate bacteriostatic concentration was 
found in the mixed blood and cerebrospinal fluid (c.s.F.) 
of the wound up to 20 hours after insufflation. At 
21-24 hours there were some marked variations, remark- 
ably high values being obtained in some cases. After 
24 hours penicillin had disappeared from the wound 
fluids in most cases. ‘In 2 cases examination of the 
lumbar c:s.F. within 18 hours of insufflation showed no 
penicillin. 

In a second series, mostly cases of intracranial tumour, 
examination of the fluid from under the skin of osteo- 
plastic flaps 10-22 hours after insufflation showed a 
penicillin’ content ranging from none to 0-48 unit per 
ml. (table 1). The values were smaller and more constant 


TABLE I—PENICILLIN CONTENT OF WOUND FLUIDS AFTER 
INSUFFLATION, AT OPERATION,’ WITH PENICILLIN-SULPHA- 
MEZATHINE POWDER X l 

Penicillin content (units/ml.) 


Hours after 


- operatic . ; 
i gi enai or occa tai) (intracranial tumours, 
10-15 1-6 0-48 
>15-18 1-25 Nil ; 
>18-20 0-02, 0-25, 0:45, 1:2, 1:3 | 0-02, 0:03, 0:05, 0-06 
>20-24 Nil, nil, nil, 0-03, 0-2, 0-2, | Nil, nil, 0-02, 0-48 
. 0:6, 2-0, 2-0, 3-0 
> 24-30 Nil, nil, nil, 0:04, 0-1 
> 30-48 Nil, nil, nil Nil 


than in the tantalum -plate series. This is probably 
explained by the fact that in the operations for tumours 
the powder was everywhere in contact with tissues 
having a good blood-supply, whereas in the other series 
the powder was usually in contact with the tantalum 
plate on one side and avascular scar tissue on the other. 


- In each series, particularly in the tantalum-plate series, 


excessive accumulation of c.s.F. under the skin flap, or 
leakage of c.s.F. from the wound or stab drain, at times 
led to a low value of penicillin in the aspirated fluid. 

Thus, after local insufflation of 1-3 g. of powder, 
penicillin is usually present in the wound in adequate 
bacteriostatic concentration for 18 hours. It is probable - 
that the first 24 hours after operation is thé most impor- 
tant period in preventing the eee of aniechon 
due to the operation. 


, REACTION TO THE POWDER 


No fits have followed the application of this powder 
to the brain; but, as Russell and Beck (1945) did find 
some reaction in the rabbit’s cortex, we have never ‘used 
more than a light frosting of powder on the brain itself 
or in tumour cavities. In the head wounds and most 
of the laminectomy wounds no reaction has been observed, 
but in lumbar spinal wounds for removal of prolapsed 
intervertehral disk, where a large surface of muscle is 
exposed, we have observed a slight excess of exudate 
and have therefore drained these wounds for 24 hours. 
through a small stab wound to one side of the lower 
end of the incision. The amount of discharge from the 
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drainage hole has been small, and there is no escape 
of c.s.F., since these operations are entirely extradural. 


CLINICAL TRIAL 


We began using the penicillin-sulphamezathine powder 
in November, 1944. With several operators and many 
different types of neurosurgical operation it was imprac- 
ticable to establish controls. 
to use the powder in every major operation and to 
compare the results over a long period with those of the 


TABLE U-—INCIDENCE OF POSTOPERATIVE INFECTION IN CLEAN” 
MAJOR CEREBRAL AND SPINAL OPERATIONS 


Total Fatal 
Treatment operations | fected | infections | 
A. No local penicillin (May, 1169, 51 13 
1938—Nov., 1944) 
B. Local penicillin-sulpha- 670 6 None 
mezathine (Dec., 1944- 


March, 1947) | 


previous 61/, years. The results are summarised in 
table. m. | 

The infections included obvious suppuration in any 
layer of the wound, obvious meningitis, and cases of 
pleocytosis of more than 500 white cells per c.mm. in 
the c.s.F. after operation (table 111). With the pleocytosis 
there was usually headache, fever, and bulging of the 
_ region of operation. 


Some explanation is required for including these cases of 
pleocytosis among the infective complications, since Finlayson 
and Penfield (1941) have concluded that the condition is 
due to chemical irritation of the meninges by blood products 
and term it’ “ acute postoperative aseptic leptomeningitis.” 
In 7 of their 19 cases examined bacteriologically bacteria 
were found in the o.s.¥F. or in the wound, but they discount 
these because the organisms were “of a type ordinarily 
considered non-pathogenic ’—e.g., diphtheroids—and careful 
bacteriological examination (no details are given) showed no 
“ known pathogens.” Cowan (1938) had previously shown 
that certain organisms hitherto regarded as harmless to man, 
including an organism of the diphtheroid type, Diplococcus 
mucosus, &¢., could produce serious postoperative meningitis. 

In our cases there was no essential clinical difference 
between those in which organisms were found (and included 
in the meningitis group) and those in which cultures were 
sterile. Bacteriological search was usually not sufficiently 
thorough to exclude with certainty ‘‘ non-pathogens.”” Further, 
after the introduction of penicillin-sulphamezathine powder 
the incidence of pleocytosis fell, as did that of proved bacterial 
infection. The question obviously requires more detailed 
bacteriological examination on the lines of Cowan’s -work. 
Meanwhile on the evidence available we consider that most 
cases of pleocytosis should be regarded as infective in origin. 
Some, however, may be due to other causes. l 

During the pre-penicillin period we had one case of fatal 
ependymitis of the lateral and third ventricles, after trans- 
ventricular removal of a fibroblastoma of the septum lucidum ; 
it was due to strands of cotton-wool embedded in the ventri- 
cular wall. These had been shed from the strips of ‘ Lintine’ 
used to pack off the ventricle during removal of the tumour. 
A similar case has been described in the United: States. 


A few of the infections may have been due to intro- 
duction of bacteria after operation, but most were 
undoubtedly due to contamination at operation. 

In the pre-penicillin period there were 51 postoperative 
infections in 1169 cases (4:4%). No organisms: were 
isolated in 21 of the 51 infections (16 cases of pleocytosis 
of c.s.F., 3 cases of scalp infection, 1 fatal case of menin- 
gitis after a spinal operation, and 1 case of cellulitis 
after operation for spinal meningocele in an infant). In 
the remaining 30 infections Staph. aureus was isolated in 
20 cases, Staph. albus in 3, B-hemolytic streptococcus 
in 2, and there was 1 infection with each of the following 
organisms—streptococcus (unclassified), Friedlander’s 
bacillus, diphtheroids, B. aerogenes, and Ps. pyocyanea 


It was therefore decided . 


‘(table 1m). The incidence of infections in posterior- 


fossa operations was 1 in 12, in operations on the 
cerebral hemispheres 1 in 30, and in spinal operations 
l in ‘40. o l i 

In 1944-47, when penicillin-sulphamezathine powder 
was used routinely, the incidence of operative infection 
was 6 in 670 (0-9%), in contrast with an incidence of 
4:4% in the pre-penicillin period (table 1). o 


Of the 6 cases of operative infection in the penicillin period 
(table 111) one was an achromobacter meningitis after removal 
of an acoustic tumour; this patient recovered after a stormy 
illness in which he was given vigorous chemotherapy, including 
intraventricular streptomycin (Cairns et al. 1946, case 6). 

Another was a case of Staph. aureus meningitis following 
removal of cerebellar hzemangioblastoma; the patient 
developed a stitch abscess on the llth postoperative day, 
followed by a cerebrospinal fistula through the abscess 
area, and then by meningitis; he recovered promptly with 
intrathecal penicillin. k | E 

In a third patient Staph. aureus meningitis after a cerebellar 
decompression was probably due to residual infection in the 


‘ occipital muscles, from an. operation three months before, 


at which an extracranial aneurysmal varix had been removed. 

A fourth patient developed a small Staph. aureus stitch 
abscess, without serious symptoms, after decompression and 
biopsy of a frontoparietal' glioma; this man was evidently 
prone to Staph. aureus infection, for at a previous admission 
his neck wounds for cerebral angiography had suppurated, 
and at the time of his craniotomy he had numerous pustules 
on the skin of his trunk, and his blood-transfusion' wound. 
suppurated. , 

The fifth patient developed mild cellulitis of the scalp ` 


following X-ray treatment, seven weeks after operation for 


removal of a temporal glioma; this may not have been due 
to infection at operation, but we think the case should be 
included because the third case suggests that, when penicillin 
powder is used, infection with Staph. aureus may take place 
at operation without producing overt signs unless the wound 
is later disturbed, as by a second operation or X-ray treatment. 

The sixth case developed Strep. viridans septicemia after — 
removal of a right temporal cholesteatoma. The cranial 
wound healed normally, but there was a mild pleocytosis 
which persisted three or four weeks before it and the septi- 
cemia cleared. No organisms were seen in or cultured 
from the c.s.F., but in view of the septicemia it is reasonable 
to assume that the meningeal reaction was due to infection. 
We have some evidence that these cholesteatomas of the 
brain may contain organisms, which may explain the remark- 
ably high frequency of infection following operation in ‘these 
cases. 

The absence of deaths from infections in the penicillin | 
period cannot be attributed to the prophylactic use of 
penicillin-sulphamezathine powder, for 2 of the 6 patients 
would probably have died without penicillin treatment 
of their postoperative infection, and a third might have 
died without streptomycin treatment. However, as 
tables 11 and im show, the incidence of infection at 
operation has been significantly reduced since the 
introduction of penicillin-sulphamezathine powder. 


CONDITIONS OF OPERATION ' 


Throughout the two periods—i.e., from 1938 to 1947— 
all the operations were done in the same operating- 
theatre, which was supplied with warmed washed 
filtered air by a ‘Plenum’ system. ‘ Cellophane’ masks 
(Blatt and, Dale 1933) and clean theatre footwear were 
worn by all except the patient, and traffic within the 
theatre was always minimal. However, conditions of 
sterility were far from constant. At one time the 
plenum system was unsatisfactory and the air in the 
operating-theatre showed a heavy bacterial count of 
potential pathogens. On several occasions pathogenic 
organisms appeared in the noses and throats of some 
of the operating staff. As the war went on the supply 
and quality of rubber gloves diminished. Because of 
the occasional presence of staphylococcal carriers, and 
on evidence gathered from our gloves and hands by 
Prof. G. S. Wilson, we changed frem wet to dry sterili- 
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sation of gloves despite the fact that this shortened 
their life. On two occasions gram-negative organisms 
‘were found in the solutions used for irrigation of the 
operative field and supplied by manufacturers as sterile. 
In 1940, at the time of casualties from Dunkirk, many 
of them with open purulent wounds, we had an epidemic 
of wound infection and meningitis due to Staph. aureus, 
and investigation showed that there had been a tem- 
‘porary breakdown in the arrangements for sterilisation 
of linen. The disastrous effect of this breakdown is 
seen in table Iv, which shows the incidence of infections 
-by years. During the latter part of this first period 
sulphanilamide powder was applied locally to the wound. 
Apart from an unusually bad year in 1940, due to the 


outbreak described above, and an unusually good year - 


in 1941, there was in each year a steady incidence of 
1 infection in every 20-30 cases, despite the fact that 
every effort was made to improve the surgical technique. 


DISCUSSION 


- 


Other methods of chemotherapeutic prophylaxis 
against wound infection at operation are available, 
including the systemic use of sulphonamides or penicillin, 
and intrathecal penicillin, either before or during opera- 
tion. We believe that, in the absence of pre-existent 
infection in any part of the patient’s body, these methods 
involve unnecessary trouble to all concerned—patient, 
nurses, and doctors. If calcium penicillin is not available, 
sodium penicillin in solution could be applied locally ; 
but in most cases a considerable part of it would probably 
escape from the wound before it was closed. Le Beau 
(personal communication) mixes sodium-penicillin solu- 
tion into a paste with sulphonamides at the operating- 
table for local application. 

Penicillin-sulphamezathine powder applied to the 
brain as a light frosting has proved harmless in our 


TABLE IV—INFECTIONS AT OPERATION (BY YEARS) 


Year et aoe intentions Recovered |Died 
: 1938 (May Deny oi 3 0 
19939 .. wwe & 3 
1940 .. ww 15 9 6 
41... a n 2 1 1 
194200. 6 1 
1943 s we eG 8 1 
1944 (Jan.—Nov.) sė 7 6 1 
Total  .. 51 TEET 
Local penicillin- 
nova oii Deen, 1945 1 1 0 
1946 sa sis pa 5 5 ` 0 
Jan.—March, 1947 0 0 -Q 
Total a. ee | 6 6 | 0 
hands. However, the possibility of contamination of 


_the powder with unsusceptible organisms should always 


be borne in mind. The insufflator should be charged 
with no more than a day’s supply of powder, and should 
be resterilised daily ; and the air passing into it should 
be filtered as described. i a 

The antibacterial action of the powder is evidently 
not sustained for more than 12—18 hours, but it operates 
at a time when any contaminating organisms are in 
small numbers. From the delayed onset of suppuration 
in two of our cases, in one after a second operation and in 
the other after X-ray treatment, it seems likely that 
in some cases infection did develop in spite of application 


TABLE III—ANALYSIS OF 51 CASES OF WOUND INFECTION AFTER NEUROSURGICAL OPERATIONS 


May, 1938—November, 1944 


December, 1944—March, 1947 


Type of D Infection Outcome 9 - ` Infection Outcome 
operation A ; g : 
. | g | 3B : g |8 o> 
5 |c g Type Organism Recovered | Died a 38 Type Organism | Recovered |Died 
EY Z - S Z9 , 
FOS Aror 284 | 24 | Pleocytosis 11 | None found Meningitis A urone: i 3 0 
ossa, acte 
= Meningitis 10 | Staph. aureus 7 Staph. 
: Staph. albus 2 aureus 2 
= ae 5 Diphtheroids 1 l 
Cerebral 605 | 20 | Pleocytosis 2 | None found Stitch Staph. 3 0 
(ccteopiastie: | ala auaa aniy) 
- (osteop c only 
flap). Meningitis 6 |. Friedländer 1 ; 
: | Staph. aureus 3 
B. aerogenes 1 
. Hæmolytic Celulitis Staph. 
strep. of scalp 1 aureus - 
Scalp infection 5 | Hemolytic 
s . strep. f 
- Staph. aureus 1 ° 
None found Pleocyto- None 
sis and Í 
sep y i- ; 
-caemia 
Osteitis 5 | Staph. aureus 4 
Staph. albus 1 
Infection of Staph. aureus 1 
fascial graft 1 
Brain abscess 1 | Staph. aureus 1 
Spinal 280 7 | Meningitis 4 j 0 0 0 0 


Staph. aureus 1 
1 


operations Strep. - 
i Ps. pyocyanea i 
None found 1 
: Cellulitis § 3 | Staph. aureus 2 
None found 1 
Total .. {1169 51 


—O— aaa | ES |e 
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of the powder, but was of such low intensity that it 
= would have been overcome without any signs, had there 


been no further interference with the field of operation. 
Jn a previous investigation on infections at operation. 
it was found that bacteria could be isolated from the. 


fluid accumulating in the wound after operation without 
any obvious signs.of suppuration (Cairns 1939). , 

The powder probably gives no more than slight 
assistance to the body in overcoming wound infection. 


It will not do away with all infection at operation, and. 


it is clear that penicillin in full doses by all routes will 
not prevent intense infections after operations at which 
severe contamination with virulent Staph. auréus has 
taken place (Cairns 1947). All the usual aseptic pre- 


cautions against infection at operation should therefore ` 


- be scrupulously maintained, and indeed improved. In 
our own operative technique we recognise the need for 
more regular tests of the efficiency of the numerous 
measures used to eliminate bacterial infection. The use 
of penicillin-sulphamezathine powder is an additional 
measure which appears to be valuable in brain and 
spinal operations and may prove valuable in other fields 
of surgery. 
SUMMARY 


Penicillin-sulphamezathine powder 5000 units per g.. 


was applied locally to cerebral and spinal operation 
wounds in amounts of 0-7-3 g. as a prophylactic against 
infection. No Hl effects were observed. 

Fluids in the wound usually contained more than 
0-02 unit of penicillin per ml. up to 18 hours after the 
powder had been applied. The penicillin was in greater 
concentration and persisted longer in wounds containing 
much scar tissue (from old missile wounds of the head) 
than in fresh wounds with normally vascularised surfaces. 

In 1169 consecutive major cerebral and spinal operations 
before the use of local penicillin there were 51 cases 
of postoperative infection (4:4%). In 670 consecutive 
major cerebral and spinal operations with local applica- 
tion of penicillin there were 6 cases of postoperative 
infection (0-9%). 

The local application : of penicillin- sulphamezathine 
powder is a useful additional- method of preventing 
bacterial infection at operations, but does not do 
away with the need for continuous supervision and 
improvement of aseptic surgical technique. 

The bacteriological work in connexion with these investiga- 
tions was undertaken by Prof. G. S. Wilson, Dr. E. S. Duthie, 
and Mr. R. L. Vollum, D.PHIL., to whom we wish to express 
our thanks. . 
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. The birth of a baby in many poorer families—even when 
ee “have been fully assessed for the medical costs of the 
confinement—must mean that the family budget can only be 
_ balanced by borrowing or drawing on savings. It has been said 
that children are ‘the chief cause of poverty,’ and. . 
the drain of family expenditure begins sharply at the birth of 
the first child. The various forms of assistance to mothers, 
such as maternity grants and prenatal allowances for service- 
men’s wives, go only a little way towards reimbursing this, 
expenditure. The major outlay, especially in the poorer groups 
is made in buying essential clothes and equipment rather than 
in paying medical and institutional fees. The possibility of 
bringing about substantial reductions in the costs of child- 
birth, therefore, depends more on producing cheaper baby 
-clothes, prams and other equipment than on lowering further 
the cost of medical care.” —From a report by a joint committee 
of the RoyvaL COLLEGE OF OBSTETRICIANS AND GYNÆCO- 
LOGISTS and the POPULATION . INVESTIGATION COMMITTEE. 
Population Studies, 1947, 1, 1. ý 
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Frew surgical problems have had so much attention 
as the etiology of traumatic shock ; but, because of the 
great yariations in the human response to injury, and the 
lack of any satisfactory method of measuring the severity 
of shock, the experimental approach has been used almost 


` exclusively. Unfortunately confirmation of laboratory 


findings by observations on humans has. not been sought 
as assiduously as it might have been, and many serious 
misconceptions have arisen. 

At the beginning of the war of 1939-45 one school of 


` thought held that shock was the result of extravascular 


loss of plasma through the walls of abnormally permeable 
capillaries, though it was not clear whether the plasma 
left the circulation only in the injured area (Blalock 
1930, 1931) or throughout the vascular system (Moon 
1942). When, however, studies were made on soldiers 
wounded in battle (Beecher and Burnett 1944, Stewart 


and Warner 1945), .on civilian victims of road and 


industrial accidents (Cournand et al. 1943, Evans et al. 
1944) and of air-raid. injuries (Kekwick et al. 1941, Grant 


and Reeve 1941), it was found that they were suffering 


primarily from loss of whole blood. There was no evidence 
whatever of plasma loss through the walls of abnormally 
permeable capillaries, except where it was clear that 
gross inflammatory exudation was occurring somewhere 
in the body. Such a process explains the hemoconcen- 
tration found in burns (Medical Research Council 1944), 
in peritonitis following perforation of a viscus (Scudder 
1940), and in the early stages of gas-gangrene (Stewart 
and Warner 1945). 

Recently there has come to light a serious source of 
error in studies-on experimental shock. It appears that 


TABLE I—CHANGES IN HÆMOGLOBIN CONTENT OF BLOOD 
DURING MAJOR SURGICAL OPERATIONS 


Hb (% of normal) 


Case ; 
Operation Difference 
no, : Before After l 
g E operation | operation | 
1 Removal of spinal tumour 103 103 0 
2 | Removal of meningioma ; 93 96 +3 
insertion of plate ¢ l 
7 Right temporal lobec- 105 104 .—1 
omy Loa 
8 | Removal of acoustic 89 89 0 
neuroma 

12 | Removal of tumour of 101 110 +9 5 
cervical vertebra 

14 | Extensive laminectomy 93 91 —2 

15 | Repair of dural tear in 86 89 +3 
anterior fossa of skull l 

16 | Removal of cerebellopon- 106 104 —2 
tine angle cholestea- 
toma > 

18 | Removal of spinal tumour 91 83 —8 

20 a n of septic bone 89 . 98 +9 

a ‘ 
21 Aaomin’ erineal ex- 76 78 +2 
. cision of rectum 

24 | Ceesarean section 83 83 Q 

25 Permen excision of rec- 111 105 —6 

um : 

26 | Laparotomy and colos- 102 104 +2 
tomy for intestinal 
obstruction i 

27 | Removal of pituitary 108 106 —2 
tumour 

28 | Pyelolithotomy 99 104. +5 

33 | Gastrojejunocolic 98 105 +7 
fistula undone 

44 | Laparotomy (inoperable 112 105 —7 
carcinoma) 

49 | Removal of spinal tumour 103 103 0 

53 | Jejunostomy 49 42 —7 

57 | Gastro-enterostomy 80 81 +1 

59 | Removal of acoustic 100 103 . +3 
neuroma 4 

69 | Removal of pituitary 80 93 ° +13 


tumour |. 


22 
Mean Hb change = +o =ca.+1%. 
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- organisms of the gas-gangrene group are symbiotic and 
harmless in the living muscle of dogs and cats, but when 
this tissue dies they proliferate and liberate their exo- 
toxins (Aub 1944a and b, Haxton 1944, Prinzmetal et al. 
1944). Consequently the later stages of many of the 
experiments in which muscle masses were severely 
traumatised or isolated from their blood-supply were 
studies. of an overwhelming gas infection and not of 


TABLE II —CHANGES IN HÆMOGLOBIN CONTENT OF BLOOD IN 
EARLY POSTOPERATIVE PERIOD l 


Hb at Hb 
E Interval], &fter | Alte 
i ‘ opera- |Interval!. ra- 
n0. l Operation uon, (hours) pats tion 
Be normal) 

28 | Pyalolithotomy 104 2 93 —11 
29 | Cholecystectomy and 96 I"/s 91 -5 

choledochostomy 
36 | Cholecystogastrostomy 89 4 90 +1. 
44 |*Laparotomy (inoperable 102 2 100 —2 

cancer of cecum) i 
54 | Gastro-enterostomy 116 4 110 —6 
48 | Smith-Petersen pin 73 4 73 0 
57 | Gastro-enterostomy 81 1'/, 78 —3 
61 | Appendicectomy 98 2'/s 94 —4 
69 jtRemoval of pituitary 93 6'/s5 73 — 20 

tumour 
72 :{Cholecystectomy 93 2 106 +13 

i 
Total hemoglobin change —37 
Mean hæmoglobin change —3-7 


* Died 11 hours after operation ; pulse-rate increased steadily and 
blood-pressure fell until death. . 

t Died of hypothalamic disturbance 12'/, hours after operation. 

+ Died 36 hours after operation with symptoms of left-sided cardiac 
failure, ashen grey colour, rapid pulse, pulmonary cedema. 

At the time of taking the second specimens all the patients were 


e; the venous blood when removed was unduly dark, 


dicating a slowed peripheral circulation. 


shock. Where such experiments were repeated in the 
presence of sufficient sulphonamide to prevent infection, 
many of the characteristic signs of shock did not develop, 
except when relatively enormous quantities, amounting 
almost to a fifth of the total muscle bulk, were isolated 
from their blood-supply and placed in the peritoneal 
cavity (Fowler 1944). Since comparable injuries are 
extremely rare in màn, it is very doubtful whether the 
findings of these experiments have any bearing on 
“ shock ” in the patient admitted to hospital after a road 
accident. 
Though our ideas about experimental shock are once 
more in the melting-pot, the investigations already 
mentioned (Stewart and Warner 1945, Beecher and 
Burnett 1944, Evans et al. 1944, Cournand et al. 1943) 
have gone far to give us some real insight into the signi- 
ficance of traumatic shock in man. Also the circulatory 
disturbances associated with burns have been greatly 
clarified by the Medical Research Council (1944). Post- 
operative shock, though the commonest variety, has not 


received the attention which is its due, and it is with 


this type that the present paper is concerned. 


METHODS 


Venous blood was withdrawn after minimal stasis 
from patients before, during, and after operation. The 
hemoglobin content was estimated after Van Slyke et al. 
(1945) from the blood and plasma specific gravities, 
which were determined either by Van Slyke’s. copper- 
sulphate method or the falling-drop method (Barbour 
and Hamilton 1926), the latter being exclusively used 
when. capillary blood was being studied. It was assumed 
that the ‘:plasma-protein contents of venous and capillary 
blood were identical. Final blood volumes were estimated 
from the alteration in hæmoglobin produced by the 
rapid injection of a pint of plasma (Bushby et al. 1940). 
‘The predperative blood volume was assumed. to be 
4.0 ml. per lb. of body-weight. A 3:2 mixture of potassium 


and ammonium oxalates was used as an anticoagulant, . 
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and the necessary correction in the blood and plasma 
specific gravities was made. | 


RESULTS 


There was no significant alteration in the hemoglobin 
content during major operations (table 1), nor was 
hemoconcentration in evidence in a series of 26 cases 
where the amount of hemoglobin was determined only 
postoperatively—cf. the results of Underhill et al. 
(1923), Scudder (1940), and Gordon (1945) in burn 
shock in man. Some patients were followed for some 
hours after operation, and none of them showed any 
tendency to hemoconcentration in this period (table 1). 
Gross rise in the capillary red-cell count was a feature of 
shock in the war of 1914-18 (Cannon et al. 1919); in 
the present study the capillary and venous blood hæmo- 
globin content was therefore determined in 11 patients 
manifesting greater or less degrees of shock after major 
thoracic operations ; as in the study of air-raid casualties 
(Kekwick et al. 1941) the mean difference was negligible. 
The blood volume at the end of some operations was 
sharply reduced (table m1), but the unaltered hemo- 
globin levels indicated that the patients were suffering 
from loss of whole blood in quantity sufficient to explain 
their shock. It therefore seems that in these patients, 
who constitute a fair cross-section of the population of 
a surgical hospital, shock was not due to extravascular 
plasma loss from either local or general increase in 
capillary permeability. 

DISCUSSION - 


It may be argued that in the above cases hæmodilution 
resulting from hæmorrhage cancelled any tendency to 
hæmoconcentration from ‘shock (cf. Moon 1942). Even 


if this were true, the conclusion stated in the last para- 


graph still holds, for the steady hæmoglobin concentration 
indicates that the patients studied were adding enough 
fluid to their circulating volume to make good any loss 
through abnormally permeable capillaries. Extravascular 
plasma loss will not, therefore, account for the fatal 
progressive circulatory failure which appeared in two 
patients, nor for the syndrome of pallor, contracted veins, 


-and dark venous blood manifested by most patients. 


TABLE III—VOLUME OF CIRCULATING BLOOD AT THE END OF 
SOME MAJOR SURGICAL OPERATIONS 


Hb. (% Blood- Blood 

' of pressure | volume ; 
Case! Operation |e | (mm. Hey Emo |Deneit|  % 
0. : 


(litres)! deficit 


12 | Removal of 70 | 3:36) 2:59 
chondroma 
of cervical 
vertebra 

15 | Repair of| 85 75 |155 88 
dural tear 

27 | Removal of | 108| 105 |135|) 90 
cerebral 
tumour 

40 | Removal of | —/ 94/140) 90 
prolapsed ; 
interver- 
bral l 

*56 | Splenectomy | —/ 95 | 120 75 
for spleen 
ruptured 
30 hours 
earlier : 

32 | Removal of | — | 109 |125) 80 

. acoustic 
neuroma 

101 | Resection of | —| 96 | 140 70 
osteomye- 

3 litic skull 

160 | Pneumon-| — 
ectomy 


6-16 
5°88 


3°75 
3°54 


4:76) 3:12 . 


7-28 


5-04 1-08 22 


4:48 1:78 | 40 


108 | 120| 100 | 5-56) 3-51) 2-25 40 


* This patient received a pint of blood and a pint of plasma, a 
grossly medegunie replacement, and died, about 4 hours after 
operation, of further hæmorrhage from the splenic pedicle. 

Initial blood volumes were calculated on the basis of a normal of 

ml. per lb. of body-weight. In case 56 the initial blood 
volume is that before the accident. ` 
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After neurosurgical and thoracic operations, where 
‘ 700-1500 ml. or more of blood may be lost (White et al. 


1938, White and Buxton 1942), deficiency of the peri- - 


pheral circulation, but not its progressive failure, may 
rightly be ascribed to exsanguination. In abdominal 
surgery, however, where blood-loss rarely exceeds 
500 ml. (Oppenheim et al. 1944, Coller et al. 1944, 
Wangensteen 1942, Coller and Maddock 1932, Gatch 
and Little 1924), mere hemorrhage will not explain 
the appearance of the shock syndrome. As the theories 
of hexmoconcentration from extravascular plasma loss 
are no longer tenable, it is necessary to formulate some 
other hypothesis to explain the development of progres- 
sive circulatory failure immediately after operation. 

It may be that local circulatory stasis of the type 
originally suggested by Malcolm (1905) may provide the 
explanation, especially as Stewart and Rourke (1938) 
have shown that after operation as much as 30% of the 
blood volume may disappear from the active circulation 
without any commensurate loss to the exterior and 
without hzemoconcentration. It may, however, be that 
blood volumes are but little reduced, and that the heart 
muscle is poisoned partly by the anesthetic and partly 
by the tissue anoxia induced by lowered blood-pressure. 
Despite the general belief to the contrary, based on the 
researches of Mann (1914, 1915), there is sound evidence 
that sooner or later the heart muscle fails in shock. Thus 
Wiggers and Werle (1942) have shown that a normal or 
even raised venous pressure may coexist with a reduced 
cardiac output in the terminal stages of experimental ,’ 


exsanguination, while Kohlstaedt and Page (1944) des- 


cribed cardiac dilatation in similar circumstances. Further, 
Grant and Reeve (1941) have noted temporary cardiac 
irregularities, extrasystoles, pulsus alternans, and auricular 
. fibrillation in man during shock from air-raid injuries. It 
is obvious that further study of these aspects of the shock 
problem is required. 
SUMMARY 

Blood changes associated with the onset of shock in 
man were studied by determining the blood and plasma 
specific gravities. 

Hemoconcentration plays no part in the development — 
of shock during or after operation. 

Other possible causes of progressive circulatory failure 
after operation are discussed. 
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MENINGITIS due to Haemophilus influenzæ (Pfeiffer’s 
bacillus) is the commonest form of meningitis, except 
tuberculous meningitis, in children under the age of two 
years (Lindsay et al. 1940). Its mortality, before 
specific therapy was introduced, was very high. Mutch 
(1941), in his review of this subject, cited several series 
in which the mortality in children under two yèars old 
was 96:7-100%. With the introduction of sulphonamide 
therapy some recoveries were reported.. Type-specific 
anti-influenzal rabbit serum, together with sulphon- 
amides, reduced the mortality still further, and Alexander 
(1943), in a series of 75 cases so treated, reported a 
mortality of only 26%. Turner (1945), however, using 
similar treatment, had a 50% mortality in 20 cases 
treated. Type-specific serum is not yet obtainable to any 

ge extent in this country. 

It is now known that H. influenze is sensitive to 
penicillin, but to a variable‘extent. Gordon and Zinne- 
mann (1945), by incorporating penicillin in their medium, 
showed that in vitro 16 out of 18 meningeal strains of 
H. influenze were completely inhibited by 2-5 units of 
penicillin per c.cm. of medium, and the other 2 were 
partly inhibited. Even with 0-5 unit of penicillin per 
c.cm. of medium, the growth of 3 strains was completely 
inhibited and that of 6 partly. ] 2 

McIntosh and Drysdale (1945) reported a recovery 
folowing treatment with intrathecal. penicillin and 
sulphamezathine in a case of influenzal meningitis 
(Pittman type B) sensitive by in-vitro tests to penicillin, 
_ sulphamezathine, and sulphathiazole. The details of 
the technique used were not given, but they stated that 
the sensitivity was not so great as that of the standard 
staphylococcus. Forgacs et al. (1945) also reported a 
cure following treatment with sulphadiazine and intra- 
muscular penicillin where the organisms were sensitive 
by in-vitro tests to both sulphadiazine and penicillin, 
the sensitivity to penicillin being of the same degree 
as that of the standard Oxford strain of staphylococcus. 

The following cases are reported to emphasise that, 
even in infections with strains of H. inflwenze which are 
relatively insensitive to penicillin by. in-vitro tests, 
recovery can be expected if massive doses of penicillin 
are given together with sulphonamides. 


CASE-RECORDS 
Case 1.—A boy, aged 10 months, was admitted to hospital 
on March 14, 1946, after a day’s vomiting and a convulsion. 
He was cyanosed and dyspnosic. For four days he was given 
penicillin intramuscularly and sulphadiazine by mouth as a 
case of pneumonia. 
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Because of the appearance of neck stifiness, his cerebro- 
spinal fluid (c.s.F.) was examined, and meningitis due to 
H. influenze, Pittman type B, was diagnosed. Penicillin 
was given intrathecally, and the c.s.F. became sterile, the 
temperature normal, and the baby was apparently cured ; 
but there was a relapse. Further intrathecal penicillin was 
injected ; but the c.s.F. still contained H. influenze after six 
injections of 30,000 units, so it was discontinued. The further 
doses of intrathecal and intramuscular penicillin and oral 
sulphadiazine in the doses given did not control the infection, 
and the infant died on June 9. 

Permission for necropsy was not obtained. 
tests using 10 units of penicillin per c.cm. showed the organisms 
to be insensitive. 

Total dosage : intrathecal penicillin 550,000 units; intra- 
muscular penicillin 4,740,000 units; sulphadiazine 125 g. 
(fig. 1). 


In the light of later knowledge, the relapses in case 1 
were due to reinfection of the meninges from bacteremia, 
which was not controlled owing to inadequate intra- 
muscular penicillin. It is possible that intensive 
intramuscular as well as intrathecal penicillin and 
oral sulphadiazine, as in case 2, would have led to 
recovery. . 


Case 2.—A girl, aged 19 months, was admitted on August 5, 
1946, after ten days’ weakness, vomiting, and slight neck 
stifiness. Meningitis due to H. influenza, Pittman type B, 
was diagnosed. The organism was reported insensitive to 
penicillin and sulphadiazine. 

Rather empirically, she was given two intrathecal injections 
of penicillin and oral sulphadiazine, but she continued to go 
downhill. Then, since her condition was so critical, it was 
thought justifiable to try massive doses of penicillin. She 
was given ten intrathecal injections, each of 50,000 units of 
pure crystalline penicillin, and 960,000 units of penicillin 
intramuscularly daily (120,000 units three-hourly). After 
four days there was a striking improvement, and after two 
weeks she was afebrile, the c.s.F. was sterile, and she was 
playing with her toys. The dramatic change was maintained 
bes complete recovery, and the patient was discharged on 

ct. 26: 

Total dosage: intrathecal penicillin 535,000 units; intra- 
muscular penicillin 47,670,000 units; sulphadiazine 65 g. 
(fig. 2). 


In view of the bacteriological reports that the organisms 
were insensitive to 10 units of penicillin per c.cm., and 
10 mg. of sulphadiazine per 100 c.cm., intrathecal 
penicillin was discontinued, with the gradual deteriora- 
tion of her condition. After receiving massive doses 
of intrathecal and intramuscular penicillin the child 
recovered. 


Case 3.—A girl, aged 10 months, was admitted on Oct. 2, 
1946, after a day’s illness, with a convulsion and vomiting. 
The neck was slightly rigid, and the left drum was red and 
congested. The c.s.F. grew H. influenze, Pittman type B. 
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Fig. |—Fatal case of influenza! meningitis 
peniciliin being inadequate. 


DR. GOTTLIEB, DR. FORSYTH: H. INFLUENZZ MENINGITIS IN INFANTS 


Sensitivity — 


POOR | POOR} POOR [POOR 


120,000 


(case 1), dosage of intramuscular 


{auaust 2, 1947 165 


GENERAL CONDITION | FAIR | POOR | POOR 


POLY MORPHS/cm 
LYMPHOCYTES » 
PROTEIN 

(mg. per 100 c.cm.) 


Ea 


HIGHEST 101 
DAILY 
TEMPERATURE 99F-*! 


97 
INTRATHECAL 40 


PENICILLIN 
Thou. units per day 20 k 


one n ecageoe 


800 
INTRAMUSCULAR 600 
PENICILLIN 400 


960,000 
Thou. units per day Ban 


SULPHADIAZINE 
BY MOUTH 
(g. per day ) 


40 50 60 70 
DAYS 


Fig. 2—Chart of case 2, showing effect of massive doses of peniciliin in 
influenza! meningitis. 


Owing to our previous experience, intensive parenteral 
penicillin therapy, with sulphadiazine by mouth as a possible 
synergist, and intrathecal 
injections of pure crystal- 
line penicillin were started 
immediately.. Three hours 
after the ninth intrathecal 
injection the baby had |S 
convulsions and cerebral 
irritability, and remained 
pale, shocked, and uncon- 
scious for six hours. No 
more intrathecal penicillin 
was given. Thereafter, she 
continued to recover, Was 
perfectly well two weeks 
after the onset of the ill- 
ness, and was discharged 
on Oct. 26. 

Total dosage : intrathecal 
penicillin 350,000 units ; 
intramuscular penicillin 
5,760,000 units; sulpha- 
diazine 39 g. (fig. 3). 

Despite the bacterio- 
logical reports that these Fig. 3—Chart of case 3. 
organisms were insensis . ~ 
tive to 10 units of penicillin per c.cm. and 10 mg. of 
sulphadiazine and sulphathiazole per 100 c.cm., intensive 
therapy was instituted with intramuscular and intrathecal 
penicillin and oral sulphadiazine. Later, the 
treatment was fully justified when it was 
reported that the organisms were sensitive to 
100 units of penicillin per c.cm. 

Case 4.—A girl, aged 23 months, was admitted 
on Jan. 8, 1947, with three days’ history of fever 
and nausea and a day’s history of cough. She 
had signs of bronchopneumonia involving both 
lungs, and meningitis with strabismus. The C.s.F. 
contained H. influenza, Pittman type B. 

Treated with intrathecal and intramuscular 
penicillin and with sulphamezathine by mouth, she | 
rapidly improved. On Jan. 17 the c.s.F. appeared 
clear and contained 6l polymorphs per c.mm. 
The intrathecal injections were then stopped. On 
the 19th she rolapsed, and eight more intrathecal 
injections of pure crystalline penicillin were given. 
On the 27th the c.s.F. was clear and contained 
only. 2 cells per c.mm.; so the intrathecal injec- 
tions were again discontinued. She relapsed, 
however, again on the 30th, and seven more daily 
intrathecal injections of pure crystalline. penicillin 
were given; she made an uninterrupted recovery 
this time and was discharged on Feb. 27. 
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Fig. 4—-Chart of case 4. 


Total dosage : intrathecal penicillin 1,040,000 units ; intra- 

muscular penicillin 33,430,000 units; sulphamezathine 
24 g. (fig. 4). 
. This case confirms the necessity for enormous doses 
of penicillin, and emphasises the importance of continu- 
ing the daily intrathecal injections for at least seven 
days after the c.s.F. has become sterile. It also shows the 
necessity for the same large doses of penicillin when a 
relapse occurs. Finally, it demonstrates the relative 
safety of these large intrathecal doses of pure crystalline 
penicillin, when administered carefully under strictly 
aseptic precautions, in a strength of 10,000 units of pure 
penicillin per c.cm., each dose being made up separately 
in a sealed glass ampoule. 


NOTE ON BACTERIOLOGY (E. N. ALLOTT) 


The organisms isolated in all four cases were typical 
H. influenzæ and were all identified by Dr. E. A. 
Straker as belonging to Pittman type B. 

The routine testing of penicillin sensitivity in this 
laboratory is carried out by the punched-plate method, 
one drop of penicillin solution, 10 units per ml., being 
dropped into the punch-hole. -By this technique the 
strains from cases 1 and 2 were found to be penicillin- 
insensitive. They were also resistant to 10 mg./100 ml. 
of sulphathiazole and sulphadiazine. 

In view of the satisfactory response of cases 1 and 2 
to penicillin therapy, the organisms from cases 3 and 4 
were tested against higher concentrations of penicillin. 
With the same technique, but with three concentra- 
tions of 10, 100, and 1000 units/ml., the strain from case 3 
gave no inhibition, 6.mm., and 15 mm. zones respectively 
with the three concentrations, whereas that from case 4 
gave respectively 5 mm., 9 mm.,and 14mm. We have 
consistently found that with a concentration of 10 
units/ml. the Oxford staphylococcus shows a zone of 
12 mm. 

It is impossible from these observations to give an 
exact figure for the concentration of penicillin required 
- for inhibition of H. influenza, but it is probably more 
than 10 and less than 100 times as much as that which 
inhibits the staphylococcus. It is obvious that the 
strains from cases 3 and 4 differed in sensitivity consider- 
ably, that from case 4 being very much more sensitive 
than that from case 3. 

From this work it is clearly unjustifiable to say that 
an organism is insensitive to penicillin merely from the 


results obtained on a punched plate with 10 units of 
penicillin per ml. Much higher concentrations of 
penicillin must also be tested. v 


DISCUSSION 


The clinical features of H. influenzæ meningitis resemble 
those of the other types of pyogenic meningitis, and the 
diagnosis can only be made by bacteriological examina- 
tion. Most of the cases reported were of the Pittman 
type B, which shows a variable sensitivity to sulphon- 
amides and penicillin. Ideally, sulphonamides, penicillin, 
and anti-influenzal serum should be administered 
simultaneously, and Paterson (1946) reported the rapid 
cure of .2 such cases. We could not obtain supplies of 
the serum, but we found the following régime of treat- 
ment to be successful in the 3 infants so treated. A 
further case treated on these lines in the Brook Hospital 
under the supervision of Dr. J. V. Armstrong, the 
medical superintendent, also recovered. 

Régime of Treatment in Infants 

(1) As soon as pyogenic crenata. was, Ja. 30,000 
units of pure crystalline penicillin was given intrathecally 
daily, and 60,000 units of penicillin was given intramuscularly 
three-hourly to combat the bacteræmia which is so common 
in influenzal meningitis (Neter, in 1942, noted bacteræmia 
in 11 out of 17. cases examined). 

(2) Sulphadiazine 1 g. as an initial dose, followed by 
0-5 g. four-hourly, under the age of two years. This was 
given because of a possible synergic effect (Bigger 1944). 

(3) When the diagnosis of influenzal meningitis was con- 
firmed, and the organisms were found to be sensitive to 
penicillin in vitro, the treatment recommended by Smith 
et al. (1946) for pneumococcal meningitis was given. | 

(4) If the organisms were relatively insensitive, 50, 000. 
units of pure crystalline penicillin was given daily intra- 
thecally for at least seven days after the c.s.F. became sterile, 
and 120,000 units three-hourly intramuscularly at the same 
time. 

(5) Intramuscular penicillin and sulphadiazine by mouth 
were continued for two weeks after the c.s.F. became sterile. 
A reduced dose of sulphadiazine was given in the second week. 

(6) The sarne intrathecal doses of penicillin were given 
for a relapse. 


Reactions to the lanes intrathecal doses of penicillin 
are rare. McIntosh and Drysdale (1945) reported an 
attack with convulsive movements lasting six hours, 
following treatment with 50,000 units of penicillin intra- 
thecally on one occasion. We noted a similar attack 
lasting six hours after treatment with 50,000 units of 
pure crystalline penicillin on one occasion only. The 
C.s.F. during the attack showed no obvious pleocytosis. 
If such a reaction occurs, a reduced dose of penicillin, 
preferably from a different batch, should be given. 


SUMMARY 


Four cases of meningitis in infants, due to strains of 
H. influenze relatively insensitive by in-vitro tests to 
penicillin, are reported ; three of these cases responded . 
to massive doses of penicillin. 

A régime of treatment found to be effective in infants 
is described. 

It is suggested that before an organism is reported as 
insensitive to penicillin in vitro much higher concentra- 
tions than 10 units/ml. must be tried. 

Our thanks are due to Dr. B. A. Young, cipdival 4 superin- 


tendent of St. Alfege’s Hospital, for his coöperation and 
encouragement. 
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H. INFLUENZ# MENINGITIS WITH 
RECOVERY 
REPORT OF A CASE 


JOHN GERRARD 
B.M. Oxfd 


LATE RESIDENT MEDICAL OFFICER, KING EDWARD VII MEMORIAL 
CHILDREN’S HOSPITAL, BIRMINGHAM 


SEVERAL cases of meningitis due to H. 
treated with penicillin have already been reported in 
Britain (Forgacs et al. 1945, McIntosh and Drysdale 1945, 
Drysdale et al. 1946), and Zinnemann (1946) has lately 
reviewed the British and American reports, adding 13 
further cases. 

In addition to sulphadiazine and systemic penicillin, 
the present case received a solution of pure crystalline 
penicillin intrathecally, with striking freedom from 
side-effects. 


On Oct. 26, 1946, a girl, aged 15 months, was admitted to 
the King Edward VII Memorial Children’s Hospital under 
the care of Dr. A. V. Neale. She was the youngest of five 
children, all of whom had catarrhal infections at the time. 

Two days before admission she vomited twice and became 
irritable. The day before admission she had a rigor, her neck 
was a little stiff, and she failed to recognise her mother. 
Kernig’s sign at this time was negative. She was given 0:5 g. 
of a sulphonamide by mouth, repeated after four hours and 
followed by 0:25 g. four-hourly. 

On admission she was flushed and irritable but well 
nourished, with a purulent nasal discharge. Temperature 
103-8°F, pulse-rate 132, respirations 25 per min. Fontanelle 
full but not bulging; throat injected; ears, heart, lungs, 
and abdomen clinically normal; neck not notably stiff; 
Kernig’s sign negative, but Brudzinski’s sign positive; knee 
and ankle jerks present and equal on the two sides ; abdominal 
reflexes present; plantar responses flexor. 

Lumbar puncture produced a turbid fluid under increased 
pressure, containing 2600 polymorphs per c.mm.; no sugar; 
protein 50 mg. and chlorides 670 mg. per 100 c.cm. Penicillin, 
20,000 units, was introduced into the subarachnoid space by 
the lumbar route. 

Microscopy of the cerebrospinal fluid (c.s.F.) revealed many 
gram-negative bacilli, which culture proved to be H. in fluenzæ, 
sensitive to both penicillin and sulphadiazine. The organism 
was not typed according to Pittman’s classification (Pittman 
1931, 1933). 

White-cell count (blood) : 
morphs 20°, monocytes 3%, eosinophils 2%, lymphocytes 
15%). ~ 

Treatment consisted of sulphadiazine by mouth, 
penicillin intramuscularly, intrathecally, and intracisternally. 
Initially, all the penicillin used was ‘“‘ impure,” containing only 
1450 units per mg. The dosage of intramuscular penicillin 
was 10,000 units three-hourly, increased after forty-eight 
hours to 30,000 units three-hourly; and of sulphadiazine 
1-5 g., followed by 1 g. six-hourly for twenty-four hours and 
thereafter 0:75 g.. six-hourly, subject to increase or decrease 
as necessary to maintain an average blood-sulphadiazine 
level of 15 mg. per 100 c.cm. 


Progress 

‘The initial improvement was dramatic. Two days after 
admission, the fifth day of the illness, the child was alert, took 
an interest in her surroundings, and recognised her parents 
for the first time since admission. Her temperature fell to 
99°F, and the c.s.F. contained only 4 cells per c.mm., with 
no organisms, and was sterile on culture. 

Next day, the sixth day of the illness, the c.s.Fr. cell-count 
rose to 97 per c.mm., and penicillin 20,000 units was therefore 
introduced into the subarachnoid space by the lumbar route. 
This process was repeated daily for four days, by which time 
a dry tap was obtained. 

It was hoped that the meningeal infection had been over- 
come, but the temperature did not settle. On the twelfth day 
of the.illness there was again clinical evidence of meningeal 
irritation, and two days later a solitary gram-negative bacillus 
‘was seen on microscopy of the ¢.s.F. 

At this juncture an unsuccessful attempt to obtain strepto- 
mycin was made. However, crystalline sodium penicillin 


influenz@ 


9500 per c.mm. (neutrophil poly-” 


and | 


(prepared by Glaxo Laboratories) became available, and with 
this ‘‘ pure ” penicillin it was hoped that the ‘“‘ gumming up ”’ 
of the lumbar subarachnoid space might be avoided. This 
preparation contained 1650 units per mg. 

On the sixteenth day of the illness Prof. F. A. R. Stammers 
performed a cisternal puncture under general ansesthesia, 
withdrawing about 10 c.cm. of turbid freely flowing fluid and 
introducing 40,000 units of the pure penicillin. After this a 
burr hole was made in order to introduce penicillin into the 
right lateral ventricle, but the ventricle could not be located. 

Two days later daily cisternal punctures under local 
anesthesia were initiated, and on each occasion 40,000 units 
of pure penicillin was introduced after the withdrawal of 
5-10 c.cm. of ¢.s.F., which always flowed freely. Except on 
two occasions, when the child vomited immediately after 
the cisternal puncture, no untoward effects appeared: even 
on these two occasions, having vomited, the child sat up and 
played cheerfully. : 

After seven days the introduction of penicillin into the 
subarachnoid space was discontinued. Further progress was 
uneventful. The child was discharged on Dec. 3, thirty-four 
days after admission, bright and cheerful, with no evidence 
of cerebral impairment. 

Her subsequent progress at home has been satisfactory. 
When last seen, on Jan 21, 1947, there was no evidence of 
any residual lesion. (For additional details of treatment and 
progress sce figure.) 


DISCUSSION 


The intrathecal use of penicillin has: not yet been 
standardised. Complications with large dosage, such as — 
‘cumming up” of the lumbar subarachnoid space 
(Smith et al. 1946) and convulsions following the intro- 
duction of penicillin directly into the lateral ventricles. 
(Johnson and Walker 1945), have hitherto necessitated 
the use of penicillin both in comparatively small dosage 
and by two or more routes in the course of treatment— 
e.g., directly into the lateral ventricles and/or into the 
cisterna magna besides the lumbar route—in those 
types of meningitis which do-not respond readily, if at 
all, to systemic penicillin and/or sulphonamides. 

In the present case the patient tolerated the daily 
introduction of 40,000 units of pure penicillin into the 
cisterna magna with no complications other than a small 
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vomit on two occasions. There were no convulsions, 
nor was there ever any evidence, with this preparation, 
of a block developing in the subarachnoid space. In four 
subsequent cases of non-meningococcal meningitis treated 
at this hospital, 40,000-80,000 units of pure penicillin 


-has been introduced into the subarachnoid space daily 


by the lumbar route without causing cerebral irritation 
or hindering the flow of c.s.r. This is a happy improve- 
ment on the results obtained with less pure preparations 
of penicillin. It is therefore felt that the use of crystalline 
penicillin will facilitate the treatment of meningeal 
infections. Dr. A.‘L. P. Peeney (personal communication) 
has found that penicillin introduced, into the lumbar 
subarachnoid space will reach the ventricles within 30 
a longer 
time is required to obtain the maximal concentration of 
penicillin in the ventricles. 

It is hoped that the lack of local reaction to the intro- 
duction of pure penicillin into the lumbar subarachnoid 
space will enable a greater proportion of patients to be 
treated without recourse to cisternal and/or ventricular 
punctures, for the introduction-.of penicillin into the 
cisterna magna, when the patient is uncooperative and 
has neck rigidity with head retraction, is more dangerous 
than its introduction by the lumbar route. Experience, 
however, may prove it advantageous to introduce 
penicillin initially more centrally. Gaisford (1946) 
believes: that the intrathecal introduction of penicillin 
in non-traumatic meningitis is a retrograde step, and 


_ that sufficient concentrations of penicillin. can be obtained 


by its systemic use alone. In the present ease the patient 
received 240,000 units of penicillin intramuscularly daily 
and yet relapsed. It is therefore considered necessary 


| to give penicillin locally as well as systemically where 


the causal organism is not the meningococcus but is 
sensitive to penicillin in therapeutic concentrations. 
Streptomycin may possibly take the place of penicillin 


in*the treatment of meningitis due to H. influenzae’ 


(Birmingham et al. 1946, Nussbaum et al. 1946), but 
Alexander (1946) reports that H. influenze may rapidly 
develop a high degree of resistance to streptomycin. In 
such cases penicillin will still be utilised. 
severe reactions with the preparations of streptomycin 
now obtainable are, according to Cairns et al. (1946), 
not uncommon, though the purer preparations are 
reported (Madigan et al. 1947) to be less toxic. 


I wish to thank Dr. A. V. Neale for permission to publish 
this case; Prof. F. A. R. Stammers, Drs. E. C. Allibone, 
A. L. P. Peeney, W. Cant, and H. Baar for their help and 
advice; and Sir Leonard Parsons for his criticisms. 
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. Before individual output can rise significantly we 
have to repair the loss of that neighbourliness and loyalty 
which flourished so magnificently in the war and withered so 
quickly in the peace. This loss touches the human spirit and 
is not to be made good by clever planning; nor by induce- 
ments at the expense of the man next door; nor by threats 
of direction of labour. . We are all to blame for this decay 
of friendliness.”"—Mr. DAVID EccLEs, M.P., in a letter to the 
Times, July 29. 
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GRANULAR PROCTITIS 


TREATED WITH SUCCINYL-SULPHATHIAZOLE ` 
SUPPOSITORIES 


Ernest H. CLUER 
M.R.C.S. 
LATE RESIDENT MEDICAL OFFICER, ALBERT 
LONDON 
GRANULAR proctitis occurs as a late souligation of, 
or concurrently with, dysentery affecting the lower 
bowel. It has to be distinguished from chronic bacillary 
dysentery, chronic intestinal amebiasis, mucous colitis, 
and low-grade chronic idiopathic ulcerative colitis. The 
following cases illustrate the symptoms and clinical 
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course of the condition. 


Case 1.—A man, aged 44, while in Palestine fifteen months 
earlier, had an attack of acute dysentery, with severe consti- 
tutional illness. This had cleared after treatment with. 
sulphaguanidine tablets, but looseness of stools persisted, 
with passage of blood and slime at end of defecation. 

Ameebiasis had been diagnosed and treated with emetine 
injections, emetine bismuth iodide (E.B.1.) capsules, and 
chiniofon pills. Diarrhoea and discharge had ceased. 

Four months before admission to hospital he had returned 
to England and had a relapse of blood and muco-pus in stools; 
no diarrhea, but stools semi-solid. 

On admission to hospital on Jan. 21, 1946: no abnormal 
physical signs on general examination; but sigmoidoscopy 
showed reddened friable granular mucosa, extending 10 cm. . 
into rectum. Mucus and pus on surface only. No ulcers seen. 
Mucosa above this area perfectly normal. 

Scrapings examined microscopically showed pus ‘cells, 
macrophage cells, and red cells. No Entameba histolytica 
seen. Cultures on MacConkey media produced Bact. coli only. 

Blood-count revealed no leucocytosis and was within normal 
limits. 

Post-dysenteric granular proctitis was diagnosed, and a 
course of succinyl-sulphathiazole tablets 6 g. daily was started, 
together with a retention enema of succinyl sulphathiazole 
6 g. to 3 fluid oz. of mucilage daily. 

Ten days later proctoscopy revealed a granular bleeding 
area, 2 in. from the external sphincter. Appearance of mucosa 
suggested little improvement otherwise. Patient’s symptoms 
persisted. 

It was suggested that succinyl sulphathiazole might be 
incorporated in a suppository so that the active sulphonamide 
could be brought into intimate contact with the granular 
and purulent areas without the waste involved in retention 
enemas. The formula and method of preparation as devised 
by Mr. Barclay, the hospital pharmacist, are given below. 

One suppository was inserted each night well inside, the 
anal canal and retained atleast twelve hours. The oral adminis- 
tration of succinyl sulphathiazole was continued as before. 

Ten days later, proctoscopy showed a slightly granular and 
rather plicated mucosa, which bled easily if injured, but no 
mucus or pus was seen. 

Report on stools: well-formed stool ; a few red cells only. 

Patient remained well throughout treatment and was 
discharged with a supply of suppositories, being instructed 
to insert one on alternate nights for a month. He attends 
regularly each month to report progress. 

He has remained without symptoms five months, and 
repeated stool investigations give no further evidence of blood, 
mucus, or pus. 


Case 2.—A man, aged 32, had noted blood and slime on. 
the stool after defecation when in Persia two years earlier. 
Feces had been solid and of normal colour and consistence. 
He had been investigated but not treated. 

Fifteen months before admission to hospital he had had, 
in Normandy, two attacks of diarrhea at an interval of seven 
days, each attack lasting two days, with blood and mucus 
in stools, and moderate illness. Treated with sulphaguanidine 
tablets the condition had cleared. 

Sigmoidoscopy after treatment had led to diagnosis of 
amoebic dysentery, E. histolytica cysts having been found. 
He had been treated with emetine injections, E.B.I. capsules, 
and chiniofon enemas. 

For the last three months until admission to hospital he 
had had persistent blood and muco-pus on a well-formed stool 
after defecation. There was no loss of weight and no illness. 
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On admission : no abnormal physical signs. . 

Sigmoidoscopy showed redundant mucosa with blood and 
mucus exudate; granular friable mucosa, extending 10 cm. 
up the rectum ; perfectly normal appearance above this area. 

Scrapings: pus cells, macrophage cells, and red cells; 
no E. histolytica or ova seen. 

Blood-count : no leucocytosis and otherwise normal. 

Post-dysenteric granular proctitis was diagnosed and 
treated as in case 1. 

Proctoscopy a week later showed a rapidly healing mucosa 
still granular and easily injured. 

Patient was then discharged but had to be readmitted two 
weeks later owing to a return of symptoms. 

Proctoscopy on readmission revealed a friable mucosa with 
a smal] triangular area of ulceration 11/, in. from the external 
sphincter. 

Scrapings: polymorphs, red cells, 
vegetative forms. 

A course of £.B.I. capsules and chiniofon retention enemas 
was started immediately. 

After ten days proctoscopy showed granular mucosa with 
pin-point hemorrhages and pus, and stools contained red cells 
and polymorphs as before. 

The condition was therefore still regarded as one of granular 
post-dysenteric proctitis. 

Treatment with succinyl-sulphathiazole suppositories was 
instituted as in case 1, and, a week later, proctoscopy disclosed 
a healed mucosa with no purulent or hemorrhagic areas. 
Scrapings showed red cells only. 

Patient was discharged with a supply of suppositories, and 
he wrote on June 22 that his symptoms had completely abated 
after the diligent use of the suppositories for a month. 


Case 3.—A man, aged 41, had undergone hemorrhoid- 
ectomy in 1945 after an acute attack of diarrhea with blood 
and mucus in the stools. 

On discharge from hospital in Persia his symptoms had been 
very much worse than when he had been admitted. He had 
been told that he had “inflamed skin tags” and ‘that he 
would improve with perseverance and a little ointment. 

Each day, after a bowel action, he had noted blood, slime, 
and pus on his stool. There had been a good deal of pain and 
tenesmus, and constitutional signs had been more marked than 
in cases l and 2. - 

On returning to England he had had “excessive granula- 
tions scraped and cauterised.’’ Nevertheless the discharge 
had continued, and he had had much pain and tenesmus. 

Another operation had heen performed for the removal of 
@ sinus, and he had been relieved of much of his pain, but not 
of, his discharge. 

On admission, on June 17, 1946, his general condition was 
satisfactory, with no abnormal physical signs. Blood-count 
and barium enema. revealed no abnormality. 

Sigmoidoscopy showed a reddened granular mucosa with 
conspicuous superficial pitting. Pin-points of pus and blood 
were situated in this area about 5 cm. from the external 
sphincter. Above this the mucosa appeared normal. The area 
described was very friable and bled on sigmoidoscopy. 

Scrapings: red cells, pus cells, and gram-negative 
organisms ; no E. histolytica. Cultures grew Bact. colt. 

There was also an eczematous condition (cedema with 
exudate of lymph) of the anal canal and circumanal skin. 
At some time sulphathiazole powder had been insufflated to 
alleviate his condition. Since this had been followed by an 
immediate exacerbation of symptoms, with marked increase 
in pain and onset of irritation, the eczema was thought to be 
an allergic reaction to sulphathiazole, probably aggravated 
by the continuous discharge from the area of granular proctitis. 

A palliative drying paste (‘Siccolam’) was ‘applied to the 
weeping area of circumanal skin and in the anal canal, and. 
a course of parenteral penicillin 100,000 units three-hourly 
was started in an effort to clear the rectal infection. In all, 
51/, mega units of penicillin was given. 

Six days later a report on. tho fæces indicated that pus and 
blood-cells were still present, and proctoscopy disclosed little 
or no improvement. - 

It was decided to use succinyl-sulphathiazole suppositories 
as in the previous cases while continuing to counteract the 
circumanal eczema with the bland paste. No allergic manifes- 
tations followed the use of succinyl sulphathiazole. 

Proctoscopy a week later revealed a rapidly healing mucosa 
with vascular striz now visible, and no pus or mucus. Mucosa 
still friable, and bled easily if injured. No pus or mucus on 
fæces, and only a few red cells present. 


and E. histolytica 
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On discharge from hospital] patient was in relative comfort 
compared with his original state, and he was instructed to use 
the suppositories as indicated above. Œdema and weeping 
of circumanal skin much less after use of siccolam paste. 


DISCUSSION 


Though the etiology differed in all three cases, thé 
final result was granular proctitis. Diagnosis was estab- 
lished purely on the sigmoidoscopic findings, excluding 
lesions proximal to the rectum. Appearances conform to 
those described by Milligan (1933), who has stated that 
“ In the granular form of proctocolitis the appearance 
of the rectum or colon when viewed through the procto- 
scope or sigmoidoscope is granular, vivid pink, and moist. 
It bleeds easily with trauma and the normal branched 
blood-vessels are no longer visible. Shallow pitting may 


_ be present but deep ulceration of the mucous membrane 


is absent. Discharge on the surface varies from a trace 
of blood to large quantities of pus, muco-pus, and blood.” 
Milligan takes great pains to distinguish between the 
granular and ulcerative fornis, constitutional signs being 
much more severe in the ulcerative form. This is confirmed 
by our cases where there were very mild constitutional 
signs in spite of the large quantities of pus voided. 
Hardy (1945) stated that ‘‘ when blood, mucus, and pus 
are associated with the passage of constipated stools, 
the disease is usually limited to the rectosigmoid area.” 
Our cases illustrate this point quite well, except that in 
no instance did the sigmoid appear to be involved. 
Hitherto granular proctitis has been most resistant 
to treatment; the multiplicity of therapeutic agents 


prescribed is a certain indication of the inadequacy of 
each. 


Manson-Bahr (1943) has had some success with ‘ Protargol ’ 
suppositories coupled with eusol lavage and protein-shock 
therapy in a case of granular proctitis of gonococcal origin. 

He has also recommended sulphaguanidine enemas 7-10 g. 
in 7 fluid oz. of water suspended in mucilage or gum acacia. 


Nicotinic acid 150 mg. daily is regarded as being of value in 
the relief of toxic symptoms. 


He further states that other workers have claimed good 


results from bismuth subgallate, suspended in olive oil, as a 
retention enema. | 


Autohemotherapy, protein-shock treatment, and silver- 
nitrate, silver-albuminate, and tannic-acid gr. 3 suppositories 
have had their advocates. 


Lockhart-Mummery (1934) is of the opinion that electric 
cataphoresis in selected cases is of value ; he describes several 
cures. 

I have not been able to find any references to sulphon- 
amide suppositories in British medical literature, but 
Howard (1945) in America has recorded the use of 
‘‘intrarectal powdered sulphonamides in aspecific recto- 
colitis.” 

Sufficient time has not yet elapsed in the present cases for 
an accurate estimate to be made of the value of succinyl- 
sulphathiazole suppositories; but the symptoms and signs 
have greatly diminished, and preliminary results appear 
to indicate that this is by far the best and most economic 
method of applying sulphonamides to the diseased 
rectal mucosa. The suppository must necessarily come 
into intimate contact with it and can remain so for 
twenty-four hours. Sulphonamide retention enemas can 
at best exert but a temporary effect. Further, the 
patient need not be kept in hospital after the diagnosis 
has been established, if the suppositories become the 
accepted form of treatment. 


OF SUCCINYL-SULPHATHIAZOLE 
SUPPOSITORIES 


(R. H. BARCLAY, M.P.S.) 


The recipe for each suppository at the Albert Dock 
Hospital was : a 
| Succinyl sulphathiazole 3 g. 
‘Cocoa butter 7 g. 


PREPARATION 
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The powdered succinyl sulphathiazole was placed in a 
warm dish, and half the quantity of melted cocoa butter 
was added. The two ingredients were stirred to form a 
smooth paste before the rest of the cocoa butter was 
added. When poured into the moulds and set, the 
finished product was a little over 2 in. long and 5/, in 
in diameter. 


Since there is no standard metal mould for a supposi- 


tory of this size, glass tubes were made by removing the 
ends of test-tubes 5/, in. in diameter and flaming the 
rough edges. The tubes were slightly lubricated inside 
with almond oil and corked at one end. The mixture was 
poured into the tubes and, when set, the contents were 
easily ejected with a glass rod. The suppositories are 
stored wrapped in ‘ Cellophane’ and keep perfectly well 
at room temperature. 


I wish to thank Sir Philip Manson-Bahr, senior physician 


to the hospital, for his help in the interpretation of the- 


proctoscopic appearances, in the preparation of this paper, 
and for permission to publish reports on two of his cases ; 
Dr. H. M. Hanschell, hon. medical superintendent, for 
permission to report one of his cases, and for bis help and 
paca de ia ; Mr. Barclay for the preparation of a suitable 

PIIRA ; and Mr. A. H. Walters, F.I.M.L.T., for his 
pathological investigations. Siccolam was supplied by The 
British Drug Houses Ltd. 
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PYREXIA WITH HYPERNEPHROMA’ 
REPORT OF TWO CASES 
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M.D. Birm., M.R.C.P. M.S. Lond., F.R.C.S. 
LATE SENIOR PHYSICIAN LATE SENIOR SURGEON 


RONESWOOD HOSPITAL, WORCESTER 


F. G. MARSON 
M.B. Birm., M.R.C.P. 
LATELY HOUSE-PHYSICIAN, GENERAL HOSPITAL, BIRMINGHAM 


TuE association of pyrexia with hypernephroma is 
well known, but we have found only one recent reference 
to long-continued fever as the initial sign. The following 
two cases presented with pyrexia of uncertain origin. 


FIRST CASE 


A master baker, aged 36, with 18 months’ Army service 
as a driver in the R.A.S.C.; medical category Al. He 
came from healthy parents and had had no previous 
illnesses. | 

On June 19, 1944, he was transferred to Ronkswood 
Hospital from a rehabilitation centre after being off duty for 
seven months with recurrent synovitis of the left knee. He 
complained of loss of appetite and weight for two months and 
of vomiting after meals, tiredness, and a dull central lumbar 
backache for a month. The pain was aggravated by exertion, 
relieved by rest, and bore no relation to food. The total weight 
lost had been 2 stone in two months. In answer to direct 
questioning he admitted to a slight cough with scanty mucoid 
sputum for many years and denied hemoptysis, melæna, 
and hematemesis. The bowels were regular, and micturition 
was normal, except for a slight nocturnal frequency (day 4, 
night 2), without dysuria or hematuria. 


Oondition on Admission 

Pyrexial. Obvious recent loss of weight. Teeth apparently 
healthy. Respiratory system : equal expansion ; percussion 
normal; breath-sounds vesicular, with slightly diminished 
air-entry at the right base; no adventitious sounds. 
Abdomen: no tenderness or palpable tumour; no enlarge- 
ment of liver, spleen, or kidneys detected. Rectal examination 
normal. Skeletal system: no residual signs of synovitis of 
the Jeft knee. Full painless movement in al] joints, including 
spine. No tenderness over lumbar muscles, spine, or pelvis. 


DR. CATLIN AND OTHERS: PYREXIA WITH HYPERNEPHROMA 


per c.mm., Hb 100%, 


_ retrograde pyelography (Sept. 11): 
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Cardiovascular and central nervous systems: no abnormality 


detected. 
He was running a daily temperature, ranging from 
99-101°F, and had a corresponding ai hace | 


Investigations and Progress 

Urine (June 20): sp. gr. 1020 ; albumin, a haze; no sugar ; 
centrifugalised deposit contained a few red cells and. leuco- 
cytes; culture sterile. Further specimens on June 22 and 
24 and July 5 and 14 contained no albumin; deposit as 
before ; culture sterile. 

Blood.—On. June 20 the count was: red cells .5,130,000 
colour-index 0-98, white cells 12, s550 
per c.mm. ’ (neutrophils: 11%, eosinophils 1%, basophils 1 %, 
lymphocytes 18%, monocytes 3%). Blood agglutinations 
(T.A.B. inoculation given twelve months previously) on July 4 
were: positive to Bact. typhosum “H.” 1/25, Bact. para- 
typhosum B “ H ” 1/250, Bact. paratyphosum A “ H ” 1/1000, 
B. dysenterie Flexner 1/50; negative to Bact. typhosum 
“ O,” Bact. paratyphosum B “O,” Bact. paratyphosum C, 
B. dysenterie Shiga, B. dysenterie Sonne, Br. abortus, Br. 
melitensis. On July 12 positive to Bact. paratyphosum B 
“H” 1/250 and Bact. paratyphosum A “ H” 1/625. Blood- 
culture on July 5 and 9 was sterile after forty-eight hours. 

Wassermann reaction negative, June 28. 


Sputum repeatedly negative for tubercle bacilli. Faces 


(Juse 30 and July 5): no pathogenic organisms isolated on 
direct culture or with selective media. Radiography of chest 
showed nothing abnormal. 

During the first three weeks in hospital. ‘the pyrexia- was 
maintained. The patient still complained of a slight cough 
and occasional vomiting, and had developed a dull ache in 
the region of the right scapula and round the right costal 
margin. He continued to lose weight and Hb fell to 72%, 
his total and differential white-cell counts remaining 
unchanged. Clinical examination during this period was 
entirely negative, and his spine and pelvis were radiographically 
normal. A full course of ‘Sulphamezathine ’ had produced no 
improvement. 

On July 22 a blood-culture grew. a scanty growth of Staph. 
aureus, which was sensitive to penicillin, and from August 1 
to 5 he was given penicillin 500,000 units by continuous 
intramuscular drip, without effect on the pyrexia. On 
August 12 radiography of teeth and sinuses revealed apical 
abscesses of 54); extraction of the affected teeth did not 
significantly affect the pyrexia. 


About this time he began to sleep badly, became anxious, — 


and developed delusions of persecution and of his own 
uncleanliness, being convinced that he was infected with 
venereal disease. On Sept. 1 he complained for the first time 
of a localised pain in the right loin. Physical examination 
did not reveal any abnormality in this situation, and a further 
urine examination showed nothing abnormal. On the 8th he 


still complained of this pain, and on examination a firm mass . 


about the size of an orange was felt in the loin, moving with 
respiration. 

The urinary tract was then investigated in detail. Midstream 
urine (Sept. 9): no albumin; deposit contained only a few 
red cells and leucocytes ; culture sterile. Intravenous pyelo- 
graphy (Sept. 9): normal filling of left kidney, but on right 
side only deformed lower calyces seen. ‘Cystoscopy and 
bladder and ureteric 
orifices normal; catheter passed easily into right ureter ; 
retrograde pyelogram showed right renal pelvis and calyces 
dilated and upper ones grossly deformed. Uroa: clearance 
test (Sept. 11): blood-urea 24 mg. per 100 c.cm. ; mean renal 
function 92% of normal. X ray of spine and pelvis (Sept. a 
no evidence of secondary deposits. 

Hypernephroma of right kidney was diagnosed and opera- 
tion decided on. Until the operation patient continued to 
have persistent pyrexia and, during his three months in 
hospital, had lost a further 2 stone in weight. Hsemoglobin 
had fallen to 64%, with red cells 3,500,000 per c.mm. . 


Operation and Recovery 
Right nephrectomy (Mr. E. W. Bintcliffe) on Sept. 15. A 


large mass was found adherent to the upper pole of the kidney — 


and extending up beneath the dome of the diaphragm. The 
normal lower pole was discernible. There were numerous 
large veins round the tumour, which bled considerably during 
the operation. The ureter and pedicle were isolated with 
difficulty, and the kidney and tumour removed intact. The 
specimen removed consisted of a tumour occupying the upper 
two-thirds of the kidney. On its surface were numerous 
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operation. 


dilated veins, and on cross-section it appeared to be fairly 
well encapsulated. The central portion was necrotic. Micro- 
scopy showed the typical appearances of a hypernephroma. 
Recovery was delayed by a mild basal collapse of right 
lung; but, when this cleared, patient’s temperature fell and 
remained stationary (see figure). His mentality, which had 
become increasingly deranged until the operation, was 
restored to normal immediately afterwards, and he remained 
quite sane during his convalescence. On discharge from 
hospital on Oct. 31, 1944, there had been no more pyrexia, 
and he had been up all day for three weeks. 3 


SECOND CASE 


A female sales.clerk, aged 20, who came from a healthy 
family and had had no serious past illnesses, began in May, 
1944, to have pain on bumping her iliac crests, and shortly 
afterwards developed a dull central lumbar backache. After 
three weeks she was admitted to hospital, and for the next 
nine weeks continued to have pyrexia (103°F each evening). 
Investigations did not reveal the cause of her condition, and 
on August 30 she was admitted to the General Hospital, 
Birmingham. 


Condition on Admission 

A nervous uncodperative girl, very pale and wasted. Iliac 
crests and upper ends of both femora and lumbar spine 
very tender on pressure. , Abdomen showed generalised 
tenderness but no palpable tumours. Respiratory, cardio- 
vascular, and central nervous. systems normal. 


Investigations and Progress 

Biood.—On August 31 a count showed: red cells 2,000,000 
per c.mm., Hb 34%, white cells 9400 per c.mm. (myelocytes 
12-5%, fnsegmented polymorphs 30%, polymorphs 30%, 
eosinophils 1%, lymphocytes 25%, monocytes 1:5%). Blood- 
culture (Sept. 9): sterile. \ 

Radiography of pelvis (Sept. 3): ‘‘ There is an osteoporosis, 
but it is symmetrical, and there is no localised bone 
destruction.” . 

Urine (August 30): faint trace of albumin; deposit con- 
tained a few pus cells; (Sept. 3) no albumin. Faces (Oct. 10 
and 19): no pus or blood seen; no non-lactose-fermenting 
bacilli grown on culture; no tubercle bacilli seen micro- 
scopically. 

The pyrexia continued, not responding to a course of peni- 
cillin 1,000,000 units. The anæmia was treated by repeated 
blood-transfusions. From the time of her admission to the 
General Hospital until her death on Nov. 10 she was mentally 
unstable and resented examination. The diagnosis was 
finally made by further radiography, which showed a wide- 
spread osteoporosis of the spine, pelvis, skull, and right femur, 
suggesting a generalised neoplastic invasion of bone. There 
was no evidence of secondary deposits in the lung. On Nov. 9 
a biopsy specimen taken from the right iliac bone was found 
to be infiltrated with secondary deposits of hypernephroma. 
Necropsy was refused. 

DISCUSSION ` 


In case l, throughout the patient’s stay in hospital, 


there was no evidence of secondary deposits; and, as 


his temperature fell to normal after removal of the 


1. Modified Abrahamson’s reagent ; 


kidney tumour, it is suggested that the cause of the 
pyrexia was the necrosis in the centre of the tumour. 
The significant features of the investigations undertaken 
were the absence of abnormal urinary findings, the 


_ progressive anzemia and loss of weight, and the mental 


changes. The initial albuminuria was attributed to the 
fever, as it disappeared after the patient had been 
confined to bed for two days. The mental changes 
became prominent and were not contrelled by the 
administration of nicotinic acid in full dosage ; they were 
presumably toxic in origin and again related to the 
necrosis in the tumour. 

The final clue to the diagnosis was the right lumbar 
pain, followed a week later by a palpable tumour in the 
loin; but these symptoms did not appear until the 
patient had been ill for four months. 

The early stages of case 2 were not observed, but it 
is probable that, in spite of the negative radiological 
findings, her pyrexia was mainly due to secondary 
neoplastic deposits, as bone tenderness was her first 
symptom. 

SUMMARY 


Two cases of pyrexia of uncertain origin, eventually 
shown to be due to hypernephroma, are described. The 
pyrexia was attributed to a central necrosis in the tumour 
in one of them, and to secondary deposits in the other. 

In pyrexia of uncertain origin hypernepbroma should 
be considered a possible cause. 

We are indebted to Dr. A. P. Thomson for his helpful advice, 


and to Sir Walter Haward, D.a.M.s., Ministry of Pensions, for 
permission to publish case 1. 


MICRO-ESTIMATION OF NON-PROTEIN 
NITROGEN IN SERUM, PLASMA, OR BLOOD 


F. RAPPAPORT 
Ph.D. Vienna 


From the Beilinson Hospital, Petah-T'iqva, Palestine 


We describe here a method of estimating the non- 
protein nitrogen in blood, serum, or plasma in 5-10 
minutes. The results are equal in exactness to those 
obtained by the original Kjeldahl method, though no 
digestion and no distillation are needed. 

By our method not only urea and ammonia but also 
physiological amino-compounds can be determined. 
Only indole compounds, containing nitrogen in their 
ring, remain unaffected; but this does not matter, 
because normal blood contains only traces of these 
compounds, which even in uremia do not exceed 0-4- 
0-5 mg. of nitrogen per 100 c.cm. | 

The principle of the method is as follows: to blood, 
serum, or plasma filtrate an alkaline hypobromite- 
borate solution is added, and the excess of bromine is 
iodometrically titrated, whereby 1 atom of nitrogen 
requires 3 atoms of bromine. 


F. EICHHORN 


REAGENTS 
(1) Deproteinisation Fluid?: 
In a 1000 c.cm. measuring flask 44-8 c.cm. of a 10°% sodium- 
tungstate solution, 2 g. of sodium citrate, and 6:4 g. of sodium 
sulphate are dissolved in about 800 c.cm. of distilled water, 


44-8 c.cm. of N sulphuric acid and 2 g. of cadmium sulphate . 
are added, and the flask is filled with distilled water. 


(2) Hypobromite Solution : 


(a) 84:5 g. boric acid and 15-6 g. sodium bydroxid 
in about 500 o.cm. of distilled water, boiled fon 30 minutes: cca 
cooling made up to 1000 c.cm. PG, 


(ò) A saturated solution of sodium fluoride (about 5%). 
(c) 27% sodium hydroxide solution. 


250 c.cm. of solution (a), 150 c.cm. of solution (b), and 
50 c.cm. of solution (c) are mixed together—i.e., 5 parts of (a), 
3 parts of (b), and 1 part of (c). This mixture keeps: well. 


Saee A a 


see Welcher, F, 
Solutions, London, 1942. y er, F. Chemical 
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(3) Bromine Solution : 


(a) 20 g. of potassium bromide is dissolved in about 50 c.cm. of 
distilled water, 8 g. of pure bromine (2°5 c.cm.) is added, mixed till 
the bromide dissolves and made up with water to 1000 c.cm.; or 


(b) 32 g. of potassium bromide and 2:8 g. of potassium bromate 
are dissolved in some water in a 1000 c.cm. measuring flask, 100 c.cm. 
of N sulphuric acid is added, and after waiting for 30 minutes the 
flask is filled with distilled water. 


To 9 parts of the hypobromite solution (2) 1 part of the 
bromine solution (3) is added directly before use. 


(4) N/200 sodium thiosulphate. 
(5) Potassium iodide crystals. 
(6) 0-25% starch solution. 

(7) 18% hydrochloric acid. | 


Cadmium sulphate is added to the deproteinisation 
fluid because, in working with blood, hydrogen-sulphide 
compounds appear in the filtrate which require relatively 
much bromine (1 H,S requires 4 Br,). Cadmium sulphate, 
however, precipitates all sulphur compounds. 

The hypobromite solution contains boric acid to 
hinder any reduction ‘by glucose by binding the latter 
as a complex compound. It has been proved that in the 
. presence of boric-acid ions even large amounts of glucose 
are not affected by hypobromite. 


PROCEDURE 


Store in short stoppered test-tubes 504 c.cm. of 
deproteinisation fluid (1).* With a capillary pipette 
measure into the fluid 0-1 c.cm. of serum, plasma, or 
blood drawn directly from the finger. Wash the 
pipette by repeatedly sucking in and blowing out 
the fluid. Centrifuge, or allow to stand for 5 minutes 
and filter. 

In two wide test-tubes or flasks place 4 c.cm. of the clear 
centrifugate or filtrate and 5 c.cm. of the hypobromite 
solution (2). Mix and allow to stand for 1-2 minutes. 
After adding a few granules of potassium iodide 
and 2-3 c.cm. of the hydrochloric acid (7) to each 
sample, titrate with N/200 thiosulphate till yellow; 
add a few drops of starch solution (6) and continue the 
titration until the blue colour disappears. 

As: blank use 4 c.cm. of deproteinisation fluid (1), 
adding 5 c.cm. of hypobromite solution (2). 


COalculation.—The difference between the number of 
c.cm. of thiosulphate required for the blank (B) and that 
required for the estimation (E), multiplied by: 0-0467 
(= atomic weight of nitrogen divided by 300), gives the 
nitrogen of the estimation in mg., if V/100 thiosulphate 
is used. Working with 0:0778 c.cm. of testing material 
(6:14:4 = 0-1: .. æ = 0-0778) and N/200 thiosulphate 
the difference multiplied by 30 gives the amount of 
nitrogen in mg. per 100 c.cm. 


0:0467 x 100 
2 x 0:0778 - 

(B — E) X 30 = mg. nitrogen per 100 c.cm. 
Accuracy.—Compared with the Kjeldahl method,? 


the rapid method gives almost identical cee as the 
following example shows. 


= 30. 


N on-protein nitrogen in mg. per 100 c.cm. | 
19-9 21-3 31:1 31-1 15-5 23-3 44-0 134-0 213-5 
19-5 21:6 31:5 30-0 15-3 24-0 43-5 135-0 213-0 


Kjeldahl 
` Rapid method .. 


-SUMMARY 


A rapid and exact titrimetric method for the estima- 
tion of non-protein nitrogen without digestion and 
distillation is described. Inaccuracies likely to occur in 


the original more time-consuming Kjeldahl method are ' 


here avoided.- 


* A 5-04 c.cm. pipette can be MO PBON eS by making a new mark at 
5:04 c.cm. on a 5 c.cm. pipe 

2. Rappaport, F. Klin. W sehr. 1933, 12, 1184; 
Mikrochemie, 1933, 1 3. 


1937, 16, 1190; 


TREATMENT OF PROSTATIC CANCER 
WITH o-BROMO-a..8-TRIPHEN YLETHYLENE (x59) 


M. BERGER Ne. Pu. Buvu-Hotr 
From the Radium Institute of the University of Paris 


THOUGH stilboestrol has been used with great success 
in prostatic carcinoma, some cases are resistant to this 
treatment ; moreover intensive dosage with stilbæstrol 
has been shown to cause mammary carcinoma in mice > 
(Lacassagne 1938, Shimkin and Grady 1940), and mam- ` 
mary carcinoma has been noted in patients after treat- 
ment with very large doses (Darget 1946). These facts 
led us to look for substances which though less cestrogenic 
were still potent in prostatic cancer. Since the aim was 
to deal with cases resistant to stilbestrol, preference 
was given to compounds with a molecular structure 
quite distinct from that of stilboestrol and allied sub- 
stances. 

One compound which attracted our attention was 
a-bromo-«.8.6-triphenylethylene (Y59), whose œstro- 
genic activity, toxicity (which is extremely slight), and 
absorption mechanism had already been investigated 
(Lacassagne et al. 1946, Daudel et al. 1946). The 
minimal cestrogenic dose, determined on mice by the 
Allen-Doisy test, was about 10 ug. as against 0-1 ug. 
for stilbæstrol. On the other hand, the enzymatic 
destruction of, Y59 by living tissues is slower than that 
of stilbestrol; hence sufficiently large doses of Y59 
produce very protracted oestrus, a fact which may be 
of general therapeutic significance. Further, a study 
of the metabolism of Y59 marked with radioactive 
bromine (Lacassagne et al. 1946, Daudel et al. 1946) 
showed a selective accumulation in the preputial glands, 
whose function has been associated with that of the 
prostate (Gutman and Gutman 1938). 

About 20 cases of prostatic cancer have been - or are 
being treated with Y59, by mouth in cachéts containing 
5 mg. The daily dosage was 15-20 mg.—considerably 
less than the usual dosage of stilbestrol (up to 30 mg. 
daily). The following 4 illustrative cases were all resistant 
to stilbeestrol. 


ILLUSTRATIVE CASE-RECORDS 


Case 1.—A man, aged 61, first examined on Sept. 1, 1945, 
had a year’s history of severe bilateral sciatica with abolition 
of the left ankle-jerk and loss of sensation over the pelvis. 

On examination: His general condition was very bad; 
per rectum the prostate felt hard throughout, a a harder 
nucleus in the right lobe. 

Treatment.—Stilbeestrol 20 mg. daily for a month poina 
no improvement. The sciatic pain required morphine, and 
the patient’s weight fell to 63 kg. 

On Oct. 20 Y59 15 mg. daily was substituted for stilb- 
cstrol. Eight days later a distinct improvement was 
noted, particularly as regards the pain. 

On Jan. 7, 1946, the improvement was remarkable: the 
patient had gained 9 kg. in two months, he no longer had 
pain at night, and he slept without a sedative. In the 
daytime the perineum was still painful, but the sciatic pain 
had disappeared. Per rectum the prostate did not feel so 
hard. l 

On Feb. 4 the patient was progressing well, his weight 
had increased to 75 kg., and he felt in very good condition. 
The prostate felt firm but not really hard. 

From the beginning of May till June 15 the patient went 
out of town and took his medicine very irregularly. From 
tho second week his condition worsened, and pain returned. 


‘When he came back to Paris he had to stay in bed a month. 


At the end of July he began to take Y59 15 mg. daily once 
more, which brought about a rapid improvement. 

Tho patient is' now in good general condition, weighs 
74 kg., has a good appetite and no urinary trouble, and 
complains only of slight perineal pain. 


In this case, after the complete failure of stilbcestrol, 


Y59 proved remarkably successful ; ths good oe still 
continue twenty months later. 
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Case 2.—A man, aged 73, had suffered ten years from a 
i dyskeratosis, with ulceration suggesting malignancy. 
On May 9, 1945, the lesions had been electrocoagulated, and 
histological examination had shown a skin-invading glandular 
~. epithelioma. Shortly after this operation urinary trouble 
appeared, and per rectum the prostate felt large and hard, 
with a woody nucleus on one side and a hard region on the 
other. 

Stilbcestrol 10 mg. daily was given from Nov. 24. In 
December, 1945, and January, 1946, the urinary function 
improved, but the indurated area in the prostate tended to 
spread, and the general condition worsened. Stilbcestrol was 
therefore discontinued, and Y59 20 mg. daily was given from 
Feb. 4. 

In Apri] rectal examination showed an obvious reduction 
in the hardness of the prostate, but the rectal mucosa had 
developed anew a glandular epithelioma. The rectum was 
resected on May 29, when no macroscopic signs of invasion 
towards the prostate were found. From this date Y59 
treatment was interrupted, the operation having been very 
exhausting. In August the urinary troubles reappeared 
with more pain than ever, and the patient lost 13 kg. in 
weight. Stilbcestrol 10 mg. daily was prescribed without effect. 

At the end of September Y59 therapy was resumed (20 mg. 
daily). There was a rapid improvement: on Nov. 13 
patient was in excellent condition, had regained his initial 
weight, and had no more urinary trouble. He has resumed 
his occupation. 


This patient reacted well to Y59, and stood very well 
the operation for excision of the rectum at the age of 73. 


Case 3.—A man, aged 69, with six months’ history of poly- 
uria and dysuria, was first examined on March 4, 1946. Per 
rectum the prostate was hard all over, particularly at the edges. 

Since stilbcestrol 5 mg. daily for 00 weeks produced no 
improvement, Y59 20 mg. daily was substituted. After a 
Month there was slight functional improvement and the 
prostate was less hard. 

On July 24 the general condition was fairly good, the local 
lesions remaining stationary. 

At the beginning of August the Y59 was discontinued, 
and on August 23 his condition was worse. The Y59 was 
therefore prescribed again, in association with radiotherapy 
in a dose of 12,200 r.u. 

On Sept. 25 the patient had obviously improved, the 
prostate was smaller and the urinary trouble less acute. 
Improvement still continues. 


Case 4.—A man, aged 57, with six months’ history of 
diurnal and nocturnal polyuria with dysuria and bad general 
health, was first examined in October, 1945. Per rectum 
the prostate felt as hard as wood throughout. l 

Stilbcestrol 20 mg. daily was prescribed. In December 
there was functional improvement, but œdema of the lower 


extremities appeared, and a glandular swelling developed in — 


the right iliac fossa. The prostate remained unchanged. 

At the end of January, 1946, the stilboestrol was stopped 
and Y59 20 mg. daily was substituted. After two months of 
this treatment the pain and cedema decreased slightly, but 
the glandular swelling in the right iliac fossa persisted. The 


prostatic signs did not improve, and the patient’s general 


condition was becoming worse. Bilateral orchidectomy was 
performed, but still without success, and a swollen gland 
e@ppeared at the root of the neck. 

The patient died in July, just after a course of radiotherapy 
had begun. Determinations of the serum phosphatases during 
the different treatments gave the following results : 


Serum ae ead (units per 100 c.cm.) 
Acid * 


Date Alkaline t Treatment 
Oct. 29,1945 .. 35-65 9 Start of stilboestrol. 
Nov. 26, ,, .- 16 11-5 
Jan. 7,1946 .. 16 75 
Feb. 4, > e 7. 7 End of stilbcestrol ; 
l start of Y59. 
is H COR .. Ill 11 
E ts -. 14 15 
Mar. 4, ,, <.. 79 7 
Pr eres .. (14 16-2 End of Y59; orchid- 
ectomy. 
Ne. tle Cage Bs e» 10-2 7-6 
April J0, ,, oe 105 ` 3 


July 2, ,, e. Patient died. 


-* Normal < 3 units per 100 c.cm. 
Normal 3-13 units per 100 c.cm. 


DISCUSSION 


The observations to date suggest that Y59 is sometimes 
beneficial in cases of prostatic cancer resistant to stilb- 
estrol. Though Y59 cannot be said to cure the cancer, 
it does seem to put a partial or even a complete stop to 
its further growth. Radiography shows that metastases 
in the bones cease spreading ; but as soon as treatment 
is interrupted the general condition deteriorates again, 
and, as with stilbeestrol, Y59 must be taken continuously 
without a break. 

During treatment with Y59 we have not noted any 
digestive trouble or intolerance. Patients sometimes 
complained of tingling and a feeling of tension in the 
region of the breast, but did not have any real pain, 
and objective examination never showed either hyper- 
trophy or adenoma of the breast. 

Greene (1946) has reported negative results in one 
case of prostatic carcinoma with D.B.E., a substance. 
of similar molecular structure and slow destruction but 
with a greater cestrogenic potency than Y59. Unfavour- 
able results in clinical trials of D.B.E. have also been 
reported by Haddow (1947). Good results with very 
large doses (1346 g. in thirteen months) of chlorotri- 
phenylethylene, another substance akin to Y59, have 
been reported by Watkinson et al. (1944) in one case 
of prostatic cancer, which was subsequently treated with 


stilbcestrol. 
C= a a 
0.B.E. 


Y.59 C2H50 


Our clinical studies with Y59 lead us to the conclusion 
that the’ therapeutic efficacy of this type of substance 
against prostatic cancer does not depend on its cstro- 
genicity, and that the beneficial effects of cestrogens are 
not exclusively due to a “ biochemical castration.” 
This leads us to question whether completely non- 
cstrogenic substances may not also exert a beneficial 
effect by some kind of direct action on prostatic epi- 
thelium, as has already been suggested by Kahle and 
Maltry (1940), and Kahle et al. (1942) in the case of 
stilbcestrol. Research along this line is now being pursued. 
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. Outside observers are aware of something new and 
important going on in Great Britain . . . yet the mass of the 
people show very little sign of awakening to the responsibility 
which rests upon them. It was not until the fuel crisis occurred 
that the mass of the nation was roused to some sort of bewil- 
dered realisation that they were being called upon, in circum- 
stances of great difficulty, in a country impoverished by war 
and in a world bedevilled by shortages of the most essential 
food and goods, to conduct a major experiment in: social 
engineering which would call for a quite exceptional degree 
of understanding and devotion on the part of every man and 
woman in the country.”—From Planning (1947, 14, 39) 
broadsheet issued by P.E.P. 
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Figures quoted by Mr. Tucker give some hint of the 


Reviews of Books 


Sensory Mechanism of the Retina 


RAGNAR GRANIT, M.D., director of the Nobel Institute 
for Neurophysiology, Stockholm. London: Oxford 
University Press. 1947. Pp. 412. 35s. 


Dr. Granit believes that his book will be read mainly 
for its fourth and last section, dealing with the results of 
five years’ intensive work on the colour sensitivity of the 
vertebrate retina obtained with his micro-electrode 
technique. He is probably right, for colour vision is in 
the news nowadays and he has given us many new and 
sorely needed objective data. His dominator-modulator 
. conception, which separates the perception of brightness 
from that of hue, modifies the famous Young-Helmholtz 
theory of colour vision in a fascinating way. No-one 
who has visited Granit’s laboratory and worked with his 
technique can doubt the validity of his observations 
on colour sensitivity, but his interpretations seem more 
questionable. He is almost certainly correct in claiming 
that he can record the responses of single ganglion cells, 
but he does not claim that these represent the reactions 
of single visual receptors. He does believe them, 
however, to represent groups of receptors acting as units. 
Owing to the extreme complexity of the nervous structure 
of the vertebrate retina, and particularly to the probable 
connexion of both rods and cones to many of the single 
ganglion cells in the animals he studied, as well as to the 
lateral connexions between neighbouring bipolar and 
ganglion cells, it seems probable that the actual pattern 
of impulses put out by any one ganglion cell is the result 
of the interactions, through both excitation and inhibi- 
tion, of many groups of visual receptors. In nearly all 
the experiments the whole retina was stimulated, though 
the responses of single ganglion cells were recorded. 
Granit may possibly assume too readily that these 
responses represent single retinal “ elements” (made 
up of a group of visual cells with their synapses all acting 
together as a unit), which he calls dominators or modula- 
tors according to the shape of their colour-sensitivity 
curves. ; 

The interest of this particular section (which is one of 


the most readable) may cause the real value of the other- 


three to be overlooked. In these, for the first time, 
most of the known facts about visual purple, the electro- 
retinogram, and the physiological effects of light and 
dark : adaptation are gathered together and critically 
appraised. The account of visual. purple alone would 
make the book important to the advanced student or the 
research-worker in visual physiology. The electro- 
retinogram, and the way it changes according to the type 
of retina (i.e., whether dominated by rods or by cones) 
and the state of adaptation, is unfortunately described 
in a way which those who are not neurophysiologists 
may find hard to follow, but the sections on it deserve 
careful study by all those interested in the physiological 
basis of vision. — E E 


The Road to Maturity 


Editor: EDWARD F. GRITITH, 
Methuen. 1947. Pp. 232. 7s. 6d. 


In discussing how best to introduce adolescent boys 
and girls to sex as a natural and universal phenomenon, 
without surrounding it in clouds of mystery, Dr. Griffith 
is helped by the headmasters of Rugby, Marlborough, 
and St. Christopher’s, Letchworth, by the headmistress 
of Cheltenham Ladies’ College, 
Tucker who writes on elementary and secondary schools. 
It is a pity that the small minority of children who 
attend boarding-schools should thus get more attention 
than the majority who do not, but the balance is restored 
in a good discussion by Mr. C. W. Gillett (a managing 
director of Cadburys) of the difficulties facing boys when 
they enter industry. Mr. Julian Huxley, F.R.S., notes 
that emotional development can þe helped by physical 
activities, travel, and adventure; and Dr. Noel Harris 
reviews the main psychological types. The last three 
chapters of the book, based. on Dr. Griffith’s lectures 
to boarding-school boys and girls aged 13, 16, and 18, 
show sex in perspective as one activity only of a develop- 
ing organism. 


M.R.C.S. London: 


‘are V. E. Hall, J. M. Crismon, and A. C. Geise. 


and by Mr. T. F. 


value of sex teaching. In one city 92°3% of children 
received sex lessons for ten years, and of the boys 
who came before the juvenile court for various sexual 
offences all except one were drawn from the 7:7% 
who had not attended these lessons in school. 


Le .fibro-myome utérin j 


J. Ducuina, professeur de clinique chirurgicalo à la 
Faculté de Médecine de Toulouse ; directeur du Centre 
Anticancéreux. Paris: Masson. 1946. Pp. 537. Fr. 735. 


THIs is a well-produced and well-illustrated book by 
a man who obviously has a strong bias towards radia- 
tion therapy. Between 1934 and 1942 he treated 547 
cases of uterine myoma, and he reviews 485 of them. Of 
these 51 were treated on medical grounds only and are 
therefore eliminated from discussion, but 74 were treated 
by operation and 360 by irradiation. The fibroids 
were small in 154 cases, of medium size in 205, large in 
152, and enormous in 36. By “large” Professor 
Ducuing means the size of a six months’ pregnancy, 
and English readers will be surprised and possibly 
shocked to read of such tumours being treated by radia- 
tion; but the author supports this unusual practice with 
statistics, and a careful follow-up of the cases he treated. 
Although this work does not agree with standard. British 
practice it is worth reading if only to get the other man’s ` 
point of view. The histological illustrations are good 
and the operative diagrams clear. His surgical technique 
does not differ much from the accepted British methods 
except that he seems to operate entirely with a diathermy 
knife. 


El Diagnostico por la Puncion Esternal (Madrid: 
Ediciones Morata. 1946. Pp. 317.).—Whether.there can be an 
appreciable demand for so large a book on so small a subject 
as sternal puncture is doubtful, but Dr. G. Forteza Bover 
has done useful work for the professional hematologist. 
Published work has been critically considered; and the 
numerous references to Italian and Spanish papers are of 
special value to those who see few journals from the Latin 
countries. The photomicrographs have the usual defect 
that they require an expert to interpret them, but the coloured 
pictures leave nothing to be desired. The book calls attention 
to a useful and novel method ‘of recording the results of 
marrow biopsy. The author gives a number of graphs which 
he calls “curves of maturation,” and others representing 
intensity of proliferation. The former are prepared from 
examination and enumeration of the different stages of each 
cell-type, while the latter represent the proportions of cells 
in each stage of mitosis. Like the Price-Jones curve these 
graphs save the clinician the trouble of remembering normal. 
percentages, since the shape and position of the curves in 
different stages and types of myeloid activity is charac- 
teristic. But the method is laborious and has the defect of 
the Arneth count that classification of cell-types varies with 
the observer. 


Annual Review of Physiology, 1947.—The editors of 
vol. rx (Stanford University,-California. 1947. Pp. 736. 36s.) 
Among .the 
interesting points discussed this year is the possibility of 
preserving skin for grafts by using very low temperatures ; 
this is more successful with autoplastic than heteroplastic 
grafts. Peptic ulcer receives a more than usually generous 
treatment, and attention is drawn to promising results obtained 
by the administration of extracts of intestinal mucosa. These 
are presumably due to a substance known to have a depressing 
action on gastric secretion ; its purification, however, is held 
up by the lack of a simple and inexpensive method of assay. 
Intravenous catheterisation, familiar as a method of obtaining 
mixed venous blood from the right auricle, has now been 
employed for getting blood from the renal vein. The article 
on the kidney is somewhat provocative on the subject of 
clearances. The account of cutaneous sensation is a guide 
to the great advances made during the last few years in our 
knowledge of the innervation of the skin, and deals also with 
causalgia and the phantom-limb syndrome. The description 
of the fractionation on an industrial scale of the plasma 
proteins is technical but fascinating, including as it does an 
account of the fibrin preparations and of serum albumin. 
These are a few of the matters of clinical interest touched on 
in the reviews, which are in the main physiological and more 
useful for reference than for reading. 
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B.M.A. in Session 


NEXT year the British Medical Association will 
revert to its normal practice of holding its annual 
meeting outside London. Unless the “ appointed day ” 
is again postponed, the Cambridge gathering will be 
held within a week or two of the inauguration of the 
National Health Service, and the representative body 
will doubtless be much occupied in reacting to this 
stimulus. This year, on the other hand, the service 
occupied only a small place on the agenda of the 
representative meeting; for negotiations with. the 
Ministry of Health have not yet reached a stage 
when a full report can profitably be given and dis- 
cussed. Instead, the three days of debate were based 
mainly on the councils report of the year’s work, 


which has been active in many directions, including. 


inquiry into the care of the aged and infirm, t.e 
relations between psychiatry and the law, and the 
use of films in medical education. In his presi- 
dential address Sir Hucu LETT showed particular pride 
in the efforts to strengthen bonds between doctors 
in the Commonwealth and indeed in the world as 
a whole—efforts finding expression in the formation 
of a British Commonwealth Medical Council, and 
an Empire Medical Advisory Bureau at B.M.A. 
House, and in participation in the new World Medical 
Association which will hold its first annual meeting 
next month in Paris. Together with the more 
syndicalist activities of the association, which have 
led during the year to many favourable readjustments 
of remuneration and working conditions (including 
successful opposition to the principle of the “ closed 
shop ” as applied to doctors), these various and useful 
achievements provided ample topics for discussion. 
Nevertheless the advancing shadow of the new 
health service was bound to be apparent, and it was 
interesting to try to assess the attitude of representa- 
tives towards the events now in progress. Early in 
the debate a note of anxiety was sounded—anxiety 


because negotiations are going steadily on, leading 


we know not where, and the months are slipping 
by without any information which would allow the 
profession to discuss what is happening. This anxiety 
was only partially dispelled by Dr. Datn’s assurances 
that he and his colleagues are still having profitable 
talks in Whitehall, that they have made no con- 
cessions, and that they are still hopefully insistent 

on the need for an amending Act. Assurances were 
given that, when the present talks have been com- 
pleted, a statement on all the issues raised with the 
Ministry’s officials will be published, together (it is 
hoped) with the Minister’s own reactions and views : 
when published this document will form a basis 
for detailed informed discussion in the divisions 
_ before the convening of a special representative 
meeting. Even after hearing this explanation, how- 
ever, the meeting was not wholly satisfied: it agreed 
by a considerable majority that the Negotiating Com- 
mittee should be allowed to go on with their discussions 
without being obliged to make early or frequent 
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reports, but it wanted to be sure that the association 
would be ready with its own plans for ensuring that 
such problems as that of the proper distribution of 
doctors, and of the establishment of health centres, 
are solved in ways acceptable to the profession. In 
discussions on the appointments made by the Minister 


= to statutory bodies such as the regional hospital 


boards, dissatisfaction was expressed that so few 
B.M.A. nominees had been appointed to boards. 
Those local health authorities which have so far 
resisted the Minister’s strong recommendations that 
that should codpt suitable medical members to their 
health committees were criticised, and action was 
demanded to see that there is proper medical 
representation on statutory bodies at all levels. In 
so far as regulations and orders already published 
under the Act are concerned, there was no criticism 
of the superannuation arrangements, and the recently 
issued memorandum no. 118 incited displeasure only 
because of its suggestion that midwifery provided 
under the Act shall be limited to those doctors whose 
names are on an approved list of general-practitioner 
obstetricians.1 Although this limitation was cogently 
defended by Dr. Darn himself—and he was not 
without supporters—the meeting would not have it, 
and by a vote of 106 to 96 insisted that all registered 
practitioners shall be entitled to undertake domiciliary 
obstetrics under the Act. 

Generally the impression given by this annual 
meeting was that the representatives were in a 
thoughtful and cautious mood, still anxious to resist 
any part of the new scheme which they thought 
infringed their rights or privileges—e.g., abolition of 
the sale of practices, or the restrictions upon the 


‘practice of midwifery—but not seeking to condemn 


it in any wholesale manner, nor to declare any imme- 
diate policy of complete non-codperation. Indeed, 
where there were opportunities for constructive work 
on the statutory bodies being set up to administer 
the Act they were asking for greater chances to help 
than they have been accorded. Much of last year’s 
controversy, particularly where it concerned hospital 
policy and the future of the consultant service, 
seems to have died, and from Dr. Datn’s report it 
seems not impossible that sufficient accommodation 
may also be secured on the general-practice side to 
allow an acceptable service to take shape. The 
special representative meeting to be held later will 
show whether. these hopes are too sanguine; but 
the atmosphere of this recent-meeting suggests that 
the birth of the new service will take place at its 
appointed term without further delay in the second 
stago. ; 
Poliomyelitis Precautions 


A Ministry of Health memorandum on acute polio- 
myelitis which we published last week is prompted 
by the rapidly rising weekly notification figure, 
which has already reached the highest level ever 
recorded in this country. This year the seasonal rise 
in incidence began nearly a month earlier than 
usual, and if the disease follows the course to be 
expected, with a peak incidence about the middle of 
September, quite an exceptional prevalence is likely 
before the end of the year. Though the advice 
now offered by the Ministry differs little from that 


1. See Lancet, July 19, pp. 101, 105. 
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previously given,! more attention is paid to the fre- 
quent occurrence of a relatively slight prodromal illness 
which often appears a week or so before the main 
attack. At this stage the patient is probably as infec- 
tious as at any time later,? and the importance of 
isolating any child developing a febrile illness at this 
time of year—and continuing isolation until polio- 
myelitis can be excluded—is rightly emphasised. As 
for treatment, extensive trials in the United States 
and elsewhere have tended to confirm the view that 
convalescent serum is ineffective. Prophylaxis by 
nasal sprays and gargles, which seemed so promising 
ten years ago, has also been abandoned. Good nursing 
in the acute stage, and competent orthopedic care, 
remain the essentials of management i in this distressing 
disease. 

The Ministry now apparently accepts three weeks 
from onset as a long enough period for the isolation 
of cases. This is a change from the period of six weeks 
recommended in 1936 ; but there is remarkably little 
evidence that poliomyelitis tends to spread in hospitals, 
and the shorter period conforms with current American 
practice. Three weeks, from the isolation of the case, 
is likewise advised as the period during which home 
contacts should be excluded from school: The closure 
of day schools when cases are recognised is not 
regarded as justifiable, since most children have as 
much contact with other children when their school 
is closed as when it is open ; and the watch for early 
symptoms is often closer at school than at home. 
Now that summer holidays are here this administra- 
tive problem has solved itself for the' time being, but 
it may need reconsideration when the time comes for 
the schools to reopen in September. As a guide for 
boarding-schools the Ministry’s memorandum refers 
to the Code of Rules prepared by the Medical Officers 
of Schools Association, which was-revised and repub- 
lished last year.’ For day nurseries and nursery 
schools, which present a new and special problem, 
it is thought that prompt closure for three weeks may 
be the wisest course when a case is recognised among 
the children attending. As regards quarantine for 
adult contacts in affected households, as recently 
advocated in Ireland,‘ it: is true that the virus of 
poliomyelitis has been’ isolated from the feces of 
healthy adults and that the transmission of the 
disease by such carriers has been invoked to explain 
certain features of some carefully studied outbreaks, 
such as the one in Mauritius in 1945.2 But the adminis- 
trative difficulties involved in an effective quarantine 
of adult contacts seem almost insuperable. There is 
no practicable means of enforcing restrictions of this 
sort, and to attempt to apply them in urban industrial 
areas would cause awkward complications, including 
demands for compensation for loss of earnings. 


Further, the identification of healthy carriers by 


laboratory tests is not at present possible on what 
might be termed the “ typhoid fever ” scale. 

On the advice to be given about crowded assemblies 
and gatherings of young children in their districts, 
medical officers are left to decide for themselves. 
Where many cases have occurred they will usually 
feel justified in warning the public that because spread 


revised), 1936 


1. For example, in Memo. 166/Med. 
eddon, H. J. 


2- SOPOTI S A. oa Dick, G. W. A., 


3. Lancet, 1946. i, 972. 
4. Deeny, J., MacCormack, J. as Lancet, 1946, ii, 8, 124, 287. 


” Quart. J. Med. 
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is believed to be mainly by human contact all unneces: 
sary aggregation—particularly of children—should be 
avoided. Cinema shows for children are obviously a 
potential risk; and also, possibly, swimming-baths. 
It has never been established that swimming-bath 
water polluted by virus-bearing excretions has spread 
poliomyelitis, but the plea for closure of baths, 
repeated in our correspondence columns this week, is 
supported by SABIN.” Sensible precautions are the 
avoidance of excessive physical exertion in children 
at competitive sports and games, and the postpone- 
ment of non-urgent operations on the throat and 
nose.- The possibility of the disease being spread 
by flies must clearly be borne in mind, especially 
as the virus of poliomyelitis hason occasion been 
recovered from flies which have had access to 
the excreta of infected persons. Though there has 
been suggestive evidence,® no clear instance of trans- 
mission by fly-contaminated food has ever been 
reported, and there is no obvious correlation ‘in this 
country between the prevalence of flies and outbreaks 
of the disease. But the protection of food from flies 


is rightly described by SABIN as a “reasonable and 


warranted ” part of our precautions. 


Not Necessarily Invulnerable 


Most of us.can recall the awe with which we 
handled the first samples of penicillin which came our 
way; it promised so much and there was so little 
to be had. We did not lavish it on all and sundry 
—as was customary with sulphanilamide ten years, 
before—but rather were guided by Authority in the 
form of the published tables showing which organisms 
were sensitive to its action and which were not. 
Those of the first group responded beyond expectation 
to the recommended dosage of 12,500 units three- 
hourly ; for infections by the second group we fell 
back on the rest of the pharmacopoia... Sometimes 
we received hints that we missed : the mixed infections 
of wounds caused by penicillin-sensitive staphylococci 
and insensitive ‘coliforms ’’ responded remarkably 
well to treatment directed at the former only. 

Further experience and improved technique soon 


made it evident that a third group of bacteria should 


be recognised—organisms which are “ partially sensi- 
tive,” or sensitive to penicillin in higher concentrations 
than those needed .to inhibit the standard staphylo- 
coccus (whose position as the yardstick of suscepti- 
bility is, after all, the result of chance rather than of 
deep understanding). BiaGER’ showed that a con- 
centration of 2 units per ml. is inhibitery (though | 
not bactericidal) to Salmonella typhi, and WINSTON. 
Evans ê that the majority of typhoid strains are sus- 
ceptible to a concentration of 10 units per ml. Figures of 
the same order were obtained for proteus,® for Pastew- 
rella pestis, and for some strains of Vibrio cholere. 
These findings were the result of observation in vitro, 
and their clinical significance seems to depend mainly 
on how large a concentration of penicillin can be built 
up in the tissues. By the use of 2 mega units or more 
daily a concentration of 2 units per ml. can be obtained . 
in the serum; and with continuous injection 
Sabin, A. B. J. Amer. med. Ass. June 28, p. 749. 
McAlpine, D. Lancet, 1945, ii, 130, 278. 
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considerably higher concentrations can be main- 
tained. Oily suspensions, giving a slower “ release ” 
of penicillin, have been used to assist in building up 
maximal concentrations, and the various mechanisms 
by which renal excretion of penicillin is hindered 
may be employed to the same end. Since the serous 
membranes, even when inflamed, are a partial barrier 
to the diffusion of penicillin, the problems of preserving 
a high concentration in the cerebrospinal fluid or the 
pleural cavity are less difficult. Toxic reactions 
to penicillin have become rarer as the product has 
been further refined ; with the crystalline substance 
now marketed they are said to be absent. Allergic 
reactions appear to be related to idiosyncrasy rather 
than to dosage. In short there seems to be no reason 
why concentrations high enough to inhibit the growth 
of several organisms earlier regarded as insensitive 
should not be used in therapeutics. A word of 
warning, however, is necessary : it is recognised that, 
both in vitro and in vivo, organisms of the same 
species vary greatly in their response to antibiotics. 
When dealing with organisms that are sensitive only 
to the higher concentrations, the codperation of the 
bacteriologist is almost essential. 

Published experiences support this thesis. Others 
have failed to repeat MCSWEENEY’s !° success in treat- 
ing enteric with 2 mega units per diem in combination 
with sulphathiazole ; but the weight of evidence is 
that some cases at any rate are benefited by this 
treatment. Similarly some though not all infections 
with proteus apparently yield to a sufficient dosage 
of penicillin.? 1! Early work suggested that Hæmo- 
philus influenze is resistant to penicillin, and treatment 
of meningitis due to this organism was not attempted. 
It was not until 1945 that it was shown !? that, though 
it is resistant in the rough phase, recently isolated 


strains in the smooth phase are sensitive to a varying 


degree. ` Clinical trials reported in this issue indicate 
that acceptance of a probably fątal outcome of 
H. influenzæ infections is no longer permissible. In 
these trials the concentration of penicillin in the 
_ cerebrospinal fluid is not recorded ; but there is reason 
to suppose that, with the dosage adopted,.a concen- 
tration at least of 5 units per ml. is attainable over 
long periods. The use of crystalline penicillin seems 
to obviate the danger of the damage to the nervous 
tissue that was seen with less pure products. The 
regimen suggested by GOTTLIEB and ForsyTH may 
be taken as a guide, to be amended as proves necessary. 
If the organism is found to be unduly resistant 
(and ALLOTT noted that the strains varied widely in 
sensitivity), or if clinical improvement is slow, there 
is no reason why the dosage, either intramuscular or 


intrathecal, should not be increased. No harm can / 


come from the concomitant use of drugs of the 
sulpha series, or of immune serum. Probably a 

urified streptomycin would be even more effective 
in this condition; but the serious and unexplained 
sequele to its use in meningitis should make for 
hesitation before it is preferred to penicillin. 

That four out of five cases of meningitis due to 
- H. influenze were successfully treated with penicillin 
gives rare support to the Hunterian method at the 
expense of Authority, and may point the way to 
Ibid, 1946, il 114. 
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profitable trials in patients infected with other 
organisms found resistant to the lower concentrations 
previously employed. To obtain a local concentration 
higher than 2 units per ml. is no longer difficult, 
costly, or dangerous: far more data are required on 
the relative sensitivity of organisms, especially on 
primary isolation from the body, but in the majority 
of bacterial infections the length of the odds against 
success no longer justifies a charge of “‘ wasting ” the 
penicillin used in their treatment. Plague, undulant 
fever, perhaps whooping-cough, are, for example, 
reasonable subjects for continued experiment. It is 
a safe working rule in most fields of therapy that 
benefit from any particular line of treatment will be 
seen, albeit not dramatically, soon after the treatment 
starts. Using this guide the dosage of penicillin 
is limited only by the physical difficulties of 
administration. 


Annotations 


THE DENTAL HYGIENIST 


For the second year in succession the number of 
names on the Dentists Register has fallen—reaching 
15,266 last May—and 1946 produced fewer recruits to 
the practising profession than any year since the Dental 
Board was established. Though this decline is attribu- 
table to the small entry to the schools during the war, 
and the board foresees a change in the right direction 
at the beginning of the next “decade, improvement is 
unlikely to be on the scale considered desirable by the 
Teviot Committee, and may indeed fail to check the fall 
in total numbers.! 
more will be heard about the use of ancillary workers to 
help in tackling the arrears of dental work which are 
so painfully conspicuous today. In the statement 
reported on p. 186, the Minister of Health denies any 
intention to dilute the profession in any way, but says 
that the Government, following the suggestion of the 
Teviot Committee, want a proper test. of the possible 
advantages of using dental hygienists. 
= It is important not to confuse two different types of 
auxiliaries—dental assistants as found in New Zealand 
and dental hygienists as found in the United States. 
The New Zealand dental assistants are permitted, after 
an abbreviated course of two years’ training by officers 
of the school dental service, to practise dentistry in 
the full sense of the word, the only condition being 
that they limit their activities to school-children and 
nominally work under supervision. This is pure dilution 
and clearly unacceptable in this country. Unhappily, 
the fear of such an expedient seems to be responsible — 
for opposition in the profession to the other type of 
auxiliary—the dental hygienist. . 

` Dental hygienists came into being in America largely 
as the result of the work of Fones.2 Their function 
is to scale and clean the teeth: they take no part in 
the treatment of pathological conditions, and their 
efforts are directed solely towards prevention. During 
the war the Royal Air Force, largely as the result of the 
far-sighted policy of its dental consultant, Mr. Kelsey 
Fry, trained dental’ hygienists and made good use of 
them in maintaining the oral health of air-crews. 

-= Recently an experimental clinic for the treatment of 
school-children has, with the collaboration of the local 
authority, been established in the Turner Dental School 
of Manchester University. The clinic will be responsible 
for the treatment of some 1200 children attending near-by 
schools. An attempt will be made to translate research 


1. Address by prosident of Dental Board, SN 14, 1947., 
2. Dental Cosmos, 1919 
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findings into clinical practice, and to assess their value, 
both from the point of view of results and also from 
the cost in professional time. Obviously, with the 
present shortage of dentists, the value of any method 
of prevention or treatment will depend largely for its 
effectiveness upon the number of cases that can be 
dealt with by one man. Accordingly the Minister of 
Health, under the Dental Act, has granted permission for 
- use to be made at the Manchester school of two or 
three dental hygienists, who have been trained in the 
Royal Air Force and who have passed an approved 
examination, and who on demobilisation wish to continue 
with the work. These women will instruct the children 
in the proper use of the tooth-brush and will periodically 
clean the children’s teeth themselves. They will work 


under supervision, and will not fill teeth or attempt to 


treat any pathological condition ; their job is entirely 
one of prevention. Apart from other considerations, 
the fact that the dental hygienist, does something for 
the child will greatly enhance the value of propaganda 
to develop “ tooth consciousness.” She will also assist 
the dental surgeon by cleaning the mouth of patients 
and preparing the field in which he is going to operate. 


ARTIFICIAL LIMBS 


Time marches on, and so, fortunately, do waote legs. 
The modern descendant of the old peg-leg is made in 
‘Duralumin,’ but this material will doubtless give place 
in turn to something new—lighter but equally hardy. 
Already magnesium and its alloys have been considered 
for certain parts of artificial limbs, but tests carried out 
by the research department of Queen Mary’s Hospital, 
Roehampton,! in conjunction with the metallurgical 
department of the National Physical Laboratory, have 
_ shown that these alloys are not strong enough and are too 
readily attacked by water and by electrolytic reactions. 
The standing advisory committee of the Ministry of 
Pensions, in their first annual report, mention other new 
substances tried for various accessories to the imbs— 
plastics as a substitute for leather, and nylon for surgical 
corsets, nowadays worn by women to suspend the 
artificial limb instead of an uncomfortable leather belt. 
Though these two materials have objections, it seems 
likely that other and better ones will come along soon. 
Since the appointment of the committee, 108 suggestions 
for improving artificial limbs and appliances have been 
received from the British Limbless Ex-Servicemen’s 
~ Association, the British Legion, St. Dunstan’s, doctors 
and limb-fitting surgeons, non-research members of the 
staff of the Ministry of Pensions, 
private firms, and members of the general public. Of 
these, 39 were accepted for research and experiment, but 
15 were given up after further study ; though many of 
the remaining 69 were ingenious, they would either have 
proved too heavy, or were unsuitable for incorporation 
_ in an artificial limb, or were too difficult to manufacture, 
or offered too much chance of breakdown, or were similar 
to designs already being used by the Ministry. 

The research centre, under Dr. A. W. J. Craft, is 
experimenting with a special type of socket, for above- 
knee limbs, shaped to allow for normal contraction and 
expansion of the thigh muscles, and patients trying 
these are giving favourable reports. Suction sockets, 
popular on the Continent though. discarded here after 
experiment in the 1914-18 war, are being given another 
trial, and foreign knee-mechanisms are also being studied. 
A redesigned artificial arm, with more flexion and more 
intermediate locking-positions at the elbow, and a 
naturally shaped wrist, is now being tried by a patient ; 
while another pattern of arm is being made which can 
be set at any degree of flexion. A complicated mechanical 
1. Bie report of the Ministry of Pensions Standing Advisory 


ommittee on Artificial Limbs. H.M. Stationery Oflice. 
Pp. 10. 3d. 


disabled persons, 


hand submitted by an inventor proved disappointing, 
being too heavy, with too many appendages and a 
thimb which was difficult to control. 

The appliances provided by the Ministry for fitting to 
an. artificial Iimb have been criticised for being too 
specific and too numerous. Patients now receive a 
“ universal appliance ’”? which serves the turn of several, 
including the spade-grip, the carpenter’s appliance, and 
others. Several appliances have been redesigned to 
suit the patient’s work. Thus letters can be taken in 
any direction by the sorter from the “ postman’s hand,” 
and a small additional fitting enables him to tie up a 
mail-bag without changing the appliance. A thumb- 
lock on the “ writing hand ” enables the wearer to carry 
suitcases, handbags, and parcels without risk of letting 
them slip. Several new appliances have been designed 
for the man who has lost both arms, all giving him greater 
independence not only at work but in his toilet. Some 
accessory gadgets to help these disabled. men include 
rubber suction cups which can be attached to objects 
to stabilise them—fixing the egg-cup to the plate for 
example, or the nail-brush or bath-brush to the side of 
the bath. 

Statistics are being collected on the wearing capacity 
of limbs and parts of limbs, as well as on the convenience 
of various amputation sites. Foreign methods of limb- 
making and limb-fitting and foreign operations, including 
the cineplastic and Krukenberg operations, are also being 
studied, and a German type of elbow-crutch with tele- 
scopic ‘assembly is being manufactured for trial by 
Roehampton patients, who always prove interested and 
cooperative. 


THE LONGING FOR ALCOHOL 


In his Kelynack lecture, delivered on July 15 to the 
Society for the Study of Addiction, Prof. F. L. Golla, 
director of the Burden Institute, Bristol, dealt with the 
origin of a desire for alcohol. Metabolism, he said, is 
regulated through the mechanism of taste. For example, 
herbivora require salt and therefore want and. like it, 
whereas carnivora do not. The metabolism of salt is 
regulated by the suprarenal cortex: sometimes people 

with a suprarenal cortical lesion become gluttonous for 
salt ; and in rats experimental destruction of the cortex 
leads to a similar lust for salt, with increased sensitive- 
ness of the taste-buds to its presence. in solution. 
Similarly, a rat with a pancreatic lesion causing diabetes, 
if given a choice of different food, will be greedy for fat 
and take a little more protein than usual, but will not 
touch carbohydrate. Both schizophrenic patients and 
animals injected with insulin and offered simultaneously 
(1) water, (2) 5% sucrose, and (3) 30% sucrose choose 
that drink which is physiologically requisite according 
to the amount of sugar in their blood. These experi- 
ments of Richter and others suggest that some change 
must be produced in the mechanism of taste, and it 
would be reasonable to suppose that the desire for 
alcohol may arise in somewhat the same manner. 

Professor Golla cited the work of Masserman, who 
has produced anxiety neurosis in cats by inducing first 
a conditioned reflex and subsequently substituting 
irregularly a wrong sequence (electric shock instead of 
food). It was found that such a neurosis could be caused 
to disappear by giving the cat an intraperitoneal injection 
of alcohol. Similarly, if the alcohol was injected before 
the attempts to produce a neurosis, the neurosis did not 
develop. Again, cats with the neurosis, if -offered a 
choice of milk or`of milk and alcohol, drank the latter 
with avidity and thus lost their neurosis. On the 
disappearance of the neurosis the cat lost its addiction 
to alcohol (which normally is most distasteful to cats). 
Then it was possible to precipitate the neurosis again 
by the usual method. These observations indicate, 
Professor Golla thought (1) that a neurotic needs and 
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desires alcohol; (2) that an addict to alcohol is often 
a neurotic; (3) that neurosis creates a demand for 
certain metabolites which can be supplied by alcohol ; 

and (4) that neurosis is not only a mental change but 
also a physical change. He warned his hearers against 
deducing that neurosis should be treated with alcohol ; 
the lesson he himself drew was that the addict to 
alcohol must be treated for the underlying neurosis. 


CORPORATION FOR CARE OF THE OLD 


THE Rowntree committee’s report! convinced the 
Nuffield Foundation that some central agency equipped 
with large funds is needed to look after the welfare of 
old people. They have therefore decided to sponsor a 
National Corporation for the Care of Old People. Lord 
Nuffield was present at a meeting held, by invitation of 
Sir Bracewell Smith, the Lord Mayor, at the Mansion 
House, London, on July 28, when Sir William Good- 
enough announced that the Foundation have undertaken 
to provide £500,000 in the early years, and that the 
Lord Mayor’s Air Raid Distress Fund is adding a sub- 
stantial sum for grants to be made towards help for old 
people who have suffered distress from air-raids. It is 
hoped that the corporation, which will be principally 
concerned to find funds, will also attract large and small 
sums from other sources. The governing body has 
been appointed equally by the Foundation and by the Air 
Raid Distress Fund, and consists of Sir George Wilkinson 
as chairman, the Lord Mayor, Sir Frederick Wells, the 
Hon. Geoffrey Gibbs, Lady Somerleyton, and Mr. L. 
Farrer-Brown. An expert advisory council will suggest 
policy, recommend activities, and examine applications 
to the corporation. 

The aim is “ to encourage and support the efforts of 
local and national voluntary bodies working for the 
welfare of the aged, and particularly to assist them to 
provide in a kindly and efficient manner for the accom- 
modation and care of old people, especially those who are 
lonely, infirm or invalid.” The corporation will therefore 
be empowered to make grants and loans towards schemes 
for these purposes, and to accept gifts and hold property 
on trust. They will go further, maintaining an expert 
advisory and consultant service on technical points, and 
offering grants and. loans to areas found to be backward 
in the care of the old. They will not be able to assist indi- 
viduals seeking accommodation or financial help. Those 
bodies or authorities receiving grants will be required to 
maintain approved standards in homes or other schemes. 
The corporation will also encourage and undertake research 
and experiment, and publish the results. 
work between local authorities and voluntary. bodies 
will be fostered, the corporation acting as the welcome 
complement and ally of the National Old People’s Wel- 
fare Committee, which stimulates and organises local 
interest. 

The value of such a corporation at this time is bound 
to be great, and the trustees of the Nuffield Foundation 
are to be congratulated on such an opportune and con- 
structive project. In their second annual report? 
they foreshadow some of the developments they consider 
necessary. The most pressing problem, they suggest, is 
the need for more accommodation of various kinds ; 
and they are ready to support well-conceived schemes 
for the adaptation of houses and for new buildings. So 
many different types of quarters are in use up and down 
the country that there is no need to experiment with 
different varieties: the important thing is to provide 
enough of each type, and see that they are integrated 
with the existing services for the old. Each area needs 
1. Old People. Published for the Nuflicld Foundation. London: 

Oxford University Press. 1947; see Lancet, 1917, i, 112. 
2. Report of the Trustees of the Nuffield Foundation’ for the year 
ended March 31, 1947. Oxford : The University Press. Pp. 113 


Obtainable from the Nullield Foundation, 12, Mecklenburgh 
Square, London, W.C.1. 


TREATMENT OF HYDRAMNIOS 


-hydramnios before the treatment is decided on. 


Integrated’ 


[auaust 2, 1947 179 
a comprehensive range of accommodation, so that old 
people can be transferred from one type to another, 
as their necessities demand, without trouble and distress, 
whether the need for transfer springs from failing or 
improving health. Their place must be among the 
younger people in the community, in order both to keep 
the old people lively and the young aware of their 
responsibilities towards the welfare of the old. The 
quarters provided should range from small houses, 
bungalows, and flats to residential clubs, communal 
homes, homes for the infirm and long-term sick, beds 
for the treatment of acute illness, convalescent homes, 
places where old people normally living with relatives 
can stay for short periods, and clubs providing meals 
and recreation rooms. The Foundation are concerned 
principally with schemes of a pioneer type, and have 
already received and examined many projects for imme- 
diate grants. A few grants, indeed, have been made 
already, including £2000 a year for two years to the 
National Old People’s Welfare Committee, and £5000 
to the Hill Homes, Highgate,? towards the purchase and 
equipment of a fifth home. The Hampstead Old People’s 
Housing Trust, which hopes to provide for lonely and 
infirm old people who need care and attention, has been 
granted £3500 towards acquiring and adapting /a house ; 
and the Foundation have promised a grant of £15,000 
towards a scheme for the housing and care of able-bodied 
and infirm old people in Colchester, provided the town 
raises the balance (£22,000) ina year. A grant of £10,000 
has been offered to the Elderly Nurses’ National Home, 
Bournemouth, to improve and enlarge the present sick- 
bay and increase the number of single rooms; and a 
further grant of £10,000 has been offered to the Christ- 
church (Hants) Old People’s Welfare and Housing 
Society, to adapt two houses, one as a second residential 
home and the other as a rest home. 


TREATMENT OF HYDRAMNIOS 


IlyYDRAMNIOS is a serious obstetrical complication 
which, according to DeLee, arises about once in 200 
labours. It is often associated with developmental 
abnormalities in the fœtus, such as monsters, spina 
bifida, and anencephaly. Treatment in such cases is 
surgical induction of labour, with no thought for the 
fetus. A good radiogram will usually reveal fetal 
abnormality, and one should be taken in every case of 


In the rare cases where hydramnios ig associated with 
a normal foetus the correct treatment is also as a rule 
fairly clear. The condition usually occurs between the 
sixth and eighth month, when induction of labour will 
produce a premature fœtus with small chances of 
viability. The accepted principle in the past has been 
to treat such cases conservatively as long as possible 
so as to give the foetus the best chance “of survival ; 
interference has been resorted to only when the maternal 
condition demanded it. Abrams and Abrams ‘ suggest 
that ammonium chloride is useful in reducing hydramnios, 
and in a preliminary report on two cases they show 
good results. They gave gr. 90 of enteric-coated tablets 
daily for seven days in one case, and gr. 75 daily for 
seven days in the second case; this produced diuresis, 
loss of weight, and reduction in uterine tension. In 
both cases live normal babies were born and both 
patients had normal deliveries. Abrams and Abrams 
claim that the drug is harmless to the . mother, 
but it would be advisable to watch the urine care- 
fully for signs of renal damage, such as the passage 
of albumin and casts, during the exhibition of the 
drug. 


3. See Lanect, 1947, i, 800. 
4, ere A. A., Abrams, S. B. Amer. J. Obstet. Gynec. 1946, 
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CESTROGENS IN PROSTATIC CANCER. 


THERE is no doubt that many patients with prostatic 
cancer, especially if metastases are present in bone, can 
be greatly relieved for a while by the administration of 
cestrogens. As a rule stilbcstrol has been used for this 


purpose because it is cheap and is effective by mouth ; 


moreover extensive trials by clinicians in many countries 
have not revealed any disadvantages to outweigh its 
benefits. 

In this issue Berger and Buu-Hoi, who are working 
with Professor Lacassagne in Paris, describe 4 cases 
of prostatic cancer which stilbcestrol had failed to 
ameliorate but in which considerable benefit was obtained 
from a different synthetic cestrogen, «-bromo-«.{.8- 
triphenylethylene, or Y59 for short. Success followed 
the use of this drug, though it was given by mouth in 
amounts not larger than those of stilbcstrol, and in 
spite of the fact that its minimal cestrogenic dose for 
mice, as judged by the commonly accepted standards, is 
about a hundred times greater than that of stilbestrol. 
Did Y59 owe its superiority over stilbcstrol in the 
cases quoted to any peculiar quality? As Berger 
and Buu-Hoi point out, the estrogenic capacity of. 
Y59, though slight when calculated by the usual methods 
of assay, is yet remarkably protracted; and to this 
durability of action the superiority of Y59 over stilb- 
cestrol in these cases may perhaps be attributed. At 


any rate the clue seems worth following, in the hope. 
that it may lead to a further advance in the relief of 


prostatic cancer with cestrogens. 
FACTS ABOUT MIDWIVES 


ON paper, midwives are plentiful ; but in actual fact 


we have nothing like enough practising midwives to meet 
our needs. The working party set up by the Minister 
of Health and. the Secretary of State for Scotland! 
has been asked to inquire into the recruitment and 
training of midwives and any other matters which have 
a bearing on the present shortage: The problem is 
clearly quite different from that facing the working 
party on nursing, for among midwives there are plenty of 
recruits, most of whom complete the course for part 1 
pf the examination, and many for part m. At the end 
of March there were 74,219 women on the roll of qualified 
midwives, but only about 16,400 were practising mid- 
wifery, some 10,000 of these being in hospitals and 5500 
in organised domiciliary services. The working party- 
is anxious to find out exactly what proportion of those 
who notify their intention to practise actually do so, 
for at present we are. pouring a stream of qualified 
midwives into a basin with many holes in it. 

‘Several well-known causes of loss at once spring to 
‘mind: the demand of many local authorities for a mid- 
wifery qualification in those appointed to do health | 
visiting or other social work seems likely to account 
for a large proportion, while others are lost because 
hospitals use them as sisters in surgical wards and else- 
where. We have no figures, however, to show what 
factors are chiefly responsible for the loss, or to what 
degree, and such figures the working party is determined 
to procure. To this end it is sending out a questionary 
to the midwives—more than 17,000 in England and 
Wales and 1200 in Scotland—who notified thew intention 
to practise midwifery in 1944. 

They ask 18 questions, most of which are divided into several 
parts. The first five ask for personal data, merely so that 
it will be possible to check the age- groups and qualifications 
of those who fail to answer. Other questions ask whether the 
. midwife notified her intention to practise in 1945, 1946, and 
1947; and if she did not what her main reasons were for not 
doing so—e.g., attraction of other work, dissatisfaction with 
midwifery, ill health, attainment of retiring age, or marriage. 
She is asked what are her additional qualifications, whether 


1. See Lancet, April 26, p. 582. 
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. she was required to have a midwifery qualification for her 


present post, who has employed her in the years 1944-47, . 
the main ways in which she has used her midwifery qualifica- — 
‘tion over those years, whether she worked in town or country, 
and how many confinements she has attended yearly. Finally 
she is asked whether on the whole she is ‘satisfied with 
midwifery and if not why not. 

This questionary, at first sight father formidable, 
can be quickly answered by ringing certain figures 
opposite each question, as a covering letter explains ; 
and as soon as the answers have been sorted by machine 
the papers will be destroyed: they will thus be entirely 
confidential. It is important to the country that these 
questionaries should be carefully and fully answered 
by as large a proportion as possible of the recipients, 
and doctors and hospital authorities who are in touch 
with midwives can give great help by encouraging any 
midwife who hesitates to return her completed ques- 
tionary. A pilot survey sent out to 275 midwives 
produced a 60% response in a fortnight, but showed that 
on the whole the practising rather than the non-practising | 
tended to reply. It would be unfortunate if the replies to 
the main questionary showed this bias; perhaps the Royal _ 
College of Midwives can influence non-practising graduates 
to contribute their important share of information. ~~ 


WILTSHIRE’S PROGRESS IN PART-TIME NURSING . 


SincE the part-time nursing scheme! was launched 
on April 18, the number of patients waiting for admission 
to Wiltshire county infirmaries has: been reduced from 
74 to 2. The response to the appeal for nurses has 
been good: according to an interim report? of the 
public-assistance committee, there are now 17 trained 


nurses, 8 enrolled assistant nurses, 32 nursing attendants, 


and 22 nursing orderlies at work in the infirmaries, as 
well as a further 16 part-time nurses in other hospitals. 
Four of the county’s seven infirmaries are now fully 
staffed, and part-timers will be absorbed into the others - 
as they come forward. Some matrons were outstand- 
ingly coéperative from the start, others perhaps less so, 
but the report notes that their general reception of the 
scheme has been satisfactory. Where the matron is 
convinced of the need for part-timers, both part-time 
and full-time staff settle down into a happy unit; and 
it is noteworthy that several people attracted by the 
part-time service have since taken up full-time nursing. 

One remarkable outcome of the scheme deserves the 
notice of all authorities now arranging part-time services : 
Wiltshire is finding it possible to open more beds. At 
one hospital beds for the chronic sick are to be increased 
from 36 to 108; and at another a plan to provide 
dormitories for resident nurses is being given up, and 
the accommodation is to be converted for the use of 
30 chronic sick, who will be nursed by non-resident 
part-timers. 


AT a conference recently called by the United States 
Public Health Service it was recommended that a 
controlled study of B.C.G, vaccination should be undertaken 
in a community with a population of 100,000. or more. 
The conference concluded that B.C.G. ‘‘ appears to 
confer increased resistance to tuberculosis’’ for the 
period covered by the studies presented, and that 
“ there have been no proved cases of progressive disease. 
from B.C.G. vaccination in human beings.” 


AT a meeting in London on July 23 Mr. Roeurin 
Bevan, Minister of Health, discussed with members of 
the 14 regional hospital boards some of the problems 
with which they will be faced. Mr. Bevan said that in 
his view it was best to bring the members together at 
the start, so that they might see themselves as part of 
an integrated service. Most of the boards, whose mem- 
bers give their services voluntarily, have already begun 
to meet and have advertised for their main officers. 


1. See Lancet, May 24, p. 719. 


2. Second Interim Report on the Part-time Nursing Service. 


Wiltshire County Council. 
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INTERNATIONAL CONGRESS OF PEDIATRICS 
. _FROM A CORRESPONDENT 


Wir well over 2000 registrations, the 5th Inter- 
national Congress of Pediatrics ran a successful and 
crowded course during four particularly humid days 
in New York in mid-July. Piediatricians from over 
60 nations heard Dr. Henry F. HELMHOLZ, of the Mayo 
Clinic, president of the congress, deliver his formal 
opening address on a platform backed by a huge fan of 
all their national flags. The colourful effect was later 
enhanced when Dr: Exmertr Hott, jun., the energetic 
secretary and organiser of the congress, accepted from 


Dr. Tsu Fer Su two hand-embroidered banners from the ° 


Chinese Pediatric Society and the Chinese Medical 
Association. Dr. Tuomas PARRAN, surgeon-general of 
the United States Public Health Service, welcomed the 
visitors with a message from President TRUMAN which 
included the statement: ‘To promote the health of 
children the world over is a part of our task of building 
permanent world peace.” Other speakers emphasised 
the point that child care is of the greatest possible 
importance, a fact clearly recognised by the success of 
this, the largest international medical congress since the 
war. 
; THE DISCUSSIONS 

The first plenary session was concerned with Nutrition. 
Prof. R. A. McCancre (Cambridge) gave an account of 
his observations in Germany on the weight and height 
of children under the observation of the special Medical 
Research Council unit. Dr. J. H. P. Jonxis (Rotterdam) 
spoke on his investigations of blood chemistry in relation 
to food deficiencies in children. Dr. J. GILLMAN 
(Johannesburg), observing that in South Africa there 
are 17 pædiatricians for 4 million children, described his 
observations on malnutrition. Other speakers included 
Prof. P. PLUM (Copenhagen), who commented on the 
increase in coeliac disease during the war; Dr. G. 
LoGaras (Athens), who saw the problem in Greece as 
essentially economic; and Dr. Dac Rus (Oslo) who 
mentioned that, despite the poor nutrition, the amount 
of dental decay had decreased in school-children in 
Oslo. Concluding remarks were made by Dr. M. S. 
MAsLov (Leningrad) and Dr. F. F. Tispay (Toronto). 

The second scientific session was divided into three 
periods. At the first Diseases caused by Filtrable Viruses 
were discussed. Dr. A. B. SABIN (Cincinnati) gave a 
masterly opening paper on neurotropic viruses, classifying 
them into those with a basic reservoir in human beings 
and those with a basic reservoir which is extra-huiman. 
He was followed by Dr. L. Atm (Gothenburg) and 
Prof. H. K. FABER (San Francisco). Prof. T. FRANCIS 
. (Ann Arbor) spoke on respiratory viruses, Dr. J. M. 
ADAMS (Minneapolis) on virus pneumonia in infancy, and 
Prof. C. A. JANEWAY (Boston) on the modern use of globu- 
lins in the control of outbreaks of measles. The second 
discussion, on the Chemotherapy of Infectious Diseases 
was opened by Prof. C. S. KEEFER (Boston). Subsequent 
speakers were Prof. G. FRONTALI (Rome); Prof. R. 
Deckwitz (Hamburg), who gave a fascinating account of 
the use of colloidal particles of azo dyes in the treatment 


of tuberculosis in animals; Dr. A. BosAnyt (Budapest) ; . 


Dr. M. 8. PERDIGUERO (Saragossa); and Prof. W. S. 
GAISFORD (Manchester), who emphasised the dangers of 
intraspinal therapy in meningitis. The third subject 
considered was Neonatal Mortality. The opener was 
Prof. A. A. Moncrierr (London), who emphasised the 
social factors and the need for early care of premature 
infants. Later speakers included Prof. C: GyLLENSWARD 
(Upsala), Dr. A. Reuss (Vienna), and Dr. A. F., Tur 
(Leningrad). 
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The morning of the last day was devoted to a plenary 
session on Tuberculosis. Prof. A. WALLGREN (Stockholm) 
opened with an account of the rationale, methods of use, 
and efficacy of B.C.G. in the prophylaxis of tuberculosis. 
His studies had indicated that the “‘ artificial immunity ”’ 
produced by the use of this vaccine could last as long as 
ten years. Prof. K. JoNscuER (Poznan) spoke of the 
excessive morbidity from this disease in Poland as a 
result of the war, and he recommended the inoculation 
of newborn infants by the oral route. Subsequent speakers 
included Dr. A. CuatrAs (Cordoba) who spoke of the 
intracutaneous injection with B.C.G. of newborn infants, 
now achieved for about half of such infants in his city ; 
Prof. R. DEBRÉ (Paris) who described extrapulmonary 
primary lesions ; Dr. J. Hutcnison (Glasgow) who 
discussed bronchial occlusion in primary tuberculous 
infection and the place of bronchoscopy in treatment ; 
and Prof. G. WEBER (Munich) speaking of the influence 
of the genotype on the predisposition to tuberculosis. 


The afternoon meeting was divided into three sessions. 
At the first Prof. G. pe Toxi (Genoa) opened a discussion 
on Incompatibility of Blood and set out six fundamental 
questions still unanswered by modern work on the 
rhesus factor. Dr. B. Broman (Stockholm) touched on 
the possibility of damage to the fœtus by incompatibility 
due to other mechanisms than the rhesus immunisation 
of the mother. Some observations on the same aspect 
were made by Dr. I. HALBRECHIT (Tel-Aviv). It was 
fitting that the concluding speakers in this session 
should have been representatives of two schools in 
friendly rivalry—Dr. L. K. DramMonp (Boston) and 
Sir LEONARD Parsons (Birmingham). The second 
session was concerned with Alimentary Toxicosis, the 
discussion being introduced by Prof. E. KERPEL-FRONIUS 
(Pécs) who reviewed modern work on water and mineral 
exchange in diarrhea and concluded that the primary 
damage is a failure of circulation due to reduction of | 
plasma volume caused by a loss of extracellular electro- 
lytes and capillary injury. Among other speakers were 
Prof. L. F. Meyer (Tel-Aviv), Prof. G. Fanconi, and 
Prof. E. GORTER (Leiden) who though completely 
crippled by arthritis had made the journey by air from 
Holland. 

The third session, on Congenital Heart Disease, was 
opened by Dr. A. CASTELLANOS (Havana), who in 
reviewing the subject laid special stress on the value of 
angiocardiography in arriving at an exact diagnosis and 
in selecting cases for operation. Dr. E. MANNHEIMER | 
(Stockholm) gave a brief description of the value of 
fluoroscopy, phonocardiography, and the hypoxia toler- 
ance test. Dr. A. CourNAND (New York) described 
the use of the radio-opaque catheter introduced into the 
heart through the venous system. Concluding speakers 
were Dr. D. Kerru (Toronto) and Prof. M. Lamy (Paris). 

The scientific exhibits were of a high standard, number- 
ing over 150 and illustrating some of the recent work in 
pediatrics, much of great importance in general medicine. 
Nearly 40 films, including one from England on Scabies, 
were shown at intervals throughout the meeting. 


THE TRANSACTIONS 

The programme, giving summaries of papers and 
descriptions of the exhibits and running to nearly 200 
pages, had been splendidly prepared by the Quarterly 
Review of Pediatrics and will be reproduced, with missing 
abstracts inserted, in the August, 1947, issue of this 
periodical. Copies may be purchased from the Washing- 
ton Institute of Medicine,: 1720 M Street, N.W., | 
Washington 6, D.C. The official transactions of the 
congress will be published in Acta Paediatrica, and. may 
be obtained by writing to Almqvist and Wiksells 
Boktryckeri Aktiebolag, Upsala, Sweden. The next 
congress will be held in Switzerland in 1950 under the 
presidency of Prof. G. Fanconi (Zürich). 
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THE 17th International Physiological Congress, which 
met in Oxford last week under the presidency of Sir 
HENRY DALE, O.M., was the third to be held in this 
country since the inception of the congresses in 1889, 
and the first since the Zürich congress of 1938. But for 
the war, it would have been held in Oxford in 1941. 
The previous congresses in this country were those at 
Cambridge in 1898 and at Edinburgh in 1923. The 
123l- delegates, representing 38 countries (there were 
none from Germany and Japan) were accommodated 
in the colleges and elsewhere. They were received in 


the hall of ” Christ Church by Mr. H. A. MARQuanp, ° 


the Paymaster-General, 
arrival, 

At the opening session in the Sheldonian theatre on 
the following morning the delegates were welcomed on 
behalf of their English-speaking colleagues by the Presi- 
dent, and replies were made by Academician ORBELI 
(U.S.S.R.), Prof. B. A. Houssay (Argentina), General 
R. K. S. Lim (China), and Prof. H. FREDERIC (Belgium). 
The President read a message of greeting from Sir 
CHARLES SHERRINGTON. Each member had already 
been presented by the Physiological Society with a copy 
of a special edition of the Integrative Action of the Nervous 
System, with a newly written and masterly introduction 
by its author. 


on the evening of their 


COMMUNICATIONS 


The programme of scientific business included 361 
communications, which were distributed among meetings 
held simultaneously in -nine lecture theatres throughout 
the congress. Each lasted fifteen minutes and was 
followed by a discussion. There were 37 demonstrations 
of experimental methods and results and 22 of actual 
experiments, and 26 films. It will be appreciated, there- 
fore, that no attempt can be made to describe the 
proceedings in detail. 

A striking feature of the programme was the numerical 
preponderance of electrical and chemical studies of 
muscle and nerve, which together provided the main 
business for two of the lecture theatres. A. L. HODGKIN 
and A. F. HUXLEY’s ingenious new modification of 
classical membrane theory to accommodate recent 
difficulties in explaining the origin of the action potential 
in nerve aroused particular interest. The communica- 
tions of D. NacHMANSOHN and of others on acetylcholine 
metabolism, including some which dealt with the new 
anticholinesterase diisopropylfluorophosphate (D.F.P.), 
were a reminder that the electrical propagation of the 
impulse is inseparable from chemical events within the 
nerve. 

The chemistry of the contractile process in muscle 
was the subject of several discussions, but. these were 
overshadowed by a brilliant and informal lecture by 
A. SZENT-GYÖRGYI, in which he indicated the complex 
interrelationships between actomyosin, adenosine tri- 
phosphate, and electrolytes on which his theory of 
theory of muscular contraction rests. This evoked a 


very brisk discussion ; the criticisms raised in no way. 


lessened the attractiveness of the theory, whose full 
implications, scientific and clinical, have yet to be 
realised. 

In renal physiology the main topics were the renal 
circulation and the mechanism of renal hypertension, 
and the osmotic regulation of water excretion. An ele- 
gant demonstration of the advantages of the combined 
physiological, histological, and radiological approach in 
the study of the renal vascular bed was given by J. TRUETA 
and his colleagues. 
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Interesting papers on blood dealt with its enzymatic 
capacities, particularly histaminolytic and fibrinolytic. 
In pregnancy the histaminase content increases with 
the duration of pregnancy and is disturbed in such 
conditions as toxemia, hydatidiferm mole, and abortion 
Spontaneous 
fibrinolytic activity occurs in surgical shock, trauma, 
and other states (R. G. MACFARLANE, M. ROCHA E 
Sitva). Interesting results were reported on the use 
of the Hartridge-Roughton-Millikan rapid reaction tech- 
nique in studies of the oxygenation of hæmoglobin, and 
on their mathematical treatment. W. JAcoBson and 
P. M. Goop suggested, from a correlation of the fluores- 
cence of anti-pernicious-anemia extracts with their 
biological activity, that . the anti-pernicious-anemia 
factor has the nature of a pterin. A product of war- 
time activity which has a use in investigations of blood 
clotting are the silicone compounds which, applied to 
the surface of glass vessels, delay clotting for a matter 
of two hours (L. B. JAQUES). 

E. WARBURG and A. T. Hansen described a refined 
physical method for the continuous recording of arterial 
and other fluid pressures, which depends on variations 
in the capacity of a condenser attached to a needle 
small enough to be inserted into human blood-vessels. 
H. C. BazetT measured the cooling effect of blood 
flowing in' the venæ comites on blood flowing in the 
artery by means of needle thermocouples introduced 
into these vessels in man; this suggests an important 
mechanism of heat conservation. I. DE BurRGH DALY 
showed a film of his method for the perfusion of a whole 


animal, with replacement of right and left ventricles 


by separate pumps: with this he provided the final 
demonstration of the existence of a pulmonary vasomotor 
control. At last we are seeing that in the pulmonary 
circulation there are reflex means of stabilisation of 
blood-pressure comparable to those of the systemic 
circulation, and afferents which may initiate them. 

Another outstanding film was that of W. R. Hess 
(Zürich), which, in conjunction with his demonstration 
of precision stereotaxic electrodes, displayed his methods 
and results of diencephalic stimulation and electrolytic 
injury in the cat. A variety of phasic movements, 
motor automatisms, and autonomic responses were 
elicited. Three other films had been produced by 
I.C.I., in collaboration with different teaching labora- 
tories, for the education of medical students in this 
country. These fine films, in colour and with sound- 
track, form a notable addition to the resources of the 
teacher of physiology. . 

For the benefit of the congress exhibitions. had been 
arranged by the Bodleian Library, and by the Museum 
of the History of Science, of historic books and manu- 
scripts and of historic scientific instruments. 


THE PERSONAL SIDE 


At a convocation of the university, held on the last 
day and attended by the whole Congress, the honorary 
degree of doctor of science was conferred on C. H. Best, 
H. S. Gasser, B. A. Houssay, A. Krogh, and A. Szent- 
Gyorgi. The ceremony was not only impressive but 
was notable for the classical felicities of the Deputy 
Public Orator, prominent among which was a reference 
to Gasser’s work with the cathode ray oscillograph : 


iam miramini virum qui Punico ingenio.inter Poenos usus 
electricos nervorum pulsus vi patefecit electrica; qui 
fibras illas fistulosas fistula irradians oscillationum mensori 
occultas sensus vias suis sensibus ost consecutus ; 


The closing session followed at once. It was unanimously 
decided to accept the invitation, extended most whole- 
heartedly on behalf of the Danish delegates by E. 
LUNDSGAARD in a charming speech, to hold the 18th 
congress in Copenhagen in 1950. The President paid 


THE LANCET} 


INTERNATIONAL CONGRESS FOR MICROBIOLOGY 


[avaust 2, 1947 183 


tribute to the work of the congress secretary, Capt. 
E. W. GEIT, and to Prof. E. G. T. LIDDELL, on whom, he 
said, had fallen many of the responsibilities of a president. 
Professor Liddell in a witty reply ascribed the success 
of the congress to the vigour of its members: it was a 
case of Sherrington’s ‘ postinhibitory rebound,” which 
had in this experiment been as marked as the period of 
inhibition had been prolonged. The President displayed 
a specially bound copy of the presentation edition of the 
Integrative Action of the Nervous System, which was to 
be sent to Sir Charles Sherrington as an affectionate 
tribute from the congress. Throughout -its meeting, 
indeed, the congress had been informed by the great and 
lasting influence of this veteran physiologist. 

More important than the formal work of the congress, 
in the opinion of many who enjoyed it, were the oppor- 
tunities offered by the communal life in the colleges. 
This allowed frequent and personal discussions among 
people who might otherwise have remained unknown to 
one another outside their writings. From the first, 
these International Physiological Congresses have been 
primarily of this domestic nature and have owed their 
vitality to it. They are gatherings devoted to the 
exchange of ideas about work for the most part actually 
in progress and which will eventually be published. 
There are no published proceedings of the congress. 


INTERNATIONAL CONGRESS FOR 
MICROBIOLOGY 
COPENHAGEN, JULY 20-26 


At the 4th International Congress for Microbiology 
Dr. TH. MADSEN, the president, in welcoming over 
1000 members and associates, spoke of the difficulties 
in arranging hotel accommodation, which necessitated 
housing many delegates in hospitals, student hostels, 
and private houses (all free of charge). Trouble was 
also experienced in preparing abstracts of proceedings, 
programmes, and other printed material, because of a 
four-month printers’ strike. Of more than twenty 
foreign countries that were represented, Britain probably 
had the largest contingent, with France and Sweden 
runners-up. Many American scientists were unable to 
travel because of transport difficulties ; and there were 
no Russian delegates. It was a week of almost unbroken 
sunshine and heat, the like of which had not been 
experienced in Copenhagen for 10 years. 

The discoverers of penicillin and streptomycin (who 
met for the first time accidentally at the Hotel Angleterre 
on Sunday morning) attracted much attention; and 
throughout the week press photographers were almost 
obtrusively active with their flashlight cameras snapping 
celebrities and their wives. 

All the sectional meetings were held in the Bindaven 
(Parliament House), which allowed members to switch 
easily from one meeting to another, although there 
were still no answers to “the problems of being in two 
places at the same time or of ventilating rooms kept 
continually darkened to allow the showing of lantern 
slides. 

ANTIBIOTICS 

The sections of most general medical interest were 
those devoted to antibiotics, medical and veterinary 
bacteriology, viruses, and immunology ; and a consider- 
able proportion of the contributions consisted in reviews 
of work already published but not yet sufficiently known 
in continental Europe. 

The antibiotic section was accorded pride of place as 
regards accommodation, and undoubtedly attracted the 
largest audiences. Papers were given on the production, 
varieties, and mode of action of penicillin, E. F. GALE’s 
discourse on the effect of penicillin in preventing the 
assimilation of glutamic acid by the staphylococcus being 


` 


particularly interesting. Two outstanding contributions 
in this section were made by R. J. Dusgos, of the Rocke- 
feller Institute, and H. C. Hinsuaw, of the Mayo Clinic. 
Dubos, after referring to his new media for the growth 
of the tubercle bacillus, discussed as-yet unpublished 
work on the genetic factors affecting the pathogenesis 
of experimental tuberculosis in mice, and the effect on 
the severity of the lesion of superimposed virus respiratory 
infection. ‘“‘ If,” said Dusos, “ the pathologist or the 
clinician points to the. dissimilarity of tuberculosis in 
mice and men, the experimentalist can answer that 
the same is true of pneumonia and yellow fever; but 
what progress could have been made towards the 
control of these latter infections without the help of 
the mouse ? ” 

HINsHAW described experimental and clinical trials of 
streptomycin, undertaken with W. H. FELDMAN ; and 
he showed photographs of patients recovered and well 
after tuberculous meningitis. He emphasised that the 


_ action of streptomycin in tuberculosis is mainly suppres- 


sive, and that cures in miliary tuberculosis and in tuber- 
culous meningitis are not common, particularly if these 
two manifestations occur together. The drug in their 
experience was practically free of toxicity, apart from 
the production of temporary vestibular disturbances. 

A new approach to the control of virus infections 
was suggested by the experimental work of D. W. 
Woo .tey (U.S.A.), a blind scientist, who has been able 
to prevent multiplication of the influenza virus in the 
chick embryo by the use of apple pectin, a polysac- 
charide to which the virus is adsorbed in much the same 
way as it is to the red blood-cell. 


BACTERIOLOGY 


In the section on medical and veterinary bacteriology 
the subjects discussed were diphtheria, pertussis, strepto- 
coccal infections, tuberculosis, and brucellosis. J. W 
McLeop demonstrated the important part which the 
gravis strain plays in outbreaks of diphtheria, and 
showed that there might occur remarkable declines in 
the incidence of the infection after such epidemics. 
This point was supplemented by CHARLOTTE Ruys 
(ILolland), who, in an important investigation of epidemic 
diphtheria in Amsterdam during 1942-44, had found 


_ from Schick testing that there was much latent immunisa- 


tion among the population at the end of the epidemic 
wave. 

The papers on pertussis caused considerable discussion. 
R. CRUICKSHANK reported that in day and residential 
nurseries rabbit or horse antibacterial-plus-antitoxic 
sera had a protective effect if given in the incubation 
period ; Stuart Mupp described the Philadelphia work 
with agglutinogen as a skin test of susceptibility or 
resistance to pertussis. A. J. H. TomLINsoN had found 
the complement-fixation test more reliable than the 
agglutination reaction for measuring the level of antibody 
at different periods after artificial immunisation; and 
H. Proom concluded from experimental work in mice 
that pertussis toxin may play some part in the patho- 
genesis of the infection. 

In discussing the epidemiology of streptococcal infec- 
tions in man, V. D. ALLISON and W. R. MAXTED made 
a plea, which was sympathetically received, for an 
international committee on streptococcal grouping and 
typing ; and later in the week a previously constituted 
Streptococcus Committee was resuscitated with Allison 
as secretary. 

For the veterinarians there was a useful discussion 
on bovine mastitis, including classification, sources, and 
mode of spread of Streptococcus agalactiae. In the 
brucellosis discussion I. F. HuppLeston (U.S.A.) des- 
eribed a remarkable phenomenon of non-inhibitory 
dilutions of sulphonamides acting as bactericidal agent 
when sensitising antibody in high dilution was added. | 
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Discussions in the virus section centred around polio- 
myelitis and influenza, but were considerably curtailed 
by the absence of many American contributors. Polio- 
myelitis was shown by J. R. Paur (U.8.A.) to have 
changed in areas such as the United States and Scandi- 
navia from an endemic to an epidemic infection, with at 


the same time a steady decrease in the proportion of 
clinical cases among children under 5 years of age. 
Outbreaks with a case-incidence as high as ten times - 


that recorded in America occurred among American 
troops in North Africa, the Middle East, and the Far 


East, while the native adult in the same areas was > 


rarely affected. It was therefore suggested that the 
disease may be endemic in subclinical form among 
native populations, The part played by the fly in the 
spread of the disease was discussed by A. B. SABIN 
(U.S.A.) and others ; while J. H. S. GEAR, from epidemio- 
logical studies on poliomyelitis in South Africa,, was 
convinced that close personal contact such as occurs in 


' households was the most important factor in the spread 


of the infection. The possibilities of immunisation 
against poliomyelitis by formolised vaccine were discussed 
by S. Garp (Stockholm) and others. 

Among the papers on virus respiratory infections, 
the work by the Common-Cold Unit at Salisbury, 
described by C. H. ANpDREWES and F. FULTON, 
attracted particular attention. G. and W. HENLE 
(U.S.A.) described a new test for assaying the potency 
of influenza-virus vaccine, and also discussed the mode 
of infection of the cell by influenza virus as it occurs 


_in the chick embryo. 


IMMUNOLOGY 


In the immunology section an outstanding contribution 
was that by M. B. Lure (U.S.A.) on the mechanism 
of immunity to tuberculosis as exemplified by the 
phagocytic action of mononuclear cells from normal 
and immunised rabbits transplanted into the anterior 
eye-chamber of normal albino rabbits. V. MENKIN 
(U.S.A.) discussed the mechanism of leucocytosis in 
inflammation ; and G. SHwarTzMANn (U.S.A.) illustrated 
with coloured lantern-slides the phenomenon of local 
tissue reactivity in the golden hamster.. A. FELIX 


queried the virus nature of Vi bacteriophage, and 


E. HAMMARSTRÖM (Sweden) described an extended 
scheme for the phage typing of Shigella sonnet. 

In other sections contributions that evoked favourable 
comment were M. DELBRUCK’s (U.S.A.) work on the bio- 
chemical deficiencies of bacterial viruses ; the discovery 


by K. M. Smirn of the transmission of a new plant virus | 


by a biting beetle; and G. S. WiLson’s illustrations of 
the epidemiological value of phage typing in tracing 
sources of staphylococcal food poisoning. At the general 
meetings the two lectures of particular interest to medical 
men were F. C. BAWDEN’s review of the lessons to be 
learned from work on virus infection of plants, and 
S. A. Waxsman’s (U.S.A.) lecture on antibiotics. 

At the plenary session on the last day resolutions 
were adopted for a new Bacterial Code, put forward by 
the Nomenclature Committee, in which rules are laid 
down to regularise priority in the naming of bacteria 
already described and for new bacteria ; for enlargement 
of the Salmonella Subcommittee to include all the 


‘enterobacteriacee; and for a new committee on 


enteric phage typing, under the joint chairmanship 
of CRAIGIE and FELIx, with the Enteric Reference 


Laboratory at Colindale as the International Reference 


Laboratory. 

And so, after meeting many old friends and making 
new ones, and after a week of almost. unexampled hos- 
pitality by their Danish hosts, the delegates dispersed, 
to meet again, perhaps, in three years’ time in Rio de 
Janeiro. 
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CONGRESS OF EXPERIMENTAL CYTOLOGY 


THE 6th International Congress of Experimental 
Cytology, held in Stockholm between July 10 and 17, 
under the presidency of Prof. Johan Runnstrém, was 
attended: by nearly 450 delegates. from twenty-three 
countries. 

Prof. A. Mirsky (U.S.A.) described his methods ` of 
isolating chromosomes and of investigating their chemical 
composition. He emphasised that his findings confirmed 
the results previously. reported by Prof. T. Caspersson, 
of Stockholm. 

Professor Astbury surveyed the possibilities of explain- 
ing biological processes in the cell with the aid of X-ray 
spectrography and the electron microscope. | 

Prof. René Dubos (U.S.A.) spoke on the membranes 
of bacteria; he pointed out that the composition of 
these membranes probably determines the pathogenicity - 
of organisms. 

Dr. Wyckeff (U.S.A.) described his investigations. on 
viruses. With Dr. Williams he has worked out a new 


preparation technique for electron microscopy; the 


preparations to be examined are covered. with a very 
thin film of metal molecules—gold or chrome—in which 
the virus particles stand out in a system of lights and 
shades, not unlike a moon landscape. | 

Dr. Humberto Ferndandez-Moran (Venezuela): showed 


pictures of brain tumours taken with the electron micro- 


scope of Prof. Manne Siegbahn, the Swedish Nobel prize- 
winner. With an improved technique, it is now possible 
to discern details of dimensions down to 0-000002 mm 

Dr. Rittenberg and Dr. Shemin (U.S.A.) gave an 
account of recent experiments carried out with isotopes 
to observe the continuous building-up and destruction 
of body-tissues. 

' Prof. P. de Fonbrune (France) showed in a film how, 
by means of his micro-manipulator, the nucleus may be 
removed from a living cell and another inserted. 

Mr. A. F. W. Hughes spoke on new methods ` ‘of 
measuring the viscosity of intracellular fluid. He has 


_ succeeded in making connective-tissue cells, with a 


diameter of about 0:01 mm., ‘“ swallow ”’ small iron 
bars about 0:001 mm. long. By means of a regularly 
swinging magnet the small bars are set in motion; and 
by measuring these ‘‘ compass swings ” it is possible to 
estimate the viscosity of the intracellular fluid. 


BRITISH MEDICAL ASSOCIATION 
THE REPRESENTATIVE MEETING 
(Continued from p. 147) 


Dr. S. F. L. DAHNE (Reading) proposed that the 
council should formulate a plan to end the maldistri- 


‘bution of practitioners, because the Minister had given 


this maldistribution as a reason for abolishing buying 


and selling of practices. He pointed out that for young 


men borrowing money to enter practice, the rate of 
interest could be reduced to 1% if each member of the 
profession subscribed 10s. 6d. a year, and to nil if each 
doctor gave one guinea; alternatively, if each doctor 
were to lend £50 the resulting fund would be large 
enough to supply on loan and without interest enough 
capital to enable these men to puréhase their practices. 
Mr. Bevan had been reported as having said ‘lately in 
Reading: ‘“ The profession is at last seeing reason and 
beginning to dance to my tune.’’ Perhaps because of 
this, the public was now assuming that the profession 
was abandoning its insistence on the right to buy and sell 
practices. 

Dr. Guy Dain, chairman of council, said that when a 
100 % service was introduced the problem of distribution 
would settle itself; for doctors would be attracted to 
the most thickly populated areas. The association was 
agreeable that special terms should be offered in rural 
districts ; there was no need for direction. The doctor 
who borrowed money to enter practice was troubled less 
by the payment of interest than by the repayment of 
capital; and the loan was to him not a millstone but 
an incentive to do his best. 

Dr. J. A. Brown (Birmingham) suggested that the 
greatest needs were: premises for dealing with the 
greater flow of patients in the new service; houses for 
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married assistants ; and an adequate capitation fee. With 
these there need be no direction and no control of sale 
and purchase. Dr. Dahne’s motion was, however, carried. 


HEALTH CENTRES 


Dr. G. H. BARENDT (Southampton) moved that the 
council should formulate plans for the construction, 
staffing, and functioning of health centres. Dr. A. 
TALBOT ROGERS (council) pointed out that a committee 
had already been set up, under his chairmanship, to 
Investigate all sorts of group practices and also single 
practices. Between 100 and 200 practices were to be 
investigated ; and the public’s opinion of group practice 
was to be tested. Dr. DAIN emphasised that so far the 
Minister’s directives to local authorities on health centres 
covered only the earmarking of sites. The motion failed. 


NOMINATION FOR STATUTORY BODIES 


Dr. J. HALLAM (North Staffordshire), moving that the 
profession’s nominations to all statutory bodies under 
the new service should be approved by the Minister, 
said that of 7 nominees from his area for the regional 
hospital board, only 3 had been accepted. Speakers 
from other areas confirmed Dr. Hallam’s experience. 
Dr. F. M. Rose (Preston) said that for each of the two 
regions covered by his branch council, 6 nominations 
had been made; and for each only 1 had been accepted. 
In the South-west region, said Dr. S. Noy Scotr 
(Plymouth), only 2 out of 6 nominees had been accepted. 
Dr. N. STEVENS (West Suffolk) said that in his area the 
nominee had been turned down, leaving West Suffolk 
without representation on the regional board. 

Dr. DAIN observed: ‘‘ This is the sort of thing that 
may happen to you unless you have proper control 
arranged.” It was hoped that the difficulty would be 
solved in the amending Act. The association had, he 
added, put up altogether 85 candidates, of whom 27 had 
been adopted. ‘‘ If we should come to terms with the 
Minister and there should be a service—which, I think, 
seems very doubtful—we must know which is the body 
the Minister will consult. If we are not free to choose 
those who are to represent medical opinion on these 
committees, we are sold.” For the selection of members 
for the committees it might be possible to set up a joint 
body representing the association, the Royal Colleges, 
and perhaps other bodies. 

The motion was carried. 

Dr. J. M. ALSTON (City) moved that general-practitioner 
representation must be assured on the various statutory 
bodies set up under the Act; and an amendment was 
added that the holding of part-time appointments with 
local authorities should not debar from service on local 
health committees. . 

Dr. TALBOT RoGers said that regardless of the 
Minister’s directive urging the appointment of doctors 
to the local health committees authorities were. still 
forming committees without consulting the local medical 
committees. Speaking as a county-councillor, Dr. W. N. 
LEAK (mid-Cheshire) said that his council had established 
a small committee of 6-8 doctors who discussed medical 
matters before they reached the council and liaised 
between the profession and council. 

The amended City motion was carried. 

MIDWIFERY SERVICES 

Dr. R. Poots (Stratford) moved that all registered 
practitioners should be entitled to undertake domiciliary 
obstetrics under the Act; that ten years’ experience of 
domiciliary obstetrics should be accepted as an adequate 
preliminary condition of entry to an examination for 
a diploma in obstetrics; and that if necessary an 
appropriate new diploma should be established. l 

Dr. W. B. A. Lewis (Shropshire and mid-Wales) 
suggested that action should be taken by the Royal 
College of Obstetricians and Gynæcologists to enable 
doctors to practise midwifery without first obtaining 
their diploma; while Dr. J. H. E. Moore (Leeds) con- 
tended that the solution lay in the hands of the General 
Medical Council, which should ensure that undergraduate 
training was sufficient to enable doctors to practise 
obstetrics. 
pressed the country doctor’s claim to postgraduate 
training. Lord HoRDER (Marylebone) claimed that the 
restriction on the practice of midwifery by qualified 
practitioners represented infringement of a statutory 


Dr. C. MACKIE (Worcester and Bromsgrove) | 


privilege: ‘‘I believe we have been taken a little far 
from our principles in this matter.” 

Dr. DAIN said that the Negotiating Committee would 
require the removal from the Act of the Minister’s 
prerogative to approve doctors’ qualifications to practise 
midwifery. An agreement had, in fact, been reached ; 
women were to have the right to be attended, if they 
wished, by a doctor of their own choosing who would, 
if necessary, attend the confinement; and a separate 
payment was to be made for this service. A similar 
position to that under the Scottish Act had thus been 
achieved. Every doctor could practise midwifery if he 
wished ; but there were not enough domiciliary cases to 
provide suitable experience for all. Quite a number 
would elect not to engage in obstetric practice, so that 
there would be enough cases to’supply the remainder 
with experience. Doctors seeking to engage in obstetric 
practice must, however, give evidence to a local medical 
committee of their past experience and their opportunity 
for continued experience; there was no insistence on 
diplomas. : 

The motion was carried by 106 votes to 91. 

WHOLE-TIME MEDICAL OFFICERS 

Dr. R. FORBES won the meeting’s support for a- 
Hendon motion that whole-time medical officers employed 
by central, regional, or local authorities should have the 
right of appeal to a suitably appointed committee when 
their appointment was terminated on grounds reflecting 
adversely on their professional reputation or procedure. 

ROTA OF PRACTITIONERS 

The meeting rejected a motion by Dr. G. DE SWIET 
(Paddington) that in the new service provision should be 
made for a rota of practitioners for duty at night and 
weekends, and during holidays and sickness. This was 


‘damned by Dr. DAHNE as “ totalitarian planning.” 


FEES FOR LIFE-INSURANCE EXAMINATIONS 

Dr. S. WAND, chairman of the council’s general- 
practice committee, gained the meeting’s support for an 
agreement with the life-insurance offices by which 
10s. 6d. is to be paid for a short form of medical report, 
to be used where the amount of the policy does not 
exceed £300; £1 lls. 6d is to be paid for a medical 
examination and report where the amount of the policy 
exceeds £300 ; and £2 2s. is to be paid if the form required 
by the company is exceptionally extensive. 

TELEPHONE MESSAGES ` 

In reply to a West Suffolk motion, Dr. Wand said that 
the resumption of the G.P.O.’s telephone message service 
was impossible, at least in London, because of shortage 
of equipment. However, a robot attachment to the 
telephone was a possible alternative. When the doctor 
is out the robot will say: ‘‘ This is the robot speaking. 
Dr. X is out. Can I do anything for you?” The 
answer is recorded on a cylinder, and the doctor, on his 
return, plays it back. The company owning this device 
was willing, said Dr. Wand, to fit and to service the 
robot for £80 if 50 doctors came forward. 


‘ DOCTOR ” SIGNS ON CARS | 

Dr. D. A. FERMONT (Kensington and Hammersmith) 
called for the abolition of ‘‘ doctor ” signs on cars. This 
was opposed by a speaker who had heard that even 
the sheep in narrow country lanes respected the sign. 
Nevertheless, the motion was carried. 

CERTIFICATION 

A motion calling for reduction in the number of certi- 
ficates which doctors may be called on to sign was with- 
drawn when Dr. DAIN explained that the association 
had formed, in conjunction with the Ministry of Health, 
a small committee to examine the question. ‘' We hope 
that before the start of any new service we shall have 
done something to solve the problem of certificates.” 

SCOPE OF GENERAL PRACTICE | 

Dr. J. A. L. VAUGHAN JONES (Leeds), moving that the 
council should resist any attempt to diminish the present 
scope of general practice, said that a wide outlook was 
essential to the practitioner, who should not be divested 
of all his responsibilities by compulsory diplomas and 
postgraduate courses. 

Dr. O. C. CARTER (Bournemouth) held that there had 
been considerable inroads into the general practitioner’s 
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responsibilities. He had spent some ‘months on the 
Spens Committee; and a basic consideration had been 
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that some of the best men should be persuaded to enter- 


general practice. With further division of practice into 
watertight compartments the practitioner would, he 
suggested, become just a filler-up of forms and a man 
who refers patients to a specialist. 

' Dr. A. F. SHIRRAS (Leeds) agreed that with all the 
pleasure going out of the work the best men would not 
be attracted to general practice. The doctor working in 
isolation was perhaps not going to trouble himself about 
retaining the disputed subjects; and possibly the aim 
should be to promote grouping or partnerships before 
the new service:came into being. The motion was carried. 


DOCTORS’ CARS 


Dr. W. GUNN (Greenwich and Deptford) put forward 
a motion expressing dissatisfaction with the arrangements 
by the association for obtaining doctors’ cars. It was, 
he said, necessary to prove that a new car was essential 


and the present car unroadworthy ; but, without being | 


unroadworthy a car might be undependable. Dr. WAND 
pointed out that the motor trade is now free ; there were 
no priorities as they had been known only a few months 
ago. 
delivery ; but, where the need was real the association’s 
central office would probably be able to obtain a car at 
once or at least to get the applicant’s name placed high 
on the waiting-list. l 


SHORTAGE OF NURSES 

Dr. H. H. D. SUTHERLAND (Kensington and Hammer- 
smith) moved that the Minister of Health ‘and the 
Secretary of State for Scotland should be asked to give 
urgent attention to the acute shortage of nurses. In 
London, he said, it was sometimes impossible to get 
grave and even urgent cases into hospital. Dr. J. B. W. 
RoweE (Harrow) held that the cause of the present 
. impasse was shortage of student nurses. There were 
two main causes for this: (1) under the Rushcliffe scale 
the student nurse received in cash only 33d. per hour, 
or if she was. working in a sanatorium 4}d.; and (2) 
matrons tended to run nurses’ hostels as a cross between 
a nunnery and an approved school. l 

Mr. WELDON Watts (Newcastle-on-Tyne) made a plea 
for private hospitals and nursing-homes; the largest 
nursing-home in Newcastle, had, he said, lately been 
closed, entirely because of insufficient nurses. Another 
speaker contended that the student nurse must be paid 


at least enough to keep her—£90 per annum was a 


minimum. Dr. LEAK suggested that nurses were being 
wasted in industry. Dr. C. K. CULLEN (City) recalled 
that the General Nursing Council had refused a supple- 
mental charter for tuberculosis nurses, and added: ‘“‘ It 
is time the council woke up from its world of fifty years 
ago.” The nursing profession had been too regimented. 
“ We don’t want university graduates: we want people 
who can do the job.” There must be a complete change 
of attitude; if the curriculum was too difficult; it must 
be modified 


Dr. C. F. Mayne (Plymouth) suggested that the trained 


nurse should be better paid; the part-time nurse, 
receiving 2s. ld. an hour, had to pay 2s. 6d. an hour for 
a charwoman while she was away from home. The 
motion was carried. 

Dr. TaLBoT ROGERS advanced a rider calling for a 
special ad-hoc committee to make recommendations to 
the council. What was needed, he: thought, was 
examination of all the evidence by a body which could 
take a wide view. Dr. A. ©. E. BREACH (Bromley), 
supporting this suggestion, said that not only nursing 
organisations but also probationers and even friends and 
relations of junior nurses should be approached to 
establish the origin of the present difficulty ; the com- 
mittee should also deal with the matter of domestic staffs. 

Dr. R. KELSON ForpD (Chelsea and Fulham) said that 
the number of nurses employed today was greater than 
before the war; yet the number of young women in 
the age-group from which recruits were drawn was 
smaller. There were simply not enough people to meet 
the demand; and the problem could be met only at 
the highest levels. 

Dr. G. MAcFEaT (council) said that nurses tended to 
drift away from Scotland because of the better conditions 
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. hospitals. 


There was a lag of at least 2-3 years before 
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in England. In his area part-time nurses, owing to their 
irregular attendance, had proved unsatisfactory. Nurses 
were, he added, being wasted in the social services, 
where they often did only clerical work. ‘‘ The training 
should not produce half-baked doctors instead of fully 
trained nurses ” ; and there should be some arrangement 
to cover the gap between leaving school and starting 
training. ; 

Mr. R. L. NEWELL (council) also criticised the General 
Nursing Council—‘ that archaic body which is out of 
touch with present-day conditions.” The association . 
and the Ministry of Health had, however, done much ; 
and since the Ministry’s working party on nursing was 
soon to report he was opposed to the establishment of. 
an ad-hoc committee. . | 

A vote taken on this resulted in a tie; the chairman 
cast his vote in favour of the committee. ? 

REMUNERATION FOR JUNIOR HOSPITAL POSTS 

Dr. MAYNE moved that, the present remuneration for 
junior hospital posts being inadequate, the association 
should formulate a scale of salaries for adoption by all 
Mr. NEWELL replied that such a scale was 
being prepared ; but the motion was carried. 

REMUNERATION FOR PART-TIME EMPLOYMENT 

The meeting approved the increased scales of payment 
for part-time work with local authorities; the increase 
on the 1938 figures, which is one of 40% for general 
practitioners and of 60% for specialists, has been in 
operation since last November. 

: CONSCRIPTION OF WOMEN DOCTORS 

Dr. JANET AITKEN won the meeting’s support for a 
resolution passed by the Medical Women’s Federation to 
the effect that the power to conscript doctors should be 
applied equally to men and women. 


Annual Meeting 


At the association’s annual meeting on July 23 Sir 
Huc LETT, the president, said that it had been decided 
that the affiliated and daughter associations in the 
Commonwealths should be invited to codperate in the 
establishment of a British Commonwealth Medical 
Council. Each would appoint its own direct repre- 
sentatives, and meetings should be held in the principal 
centres overseas as well as is in London. It was also 
proposed to establish an Empire Medical Advisory 
Bureau at B.M.A. House, to advise and help those who 
came to this country from the Commonwealth and the 
Colonies for postgraduate or undergraduate study. 

As a result of a world medical conference held in 
London last September on the initiation of the asso- 
ciation, the World Medical Association came into being ; 
and this, he said, would hold its first annual meeting in. 
Paris next September. The W.M.A. would be comple- 
mentary to the W.H.O.; for while the W.H.O. would 
function at government level, the W.M.A. -would function 
at professional level. The American Medical Association 
had, he added, just joined the W.M.A., which had already 
set on foot an inquiry into the trend of State policy in. 
relation to medicine in different countries. 


DENTAL HYGIENISTS 


THE Minister of Health, addressing the British Dental 
Students Association at Leeds on July 16, said that 
statements have been made that the Government 
intend to dilute the dental profession by employing 
ancillaries to undertake treatment which should properly 
be carried out by dentists. This was not true. The 
Teviot Committee, the majority of whose members were 
dentists, had recommended that a scheme for the 
training of dental hygienists should be initiated forth- 
with on such a scale as would provide an adequate test 
of their value. ‘‘ The Government,” said Mr. Bevan, 
“ have accepted this recommendation. It is proposed 
to proceed with the experiment; but, until its results are 
known, no decision as to the future use of hygienists 
will be taken.” . There was no foundation for the sug- 
gestion that the Government intend to authorise dental 
technicians to undertake dental work which is at present 
the province of registered dentists. Technicians had a 
very important part to play in the new service but no 
alteration in the relations between dental technicians 
and dentists was contemplated.. ; 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE Sheldonian Theatre was in summer mood, which 
extended to the bedels, when the closing session of the 
Physiological Congress was preceded by a convocation 
at which honorary doctorates in science were conferred 
on a distinguished pentarchy. 

August in appearance and name, medium and bearded, 
whitening in age, Krogh, whose mien defied the Nazi 
gaolers he escaped, fulfilled our imagery of ‘‘a most 
diligent inquirer’’ whose ‘ accuracy and elegance of 
method have led to those discoveries which have won 
him world-wide fame” and Nobel prize. Szent-Györgyi, 
who followed, as after Lind, seemed a veritable Puck, 
“ the discoverer of certain constituents of muscle, 
arranged spirally one around another,’ who well might 
girdle the globe salving sailors ‘‘ from the terror of scurvy ”’; 
and his later expression of thanks on behalf of the 
congress reflected the goodfellow he was to conclude in 
verse! From the Rockefeller Institute and not from 
Kensington Gardens came Herbert Spencer Gasser, 
young in mind and long of limb, sized-companion of the 
Orator and worthy American cousin. We looked to 
“ marvel at a great scientist who proceeded like ‘a 
thief set to catch a thief’ to detect those electrical 
changes that form a nerve impulse” with ‘‘an electrical 
device ” and ‘‘ showed that each nerve-fibre sends its 
messages at a stable rate, but the smaller fibres more 
slowly than the greater.” Dr. B. A. Houssay *‘ deter- 
mined that he must live where the airs are good—Buenos 
Aires—and in himself most certainly gives proof of the 
(Ciceronian) theory that a man’s life and character 
correspond in quality to his native climate,’ said the 
Orator; and this benign harmony was very evident in 
this short lively personage, hair dark in colour though 
late in middle age, who shared secrets with the 
‘conductor of the endocrine orchestra ”? to tell us that 
“ the agent exciting this disease (diabetes) in mankind, 
as in the lower animals, is a hormone liberated by the 
anterior lobe of the pituitary gland itself.” The young 
partner of ‘“‘ Frederick Banting, of immortal memory ”’ 
who shared ‘‘in those researches which discovered in 
the pancreas of animals a substance of sovran aid to 
diabetics ’’ was presented last. This fine and fair Canadian 
cousin was also comfortably cast for studies on the meta- 
bolism of fat. In Canada’s wavy-navy, in war-time, ‘‘ by 
radically decreasing the strain placed upon men so engaged 
he effected great improvements in submarine detection ”’ 


and he is the very embodiment of ‘a good messmate.’’- 


The visitors have gone home. To the far corners of 
the earth they take their remembrances and our not 
inconsiderable invisible exports—our good wishes and 
renewed friendship. , P 2 

Some years ago I received several cordial invitations 
to go to the United States of America, but I didn’t see 
how I could possibly make both ends of the Atlantic 
meet, let alone visit both Coney Island and Hollywood. 
A colleague however told me.that the thing to do was 
to work one’s passage there and back as a ship’s surgeon, 
and my informant, who had done it himself, undertook 
to introduce me to the appropriate shipping magnate. 
The introduction was effected after a big provincial 
dinner, when the shipping magnate appeared to be 
comfortably in liquor and I was unusually tongue-tied. 
Mind you, he may have always looked like that. And 
so may I. I don’t know. At any rate he seemed to 
remember me when I wrote to him, and replied by 
asking for a testimonial as a necessary formality 
demanded by his board. So I approached one of my 
high-up friends in Harley Street, off whom I usually 
take lunch when I am up in town, and asked him for a 


good strong one. He doodled for a long while and then . 


threw down his pen saying, “ Write your own damned 
testimonial and 1’ll sign it.” 

I tried hard to remember the nicest things that had 
ever been said about me, and couldn’t recollect a thing. 
So I asked myself, ‘‘ What’s the very nicest thing you 
could say of anybody?” I wrote it down carefully, 
my high-up friend signed it, and I sent it off. Then for 
months I waited, wondering why I went on hearing 
nothing from the shipping company. The testimonial 


couldn’t have been nicer. It ran: “This is to certify 
that of all my professional colleagues there is no-one 
with whom I would rather be shipwrecked on a desert 
island than with Dr. Peter Quince.” 
Eventually the penny dropped. 
* * * 


I imagine every G.P.’s wife is clamouring for a robot 
telephone. They know what it would mean, not only 
in time saved, but in the saving of emotional stress and 
the conservation of lipoids for exhausted suprarenals. 
A robot is undisturbed by pity, but it could get aggressive 
if it got stuck in the groove; “ Dr. Blank is out, ring 
again in... again in . . - again in ...againin...’ How 
charming of it to be unmoved by rudeness, trivial calls, 
patronage, and pestiferousness; but its worst trick 
would surely be the “ play-back ” which says, in Lady 
Tweedlchampston’s rasping tones, ‘ Will the doctor 
ring Lady T. the moment he gets in ? ” Why stop at a 
robot phone? Why not a garage-door-opener, a front- 
door-answerer (the repertoire to include ‘‘ Dr. Blank’s 
away today; come again another day”). The robot 
phone could be fitted with an amplifier so that the 
patient could place the phone microphone below the left 
nipple with the preliminary words, ‘and. here is the 
sound of my heart, doctor.” In fact, the whole thing 
could probably be linked up with your electrocardio- 
graph. This would save a lot of trouble. Oh yes, the 
G.P.’s wife would love to have one, but my wife is pretty 
certain thaf I wouldn’t know we had it until I bumped 
against the thing in the hall. All this robot mechanism 
will be controlled by a large switchboard so that by July, 
1948, the kitchen will look like the cockpit of a modern 
bomber; then, on the Appointed Day, in one moment 
of careless rapture I shall press-all the knobs at once, 
and Lo! we are nationalised. | 

* * * 
_ The peripatetic correspondent writing about illegal 
immigrant ships (July 5) recalls an incident which 
occurred when one of the first of those ships arrived - 
in port. There were a number of stretcher cases lined 
up waiting for the M.o., with as wide a variety of symp- 
toms as one might find after searching through ‘‘ Hutchi- 
son and Hunter.” The m.o. was a dour Scot, who knew 
all there was to know about hysteria—and more besides. 
After examining the cases, he told a large proportion 
of them to get up and walk. The Tower of Babel does 
not hinder a determined Scot, and the effect was instan- 
taneous. A corporal had watched the whole procedure 
with considerable admiration. ‘‘ Blimey, sir,’’ he said, 
“it’s better than Lourdes.” 

% * * 

What finally decided me to decline an offer of an 
administrative post was wood-turning. | 

At first I was tempted to give up my busy general 
practice and take a nice office job because it would give 
me plenty of time to do this; at present my hobby is 
like the carrot in front of the donkey’s nose, for all I 
can hope to get in is about half an hour around mid- 
night. But in a few minutes I had a vision of the 
house crowded to the front door with wooden bowls, 
plates, ash-trays, candlesticks, cups, disks, and twiddley 
bits, in all kinds of wood. Where would I get. all this 
wood? It is impossible to buy it these days, and I am 
pleased to get a little bit of mahogany (which was 
apparently the centre-piece of a lavatory seat), or a 
heavy piece of jarrah which was left over from making a 
laboratory bench ; once I had a piece of Canadian cedar 
which a dock pilot had treasured for years and reluctantly 
parted with, and another time a piece of a beam of a house 
which was beautifully dry and had the loveliest grain. 

Kept in its right place all this is fun; it would spoil 
the joy to have too much of it. 


* * * 


You can’t beat our old dog for perseverance. We 


‘watched him trying to get the marrow out of a knuckle 


bone the other day. First he stuck the open end in 
his mouth and sucked hard, but nothing happened 
because he hadn’t drilled a hole in the other end first. 
I pointed this out to my wife, who said, “ Leave the 
dog alone. He’s doing his best and he’s enjoying 
himself.” Next he tried to stick his tongue inside the 
bone, but found that he couldn’t reach far enough up. 
Several times it almost seemed as though he were trying 
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to get himself into the marrow cavity. Eventually he 
gave up the tongue method and started the foot, or paw, 
method. Keeping one paw firmly fixed on the bone he 
tried to stick the other one inside. However, that also 
was doomed to failure because the external diameter 
of his paw was greater than the internal diameter of. his 
bone. Just then my wife looked up, ‘‘ Why don’t you 
help the poor hound, instead of laughing at him ? ”’ she 
said. So I fished the marrow out with the end of a spoon 
from whence it disappeared rapidly down the dog’s throat. 


I feel there is a moral in this somewhere. a 


* * * 


Congresses may come and go; but the standard set 
by the Fifth International Congress. of Pediatrics, held 
at the Waldorf Astoria Hotel in New York, will be 
difficult to rival. The meeting, at which 56 nations were 
- represented, lasted officially from July 14 to 17, but the 
excitement began many days before that with the arrival 
of the first delegates from countries outside the United 
States. Peediatricians who had known each other before 
the war met once more, and many new friendships were 
made before the conference began. These reunions and 
new associations were encouraged by the way in which 
Dr. Emmet’ Holt and his wife threw open their doors 
to delegates of all nationalities. They and the other 
organisers must have worked for months to make the 
congress a success. 

The large number of exhibits and demonstrations 
arranged at the Waldorf by scientists, pediatricians, 
and others working in the U.S.A. provided profitable 
entertainment for the whole four days. Practically all 
the papers and oral communications were given by the 
representatives of other countries. Monday (14th) was 
devoted to registration, exhibits, and an informal 
“ smoker,” and by the evening most people had sorted 
themselves out, decided what they wanted to see, and 
made contact with their friends. The congress was 
formally opened on Tuesday morning under the presi- 
‘dency of Dr. Henry F. Helmholz, and in the afternoon 
papers on nutrition were read.by representatives from 
Great Britain, the Netherlands, South Africa, Denmark, 
Greece, and Norway, while delegates from other countries 
joined in the discussion. Communications could be made 
in English, French, Spanish, or German, and translations 
into all these languages could be heard through ear- 
phones. On Wednesday there were three short plenary 
sessions in the morning and less formal sectional meetings 
at the New York Academy of Medicine in the afternoon. 
In the evening we embarked on a six-hour steamer trip 
up the Hudson River. It had been a very warm day and 
the coolness and relaxation of this evening were much 
appreciated. Supper was provided on board and a great 
deal of shop was talked, but the beauties of the Hudson, 
Washington Bridge, and the lights of New York were 
not altogether neglected. On Thursday, after a day of 
plenary sessions, 1600 of us sat down to a banquet in 
the ball-room of the Waldorf Astoria, followed by 
speeches and then dancing. Most people went to bed 
feeling that they had not seen enough of the exhibits 
and demonstrations but they had had a wonderful week. 
After the official congress was over there were clinical 
demonstrations at the Babies Hospital, the Bellevue, 
Mt. Sinai, New York Hospital, and the Postgraduate 
Hospital, and on July 21 tours began to Boston, Chicago, 
Minneapolis, Rochester (Minn.), Detroit, and the Niagara 
Falls. Many arranged their own tours to see people or 
work which specially interested them. 

` Few of the delegates from Europe could have gone 
= to the congress without financial assistance, and this was 
generously provided from funds collected by the organi- 
sers. I hope the people who provided this money will 
learn how much it was appreciated. The great value of 
such congresses lies in the chance they give people with 
kindred interests to get together, discuss their common 


problems, and hear about new work and new techniques. ~ 


In New York the programmes were short enough to allow 
ample time for private talks, and the many minor con- 
ferences arranged by six or seven people were probably 
the most valuable part of the whole visit. . 

By the end of July most of the foreign delegates had 
left, some for lands where freedom and plenty have not 
yet returned, but all with a warm sense of gratitude to 
the peediatricians of the United States. 


Letters to the Editor 


FATTY HERNIATION IN LOW BACK PAIN _ 
Sm,—In your annotation last week you reported on 
this subject and its recent confirmation by Hertz? 


and Hench.* As to the accuracy of our observations we 
shall trust to future workers for further confirmation or 


- refutation. Í 


You mention three difficulties in the way of accepting this 
work without reservation, and in the circumstances we 
feel that some comment on these is called for. They are: 

(1) “ Lack of anatomical evidence as to the existence 
of Copeman and Ackerman’s basic fat pattern.” This 
is an academic point which is not relevant to our conten- 
tion that fat lobules wherever they are situated may 
become cedematous, and provided they are confined. 
within an indistensible fibrous covering or fascia, can as 
the result give rise to pain. Such pain moreover can 
be temporarily abolished by dehydration of the intra- 
cellular type.* If this increase in ‘tension is sufficient, 
herniation of the lobule’ will in certain cases occur, and 
this may perpetuate the condition. l E 

(2) “ Subcutaneous fatty nodules are to be found in 
over 50% of persons not complaining of backache.’’ We 
ourselves made this observation and suggested that the - 
abnormality which differentiated our nodules from the 
painless type is the presence of the pathological but 
non-inflammatory cedema which we demonstrated. _ 

(3) “ These views conflict with those of ... Burns and 
Young, who believe that the prolapsed disk is the cause 
of most cases of persistent low back pain.” The fact that 
two distinguished orthopedic surgeons hold this belief 
can scarcely be considered as proof that the lesion des- 
cribed by us has no existence. We have never claimed 
moreover that: our lesion constitutes the cause of an 
important proportion of cases of ‘“‘ fibrositis’’ of the 
back—merely of those in which we have ourselves 


demonstrated it by biopsy. W. S. ©. CopEMAN 
London, W.1. W. L. ACKERMAN. 
l © DENTAL CARIES © : 
S1r,—The letter from Dr. Neumann, of New York, 


‘in your issue of June 7 cannot be allowed to pass 


unchallenged. . i 
The premises with which Dr. Neumann begins his 
letter are as follows : A s 


l. “ The teeth being part of the bony skeleton, it is reason- 


able to suppose that they, like bone, react to such disuse 


with demineralisation and atrophy.” 

2. “ For various reasons these changes cannot readily be 
demonstrated in teeth, .by either radiography or chemical 
analysis.” 


There is of course no doubt that dental caries is a disease 
associated with civilisation, but the theory that disuse 
odontoporosis, as Dr. Neumann terms it, is the factor 
which leads to dental caries requires some explanation. 
With regard to Dr. Neumann’s first premise, the attack 
in dental caries is primarily upon the inorganic portion 
of the enamel of the tooth, or possibly, according to some 
workers, upon the organic matrix. It is the enamel, 
therefore, that bears the brunt of the carious attack. 
The enamel is formed by the enamel organ, an epithelial 
structure derived from a downgrowth of the oral 
epithelium. After eruption, the enamel organ having 
atrophied, no living cells with nuclei remain within the 
enamel. There is no analogy between the reactions of 
bone and the reactions of the acellular ectodermal 
enamel. Osteoporosis in bones is of course brought 
about through the ‘mechanism of osteoclasts. To 
suggest that the processes of ‘‘ demineralisation’’ in 
bones and teeth are analogous, presumes either that 
osteoporosis can obtain without osteoclasis or that 
osteoclasts or similar cells in some way absorb the 
erupted enamel; the latter phenomenon has never been 
observed, and both theories are equally untenable. 
The further premise that ‘‘ for various reasons these 
changes cannot readily be demonstrated in teeth, by 
either radiography or chemical analysis,” as a prelude to 


1. Ann. rheum. Dis. 1947, 5, 201. 
2. Ibid, p. 204. . 
3. Luncet, 1945, if, 553. 
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a development of the argument along less precise and 
scientific lines, is curious. 

Thewlis, working at the National Physical Labora- 
tory, has shown that very fine differences in degree of 
calcification can be demonstrated radiologically. Micro- 
chemical analysis will determine fine differences in 
chemical composition. Histology, though at times 
admittedly dangerous, at least would show the presence 
of osteoclastic cells, should they be present. 

Later in the letter, in order to sustain the argument, 
the idea of any connexion between fluorides and dental 
caries is dismissed. It must be pointed out, however, 
that while much is still unknown, research in this country, 
in the United States, and elsewhere has at least proved 
beyond dispute the connexion between high fluoride 
intake and low caries incidence. As I have already 
said, the connexion between civilised diet and dental 
caries is not in doubt; but Dr. Neumann’s suggestion 
that the disease is due to disuse odontoporosis, based 
on arguments which do not bear critical analysis, may 
be most misleading. 

London, W.1. ALEXANDER B. 


HOSPITAL RECORDS 


Smr,—Mr. Cotton’s article of June 21 (p. 881) presents 
numerous observations that will be of great value in 
future hospital organisation, and it is most important that 
experience such as his should be available to guide others 

g records. 

I have attempted to plan a system which has only been 
tried on a much smaller scale; but it has been adapted to 
be of practical value to the clinician and may therefore 
merit incorporation in a planned national system. It 
is based on the Copeland-Chatterson Paramount Sorting 
System, which has already been employed for medical 
records in special departments but which I have adapted 
for general use in all hospital departments (see figure). 
This has been achieved by using the Medical Research 

Council’s classification of diseases.! 
. Essential particulars regarding the patient and clinical 
notes are summarised in the centre of the card. Coding 
of the data is recorded by punching out the appropriate 


MACGREGOR. 
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holes round the edge. If a needle is passed through the 
corresponding holes in a batch of cards all those punched 
will fall out and be sorted from those not punched. 

Compiling a complex form regarding hospital patients 
for some central authority will be regarded as one of the 
most irritating features of a National Health Service. 
If the records were compiled on a card such as this 
the cards could be forwarded to a central bureau, the 
information coded there, and the cards returned for 
use at the hospital concerned. At a central bureau 
obviously a punch-card system with mechanical sorting. 
would be employed, and it might be possible to transpose - 
the records from a Copeland-Chatterson card to a punch 

card by mechanical means. The apparatus for mechanical 
sorting is elaborate and expensive and obviously will 
only be available at a few selected centres. 

The return of the cards to the hospitals from whence - 
they were sent would mean that the clinician had them 
at hand for his personal use. Instead of being obliged 
to fill in forms in which he had no interest (to put it 
mildly), he would compile a record card which would 
be always available for reference. If he was making 
an inquiry which involved searching through a large 
number of records he could avail himself of the facilities 
of mechanical sorting by means of the duplicate set of 
punch cards kept at the central bureau. Record cards 
compiled by a clinician who is interested in their value 
are going to afford much more accurate information than 
a form completed under compulsion and forwarded to 
an inaccessible Government department. 

Such a system will be useful to the clinician in many 
ways. All cases of a certain disease can rapidly be 
traced and subdivided with regard to complications, 
symptoms, or age- and sex-incidence, while the relation- 
ship between occupation and disease can be studied both 
ways. Complex relationships can readily be studied— 
for example, the age-incidence of a particular complica- 
tion occurring in a disease or a group.of related diseases, 
or the incidence of different causes of a specific symptom 
at different ages. In practice the system is often useful 
in unexpected ways. Thus a rather unusual rash is 
seen which is difficult to classify, and perhaps is thus not 
properly coded. Later I meet a similar case and want 
to trace the first case for comparison. I cannot recollect 
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the patient’s name or the main diagnosis, but I remember 
she was a girl of about 14 with scoliosis whom I saw 
about a year ago. On that information she could 
easily be traced. 

The system has 
. children’s department of the 


been tried for about a year in the 
Cheltenham General 


Hospital, and it is hoped that some clinicians will give it - 


a more extensive trial. The essential purpose of this 
letter, however, is to emphasise that the incorporation 
of some such system in the records of the National 
. Health Service would add greatly to their efficiency and 
accuracy as well as being of practical help to the clinician 
in his daily work. 

- Cheltenham. ©. P. DONNISON. ` 


BATHING AND POLIOMYELITIS 


SIR, —A striking omission from official advice on the 
control of infantile paralysis is specific reference to the 
danger inherent in the use of swimming-pools and in 
river bathing. ; 

This is in striking contrast to public-health measures 
enforced in other countries. In Canada, for example, 
bathing establishments are all closed immediately a 
prevalence of poliomyelitis reveals itself—and this in a 
country where towns are widely separated and focal 
densities are much sparser than in Britain. 

Unfortunately, it seems that we are on the brink of a 
widespread epidemic. It is generally believed that the 
causal virus is harboured predominantly in the intestine ; 
and there is little doubt that, at the moment, there exists 
a considerable proportion of carriers. 

The danger in bathing is not confined to the possibility 
of receiving the virus; muscular overstrain, fatigue, 
and chill provide, in bathing, an additional risk, since 
these may potentiate clinical attacks in cases where 
infection might otherwise have remained latent or 
abortive. : i 

At this time of year, with children returning for school 
holidays, these considerations assume a very special 
importance. 

London, W.1. MICHAEL ALBURY. 


VITAMIN A IN LEUCOPLAKIA 


Srr,—Last week’s annotation leads me to say that in 
the past year I have used high dosage of vitamin A in a 
number of cases of so-called ‘‘ leucoplakia vulvee ’’ with 
marked success in the relief of symptoms. My results 
are recorded in the 3rd edition of my book, Diseases 
Affecting the Vulva, which is now in the press. 

The successful use by dermatologists of vitamin A 
in the treatment of various hyperkeratotic eruptions 
suggested to me that it might be effective for these vulval 
cases. I have given vitamin A in capsules or in drops by 
mouth only ; I have not used hydrochloric acid but have 
occasionally prescribed an alkaline mixture half an hour 
before meals in cases with sluggish liver or gall-bladder 
complaints. One of the main difficulties of vitamin-A 
therapy in Great Britain is that concentrated preparations 
are in short supply and treatment may be interrupted in 
consequence. 

For many years now I have been making a study of 
vulval cases of this type, and recently I have gained the 
impression that the numbers presenting themselves are 
increasing and that the type is more severe. Inquiry 
among these women has revealed that most of them are.in 
the habit of surrendering the greater part of the rations 
which contain vitamin A to the male members or the 
children of their households. They themselves thus 
go short of vitamin A, and all declare how intensely they 
miss an adequate supply of fresh milk. | 

The term ‘ leucoplakia ’’ was originally suggested for 
whitish lesions occurring on mucous surfaces, to dis- 
tinguish them from white-looking eruptions on the skin ; 
the word is still used in this sense by dermatologists. 
The term “ leucoplakia vulve ” is used by gynecologists 
not only for whitish eruptions on the inner or muco- 
cutaneous surfaces of the vulva but for more widespread 
eruptions on the thighs, genitocrural furrows, and 
buttocks, and around the anus. The histology of this 
eruption is identical with that of lichen sclerosus— 
a variety. of lichen planus. Lichen planus occurs on 
mucous surfaces and on the glabrous skin, and not 
infrequently the woman with a lichen-sclerosus eruption 
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affecting the vulva and adjacent regions—i.e., what is 
termed ‘‘ leucoplakia vulve ’’—has a lichen-planus erup- 
tion in the mouth and may have patches of lichen sclerosus. 
at other sites remote from the va. i | 

Your annotation speaks of ‘“‘ wide excision ” as the 
most effective method of treatment. I agree that the 
results of this operation are often unsuccessful; and, 
may I add, though I have seen a similar eruption on the 
scrotum, I have never heard it suggested that the 


scrotum should be excised for a non-malignant skin 


eruption, 


London, W.1. ELIZABETH Hunt. 


INTRAVENOUS IRON . 
S1ir,—Your leading article of July 12 states that the 


hemoglobin content of the circulating blood is 150 g. 


This is surely incorrect ? If the volume of the circulating 
blood is taken to be 6-litres, and the hemoglobin 
per 100 c.cm., the amount of 
hemoglobin is of the order of 900 g. 
London Hospital Medical College, E.1. J. C. MITCHELL, 
*,.* We regret the mistake. The figure intended was. 
750 g.— Ep. L. | 


Parliament 


ON THE FLOOR OF THE HOUSE 


= ALL who were with the B.L.A. in Germany or with the. 
B.A.O.R. in its earlier period must have known some- 
thing of the currency deals, with cigarettes as a prime 
article of exchange, which have led to the loss of 
£58 million to the British taxpayer. They will recall the 
swapping of cigarettes for gold watches and jewellery, 
and the sale of ration bars of. chocolate for a sum in 
marks which could be changed into English currency 
In Paris soon after its liberation the 
friendly gift of a piece of ration soap to a lady would 
raise the gravest concern in the recipient, being roughly 
equivalent to a present of a string of pearls before 
1939. The attack launched last week on the Secretary 
of State for War, Mr. Bellenger, served at least to place 
on record a part of the story as it affected Europe. But 
all over the world the war has degraded standards of 
personal conduct; and this degradation is part reason 
for the lack of confidence, the distrust, and the suspicion 
which haunts the body politic and the body economic 
in most countries. What is singular about the case 
brought against Mr. Bellenger is that in Great Britain 
such a loss of money is still regarded as a subject for the 
moving of what was practically a vote of no-confidence, 
We have kept our national resistance to black-market 
blandishments up to a relatively high level. eck 

A Scots day including Scotch Education showed that, 
when Sassenachs are absent, the representatives of the 
northern kingdom, of all parties, including the Com- 
munist, manage to agree to a very large extent among 
themselves. There is much to be said for self-govern- 
ment of areas which are geographically unified and where 
problems are not too vast for the ordinary mind to keep 
in clear relation to everyday experience. 

The draft regulations on pensions and superannuation 
in the National Health service cover 87 pages. Introdu- 
cing them, the Parliamentary Secretary to the Ministry 


of Health laid stress on ‘“ interchangeability ’ between 


one branch of the Service and another. It is intended 
that no-one shall be penalised by the new scheme if 
transferred from an existing scheme. And he gave a 
specific assurance that the principle of interchangeability, 
as regards benefits, would “be kept open so that other 
classes of persons engaged in medical or health work, 
besides those at present within the scope of the Act, 
can be included in the future. MEDICUS, M.P. 


FROM THE PRESS, GALLERY . 
N.H.S. Superannuation Regulations 


In the House of Commons on July 24 Mr. J. EDWARDS, 
Parliamentary Secretary to the Ministry of Health, 
asked approval for the draft National Health Service 
(Superannuation) Regulations, 1947. They had, he said, 
been fully discussed with all the representative associa- 
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tions concerned, and he was not aware of any opposition. 
The scheme would cover all employees of regional boards, 
governing bodies of teaching hospitals, executive councils, 
and other bodies set up under the Act, together with 
the practitioners providing the general medical and 
dental services—probably a total of more than 300,000 
people. It was contributory, requiring contributions of 
6% of remuneration from the employee, and 8% from 
the employer, except in the case of manual workers, 
where the rates were 5° and 6% respectively. The 
employer’s contribution would be paid by the Exchequer 
from the accounts of the hospital boards and other 
bodies. : 

After describing the benefits payable,’ Mr. Edwards 
said that arrangements were made for interchange with 
the federated superannuation scheme for nurses and the 
federated -superannuation scheme for universities, and 
for other interchanges. The object of the superannua- 
tion scheme was to serve those who came under it— 
not to tie them up in a system which might erect barriers 
when they wished to move from one employment to 
another. At the same time, the extensive interchange 
arrangements should help to promote wider experience 
among the staffs. 

The teething stages would set substantial problems. 
A large number of persons would enter from local- 
government service, and there would be a considerable 
number from voluntary hospitals who were now subject 
to a variety of arrangements ranging down through 
moral expectations to nothing at all. The general 
aim was to preserve existing rights as far as possible, and 
to ensure that nobody would be worse oft than before. 
. Those who were now subject to the federated schemes 
would have an option to continue on the same condition 
if they wished, or to come into the new scheme and do 
what they liked with their policies. Those subject to 
other arrangements would be allowed to carry on with 
them if they could show that otherwise there would be 
undue hardship. Any causes of dispute would be 
referred to tribunals. l 

Voluntary-hospital officers ‘of at least ten years’ service 
who had previously had expectations but no rights 
would have the value of their expectations assessed 
in relation to past service and, subject to Treasury 
approval, a supplementary payment would be made on 
retirement in addition to what they earned in the new 
scheme. In dealing with these provisions it was intended 
to take a sympathetic and generous attitude. The 
scheme also provided that all previous hospital service 
should count for qualification purposes in the new scheme. 
This was of substantial benefit to those who now had no 
rights; for though the service would not count in the 
calculation of benefit, it would mean that such an officer 
might immediately become eligible for benefits—e.g., 
for the death annuity, which had a minimum of one 
year’s salary, A new division was to be set up in the 
Ministry of Health to deal with the arrangements for 
interchange. 

Mr. RicHARD Law asked that a simple guide to the 
regulations should be published. Regulation 38 (m), 
he said, allowed a practitioner (doctor or dentist) who 
had a contract with an ordinary life assurance company 
to opt out of the superannuation proposals: to help 
him pay his premiums the health authorities would 
pay him the share they would have paid'for him under the 
acheme. This regulation, however, applied only if the 
practitioner joined the health service by the appointed 
day: if he did not do that, because he was rather 
suspicious of the service at first, he would lose this advan- 
tage. In Mr. Law’s view, this introduced an element 
almost of blackmail; it was exercising very strong 
pressure on these practitioners to enter a service in which, 
it might be, they did not yet feel full confidence. In 
counting years of service for pension purposes the 
doctor was placed at a decided disadvantage by the 
fact that a manual worker could enter the service at 
the age of 18, whereas the doctor could not do so till he 
qualitied, at perhaps 23, 24, or 25. Again, what would 
be the position of the practitioner who entered at 56? 
The retiring age was 65, and he did not begin to qualify 
for pension until he had had ten years’ service. This 
appeared to be a real injustice. lt could not be soundly 
a A 


l. See Lancet, July 5, p. 31. | 


argued that the Government, having paid compensation 
once, could not do so again by giving added years under 
the superannuation scheme. Nobody could say what the 
value of money would be in ten years’ time, but it was 
likely to depreciate. That meant that the practitioner 
who was compensated for his practice in terms of today’s 
money might find on retirement that his compensation 
was worth considerably less than at present. 

Dr. HADEN GUEST hoped that the principle of inter- 
changeability would be maintained to enable different 
sectors of medical work to be brought in on an equal 
footing. At present there was no more than the founda- 
tion of a health service, which might be greatly and 
widely extended. 

Colonel M. STODDART-ScoTr hoped that the Minister 
would interpret the regulations sympathetically and 
generously, for if a great National Health Service was 
to be built up the people who were to work in it must 
be contented and happy. It was quite easy for the 
Minister to coerce voluntary hospitals and to direct 
local authorities, but when it came to the personnel 
he must show a wise and “ motherly ” attitude and 
convince them that he was interested in every aspect 
of their welfare. l 

Sir WILLIAM DARLING called attention to regulation 33 
which states that ‘‘ an oflicer who is dismissed, resigns, 
or otherwise ceases to hold his employment in con- 
sequence of an offence of a fraudulent character... shall, 
if the Minister so directs, forfeit all claim.” Who, he 
asked, was to be the judge of an offence ? Was there to 
be an arbitrary decision by a medical superintendent 
or a hospital matron or somebody else ? , 

Dr. U. B. MORGAN urged that care should be taken 
to see that health-service workers did not lose their 
right to superannuation through technicalities of legal 
procedure. If for health reasons a health-service worker 
was compelled to retire prematurely, superannuation 
should be given after a proper hearing and exchange of 
medical evidence and testimony. He knew of men who 
had been compulsorily retired on wrong medical diagnoses, 

Mr. If. N. LINSTEAD said that there would be many 
people of one kind or another—not only doctors, but also 
radiographers, physiotherapists, and speech-therapists— 
who had been in private practice, and who, thinking that 
private practice was going to disappear, would wish 
to come into the public service at a late period of their 
lives. They would have had little hospital service on 
which to calculate for superannuation, and he hoped 
it might be found possible to extend in spirit hospital 
service to cover at least some of these older and 
experienced practitioners. | 

Mr. Epwarps said that the Ministry of Health was 
preparing a simplified version of' the regulations which 
would be available to everyone who wanted it. As to 
the restriction of claims as regards insurance policies, 
it would be difficult to have a different option in this. 
respect from those permitted in other cases where the 
appointed day was the operative date. The Government 
could not go on indefinitely into the future and allow 
people to ask for these options. It had not been originally 
intended to have any such option at all, but it had 
been put in at the request of the British Medical Associa- 
tion’ representatives. Nor was it possible to single out 
doctors by adding years in respect of their training: 
a scheme of this kind could deal only with actual service. 
Doctors would now enter the service when they were 
qualified at the age of 23 or 24, and they could complete 
the full 40 years before they retired at 65, and thus could 
earn the full pension. The elderly practitioner, who 


. was now relying on the value of his practice to provide 


for his retirement, would not be any worse off under these 
arrangements, and in addition he would earn some- 
thing in the national health scheme; but he could not 
expect some special benefit because he had entered late 
in life. Referring ‘to Dr. Haden Guest’s remarks on 
interchangeability, Mr. Edwards said that the Govern- 
ment wanted the scheme to be as broad in scope as they 
could make it, and if at any stage it was found to be 
restricted they would not hesitate to alter it. As to the 
loss of rights due to misconduct, presumably a disciplinary 
code would be worked out in collaboration with the people 


- representing the new service, and there was no reason to 


suppose that the negotiating machinery would find it 
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difficult to handle these cases. He felt that in this 
enormous scheme no real injustice had been done to any 
class of contributor, but if. in the light of experience 
need was found for changes, the scheme would certainly 
be modified. 

The motion to. _approve the draft regulations was 
agreed to. | 


QUESTION TIME 


Salaries of Veterinary Officers 


Mr. S. Hastincs asked the Minister of Agriculture how 
many appointments for veterinary surgeons in his Animal 
Health Division were unfilled; and what salaries were being 
offered for ‘these posts.—Mr. T. WiitiaMs replied: There 
are about 140 vacancies on the permanent staff of which 75 
are at present filled by temporary officers. 
are in the basic grade for which the salary scale in the country 
is £520 for men of 25 rising to a maximum of £960. The salary 
is slightly higher for vetermary surgeons stationed in London 
and certain provincial cities. 

Mr. Hastinas : Does my right hon. friend rogard. this basic 
salary as sufficient considering the long training and the 
responsibility of the work involved ?—Mr. WmrraĮms: My 
advisers are satisfied that these salary scales are regarded as 
satisfactory when compared with those of other professional 
and scientific civil servants. 

In response to a further question by Sir E. GRAHAM-LITTLE, 
the Minister said that these salaries are substantially higher 
than those previously in operation. 


Measles and Scarlet Fever in Scotland 
Mr. W. EņpLror asked the Secretary of State for Scotland 
what were the notifications and the deaths for measles and 
scarlet fever in each of the years from 1935 to 1946.—Mr. 
J. WEstTwoop replied : The following are the figures : 


Measles Scarlet fever 
Year Deaths (all : 
eaths 
Notifications Scotland) Notifications Deaths 
1935 7891: 141 22,670 199 
1936 30,981 610 8,320 172 
1937 7543 119 20,493 123 
1938 26,383 549 19,605 98 
1939 351 15 12,023 47 
1940 26,125 262 8353 35 
1941 4467 103 8760 26 
1942 17,888 144 13,792 24 
1943 13,601 88 14,722 22 
1944 13,900 46 12,057 18 
1945 12,714 89 11,654 15 
1946 17,503 85 774 5 


Measles is not generally notifiable in Scotland but only in 
certain areas under local arrangements. About one-half of the 
55 local health authorities have made such arrangements 
covering rather more than three-fifths of the population. 


Botulism 


In answer to a- question from Mr. B. JANNER, Mr. A. BEVAN, 
Minister of Health, replied : There may be a risk of botulism 
from home- canned or home-bottled vegetables because the 
high steam pressure needed to ensure complete sterility during 
the “canning process cannot ordinarily be applied in the 
home. Even this slight risk does not arise with home-canned 
or home-bottled fruit because of its acid content, or with 
beans preserved in salt. With commercially canned vegetables 
there has never been a reported case of botulism in this 
country and the risk is considered negligible. 


Mental Defectives 


Mr. S. SHEPHARD asked the Minister of Health how many 
persons who had been reported as mentally deficient were 
awaiting admission to an institution for treatment—Mr. 
Bevan replied: On Jan. | last, the latest date for which 
comprehensive statistics are available, the number was 
3898. 

Mentally Defective School-children 


Mr. SHEPHARD also asked how many children of school 
age had been reported as mentally deficient and were still 
awaiting admission to an ‘institution for treatment.—Mr. 
Bevan: During 1946 the number of children reported under 
section 57 of the Education Act, 1944, was 4209. I regret 
that information is not available as to the number now awaiting 
admission to an institution. 


These vacancies . 


Public Health 


Vital Statistics for First Quarter of 1947 


THE Registrar-General announces’ that 241,421 
births were registered in England and Wales during the 
quarter ended March 31, representing a birth-rate of 
22°8 per 1000 total population. This is the highest 
birth-rate recorded for any March quarter since 1920. 
For the same quarter of 1946 the number of births was 
181,220 with a rate of 17:1: for the December quarter 


of 1946 it was 221,815 with a rate of 20:5. Illegitimate 


births totalled 12, 286, or 5:1% of the total births regis- 
rae Lone with 14, 930, or 8:2 %, in the same quarter 
o 

The following table compares the birth-rate for the March 
quarter with the annual rate for each year from 1938: 


RATE PER 1000 POPULATION (ENGLAND AND WALES) 
Live births regis- | | | | 
tered in : 1938|1 1939/1940/1941/1942 943, 1944'1945'1946/1947 
March quarter 15:3150 14- 3 143 15:3 mo: 16-9] 17-1 22-8 - 
19-1) .. 


walla 145) 14-1 15-6 16-2117 16-1 


Whole year 


Deaths registered in the quarter were 181,933, givi 
a death-rate of 17-2 per 1000 compared with 14:7 for the 
same quarter of 1946. Deaths of children under one 
year numbered 12,502; the provisional infant-mortality 
rate of 55 per 1000 related live births was 11 per 1000 
below the average rate for the first quarters of the 
ten preceding years 1937—46. 

The ‘‘natural increase” of population e., the 
excess of births over ree in the quarter—was 59,488, 
while the corresponding excess for the March quarter 
of 1946 was 25,995. 

There were 74,820 marriages during the quarter ; 
this is 1009 more than the average for the same quarters 
of the five years 1942-46. 


Sickness Survey.—A new feature of the return is a 
section containing the results of a sample inquiry into 
the prevalence of sickness during October, November, 
and December, 1946. Each month about 2900 different 
people over 16 (so selected as to be representative of the 
population) were interviewed by workers for the Social 
Survey and questioned about their health during the 
previous two months. Similar sample inquiries have 
been undertaken for the Ministry of Health since 1944, 
but this is the first time the results have been published 
in this way. They are recorded in a* series of tsbles 
showing the incidence and severity of illness and injury, 
the days of incapacity, and the number of medical 
consultations. The incidence of sickness in certain 
occupations and income groups is also shown. 

In November, out of 2523 men interviewed, 1570 had 
suffered from some illness or injury, and 1090 of these 
had consulted a doctor; out of 3182 women, 2441 
complained of illness and injury, and 1420 had consulted 
a doctor. Colds and influenza caused far more days of 
incapacity in November than any other single illness, 
respiratory diseases and rheumatism being the next 
most disabling forms of sickness. Taking the three 
months as a whole, illness and injury of some kind 
was reported by 72-3% ; there was an average loss of 
1 day a month for all persons interviewed ; 60 out of 


_every 100 people reporting illness consulted a doctor, 


and there was an average of 27 consultations for every 
100 illnesses recorded. Among housewives, illness or 
injury -was reported by 78:4%, compared with an 
average of 72:3% for all eple interviewed. 

It is proposed to include the results of later inquiries 
in subsequent issues of the Registrar-General’s Quarterly 
Return. 

THE SECOND QUARTER 


The Registrar-General has also published? figures 
for the June quarter. Live births numbered 236 037, 
stillbirths 5805, and deaths 118,169; the corresponding 
rates were 22-0, 0°54, and 11-1 per 1000 population. 

1. Registrar-General’s oun erly Return of Births, Deaths and 
Marriages for the March Quarter, 1947. H.M. Stationery 
Office. Pp.27. 6d., post free 7d. 


2. Registrar-General’s Weekly Return of Births and Deaths for the 
Week Ended July 19, 1947. H.M. Stationery Office. 6d. 
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Food Poisoning 


Last week? an account was given of an outbreak of 
food poisoning in 16 people who attended a luncheon party 
at Twyford, Hants, on July 12. Examination of ducks 
whose eggs were used fora blancmange eaten at the lunch 
has revealed that two had been infected with salmonella 
at some time. It is thought likely that eggs from these 
ducks caused the outbreak and also the carrier state 
feund in residents and domestic staff. 


Poliomyelitis 


In the week ended July 19 there were 177 notifications 
of poliomyelitis in England and Wales. This is the highest 
figure since compulsory notification was introduced in 
1912; previously, the highest figure was 85, recorded 
in the week ended Oct. 22, 1938. It is feared that the 
total in the past week has been still higher and that the 
peak has not yet been reached. 

Cases are widely scattered ; they occurred in 36 differ- 
ent counties in the weck ended July 19. The overall 
picture is therefore one of a large number of outbreaks, 
sometimes spreading locally a little, rather than of an 
epidemic spreading from one centre. The number of 
notifications risés regularly every year about this time ; 
_ but this year the rise came early and has been more rapid 
than ever before. In the past we have never suffered the 
severe epidemics which have been experienced in some 
other countries. In New York, for example, in 1916 
there were 9023 notifications among a population of 
about 51/, million: in England and Wales in 1938 there 
were 1489 notifications in a population of about 41 
million. The highest weekly figure for New York in 1916 
was 1200, as against our latest figure of 177 for the whole 
of England and Wales. | 

Since July 1, 135 patients suspected of having polio- 
myelitis have been admitted to L.C.C. hospitals; but 
many of these did not develop paralysis. Since July 22 
the admissions have ranged from 7 to 16 a day. 

The spread of the disease is difficult to control because 
for every case with obvious signs there are many 


more with mild and indefinite illness. There are also - 


perfectly healthy carriers who cannot be recognised by 
any practicable method. In the opinion of the Ministry 
of Health, the essential principles in control are there- 
fore to secure the segregation of suspicious cases of 
illness occurring in the contacts of a definite case, and 
to limit the aggregation of susceptible persons. The 
exact application of measures to this end must be a 
matter for the discretion of the medical officer of health, 


Smallpox 


There have been no confirmed notifications of smallpox 
during the past week. The disease was suspected but 
was eventually excluded in a member of the Polish 
Resettlement Corps who entered England from Holland 
on July 10. 

The 16-day surveillance of contacts of the last cases 
at Bilston, Willenhall, and Barnsley has now ended 
without further incident. There is a reasonable chance 
that the country is once again free from smallpox. 


- Infectious Disease in England and Wales 
WEEK ENDED JULY 19 


Notifications.—Smallpox, 1; scarlet fever, 1036; 
whooping-cough, 1931; diphtheria, 202; paratyphoid, 
12; typhoid, 10; measles (excluding rubella), 8400; 
pneumonia (primary or influenzal), 306; cerebrospinal 
fever, 60; poliomyelitis, 177; polioencephalitis, 16 ; 
encephalitis lethargica, 3; dysentery, 56; puerperal 
pyrexia, 136; ophthalmia neonatorum, 75; relapsing 
fever, 1. No case of cholera, plague, or typhus was 
notified during the week. 


The case of smallpox, which was imported, was notified at 
Salisbury and Wilton. 


- Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 1 (0) from diphtheria, 
7 (0) from measles, 7 (3) from whooping-cough, 60 (5) from 
diarrhcea and enteritis under two years, and 3 (0) from 
influenza. The figures in parentheses are those for 
London itself. | . 

The number of stillbirths notified during the week 
was 216 (corresponding to a rate of 22 per thousand 
total births), including 15 in London. 


1. Lancel, July 26, p. 156. 


Notes and News 


“IRON LUNGS” 


THE growing prevalence of poliomyelitis raises the question 
whether enough “ iron lungs ” are to be found in this country. 
It will be recalled that in 1938 Lord Nuffield offered this 
apparatus to hospitals in this and other countries ; and these 
were distributed approximately as follows : 


England, Wales, Scotland, Northern Ireland, and ? 
the Services sn ft i se Ae 750 
Canada .. ; 347 
Australia ae a 198 
India and Burma .- .. or ha deg a 183 
South Africa .. sai és a ® Sek ane 46 
Eire 5 a a me oes i et 40 
New Zealand .. rs sit a gå Ls 33 
Newfoundland .. i 14 


British hospitals in North Africa, China, “Egypt, 


France, and South America 10 
Elsewbere in the British Empire 134 
1755 


Provided they are still in working order, there should thus be 
sufficient machines in this country to meet all needs, though 
hospitals may have to help each other out. 


ROYAL NAVAL MEDICAL SERVICE 


THe Admiralty announces that applications are invited 
to fill vacancies for medical officers in the Royal Navy. 
Candidates below the age of 28 years are preferred ; they must 
be medically fit for servico at sea and in any part of the world. 
No examination in professional subjects will be held, but 
applicants will be required to attend for interview by a 
selection board. Selected candidates will be entered initially 
for a period of four years’ short service. Officers who leave 
the Service at the end of this time will be eligible for a gratuity 
of £600, tax-free. At the end: of four years’ short service 
permanent commissions will be given to selected officers who 
wish to make the Naval Medical Service their permanent 
career. Officers on the permanent list are given oppor- 
tunities for postgraduate study in order to obtain further 
qualifications and to specialise. Copies of the regulations for 
entry and conditions of service, including details of counting 
civil hospital time, and forms of application may be obtained 
from the Medical Director-General of the Navy, Admiralty, 
S.W.1, and from the deans of all medical schools. 


University of Oxford 

On July 25, as reported on pp. 182 and 187, the honorary 
degree of doctor of science was conferred on Dr. C. H. Best, 
F.R.S., Prof. H. S. Gasser, Prof. B. A. Houssay, Dr. August 
Krogh, and Dr. A. Szent-Györgyi. Next day the same degree 
was conferred on Dr. A. E. Barclay, honorary radiologist 
to the Nuffield Institute of Medical Research. 


University of London l 

Mr. E. S. Horning, D.sc., has been appointed to the reader- 
ship in experimental pathology tenable at the Royal Cancer 
Hospital, as from May 1, 1947. - 


Dr. Horning graduated B.A. at Oxford in 1924, M.SC. at Melbourne 
in 1925, and D.s8c. in 1928. In 1925 he won a Victorian government 
research scholarship in biology at the University of Melbourne. 
In 1928 he was appointed cytologist to the Cancer Research Com- 
mittee, University of Sydney. In 1930 he won a Rockefeller fellow- 
ship; and in 1931 and 1932 he held an honorary appointment on 
the staff of Washington University medical school. Between 1933 
and 1937 he held a Beit fellowship at the Imperial Cancer Research 
Fund laboratories, and in 1938 he was appointed to the permanent 
scientific staff, where he remained until this year when he joined the 
staif of the Chester Beatty research institute of the Royal Cancer 
Hospital. He is the author of numerous original articles ; & paper 
by him on the induction of glandular carcinomas of the prostate 
in mice appeared in these columns on Dec. 7 last year. 


Dr. P. C. G. Garnham has been appointed to the university 
readership in medical parasitology tenable at the London 
School of Hygiene and Tropical Medicine. 


Dr. Garnham studied medicine at St. Bartholomew’s Hospital, 
qualifying M.B. Lond. in 1923. In 1924 he obtained a diploma 
in public health ; and in 1928 he graduated M.D. Since 1925 he has 
served in the East African Medical Service, in which he became 
senior parasitologist in charge of the division of insect-borne diseases. 
He oS ene a special study of the epidemiology of malaria and of 
anopheles. i 


Dr. F. T. G. Prunty has been appointed to the university 
readership in chemical pathology tenable at’ St. Thomas’s 
Hospital medical school, as from Oct. 1 next. } 


Dr. Prunty, who graduated m.a. at Cambridge in 1935, took his 
medical training at Cambridge and St. Thomas’s Hospital, qualifying 
M.B. in 1941. In the same year he became M.R.0.P. After qualifying 
he was appointed house-physician at St. Thomas’s Hospital. In 
1944 he was awarded the Raymond Horton-Smith prize for his 


/ 
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Cambridge M.D. thesis. Since then he has been lecturer in chemical 
pathology at St. Thomas’s Hospital; and in the past year he held 
@ Rockefeller travelling fellowship and a research fellowship in 
medicine at Harvard University. 


Dr. F. R. Selbie has been appointed to the university 
readership in bacteriology tenable at Middlesex Hospital 
medical school, as from Oct. 1 next. 


Dr. Selbie is a graduate of Aberdeen, where he won the Alex 
Anderson scholarship. After qualifying as M.B., with first-class 
honours, in 1928, he held appointments at Aberdeen Royal Infirmary. 
He graduated M.A., and M.D., with highest honours, in 1932. Fora 

e he was a scientific assistant to the Imperial Cancer Research 
Fund, and since 1939 has been assistant pathologist at the Bland- 
Sutton institute of pathology, Middlesex Hospital. He is a vice- 


president of the section of pathology of the Royal Society of 
Medicine. _ g ' l 


Royal College of Physicians of Edinburgh 


At a meeting of the college on July 15, with Dr. D. M. 
Lyon, the president, in the chair, the following were introduced 
and took their seats as fellows : i 


Š Joseph Bryant, T. E. Eliot, J. D. Alan, T. F. Rodger, and R. W. 
raig. 


The following elections were made : 


Fellows.—John Craig, J. M. Rogan, J. M. Macfie, J. C. R. Greig, 


A. W. Wright, Neil Macmichael, Charles Cameron, and J. A. L. 
Gilbert. 


Members.—R. W. B. Ellis, Simon Btesh, J. P. J. Paton, V. H. 
Wilson, A. J. Tinker, L. F. E. Lewis, P. L. E. Wood, J. H. Goone- 
wardene, S. J. Fleishman, A. A. Williams, A. W. B. Edmunds, 
L. G. Woods, J. C. Williams, A. A. Guild, N. R. Stewart, jun., D. C. 
Haig, R. F. Robertson, and S. H. B. Blaikie. 


Beit Memorial Fellowships 


` 


Sir Henry Dale, F.R.S., and Lord du Parcq have been 


elected trustees of the fund. The following awards have been 
made : 
FOURTH-YEAR FELLOWSHIP 


F. SANGER, B.Sc. To study the structure of proteins with special 


reference to insulin: at the department of biochemistry, University 
of Cambridge. : 


JUNIOR FELLOWSHIPS 


J. W. LYTTLETON, M.Sc. To study the purification and subse- 
quent physicochemical characterisation of proteins involved in the 


coagulation of blood: at the Lister Institute of Preventive Medicine, 
London. 


A. J. MARSHALL, B.Sc. To study the humoral and nervous 
control of the decidual reaction of the mammalian uterus: at the 


department of zoology and comparative anatomy, University 
Museum, Oxford. 


L. SILBERMAN, B.A., B.SC. To study the community costs of 
tuberculosis in terms of public-assistance and industrial outlay to 
patients and dependants, man-day wastage, and social-service 
provisions with special reference to the problems of reinstatement 
and revocation: at the University of Birmingham. 

G. WEBER, M.D., PH.D. To investigate the reactions and behaviour 
of physiologically important proteins: at the Sir Wiliam Dunn 
School of Biochemistry, University of Cambridge. r 


Medical Society of the L.C.C. Service 


A clinical meeting of this society will be held at the Northern 


-= Hospital, Winchmore Hill, N.21, on Thursday, August 7, 
at 2.30 P.M. 


Removal of Control on Quinine 


The Ministry of Supply has published an order ending from 
July 28 control over the supply in this country of quinine 
and its salts, and other products of cinchona bark. 


Foot-and-Mouth Disease Committee 


The Foot-and-Mouth Disease Research Committee has 
been reconstituted by the Minister of Agriculture and 
Fisheries with the following membership: Dr. A. N. Drury, 
F.R.S. (chairman); Dr. C. H. Andrewes, F.R.s.; Prof. S. P. 
Bedson, F.R.S. ; Sir Daniel Cabot, M.R.c.v.s.; Mr. T. Dalling, 
M.R.C.V.S.; Mr. R. E. Glover, p.sc.; and Mr. Russell Greig, 
PH.D. Mr. I. A. Galloway, director of the Foot-and-Mouth 
Disease Research Station, and.Mr. F. A. Eveleigh, of the 


Ministry of Agriculture, have been appointed secretaries to 
the committee. 


Prof. R. R. Macintosh and Mr. A. Lawrence Abel will be 
among the lecturers in a course on the surgery of the digestive 
system, to be held in Barcelona between Sept. 29 and Oct. 7. 


TELEPHONE MESSAGES.—Messrs. Finders Ltd., of 77, Dean 
Street, London, W.1, inform us that they operate a message 
service which may be useful to doctors. Messages are accepted 
by the firm (Tel. : Gerrard 9050) and delivered by telephone 
on request. The first dozen calls are free ; thereafter the charge 
is 10s. per dozen calls or £3 per hundred calls. 


Appointments 


ABELES, F. M., M.D. Frankfurt, D.M.R.: radiologist, Oldchurch 
County Hospital, Romford. a 
BLAIR, E. J., M.D. Durh., M.R.C.P.: physician, New Cross Hospital, 
Wolverhampton. 
BYRNE, A. A., M.C., L.R.C.P.I.: health officer, Malaya, Colonial 
Medical Service. -` ; 
DUGDALE, H. R., M.B. Lpool, D.P.H.: M.O.H. and school LO., 
Macclesfield. 
GILLESPIE, HELEN, M.R.C.S.: psychiatrist, Essex County child- 
guidance clinic, Chelmsford. , 
MABERLY, ALAN, M.B. Camb.: psychiatrist, Essex County child- 
guidance clinic, Chelmsford. ; 
PILKINGTON, F. EB., M.B. Camb., M.R.O.P., D.P.M.: physician in 
psychological medicine, Prince of Wales’s Hospital, Plymouth. 
RED, D. A., M.B. Edin., F.R.C.S.E. : senior surgical officer, St. Mar- 
garet’s Hospital, Epping. 
Canadian Red Cross Memorial Hospital, Taplow : 
ARDEN, G. P., M.B. Lond., F.R.C.8.: asst. orthopædic surgeon. 
BELFRAGE, D. H., M.B. Camb. : anæsthetist. ; 
Brown, J. M., F.R.C.S.: surgeon. | 
CUDDIGAN, J. P., M.B. N.U.I., D.A.: aneesthetist. 
DAWKINS, C. J. M., M.D. Camb., D.A.: anecsthetist. 
FINLAISON, F. H. H., M.B. Camb., F.R.C.8., M.R.C.0.G. ; obstetrician 
and gynecologist. é 
HADLEY. = D., M.D. Camb., M.R.C.P. : director of department of 
medicine. . . 
MACONIE, A. C., M.B. Lond., F.R.C.S.: asst. ear, nose, and throat 
surgeon. 
MARNHAM, RALPH, M.CHIR. Camb., F.R.c.S.: director of depart- 
_ ‘ment of surgery. y 
MAXWELL, D. M. W., M.B. Edin., F.R.C.S.E., M.R.0.0.G.: obstet- 
rician and gynæcologist. 


PAYNE, R. V., M.CHIR. Camb., F.R.C.S.: 8 on. 

PEACOCK, J. R., B.CHIR. Camb., F.R.C.8.: ear, nose, and throat 
surgeon. f 

Rycrort, B. W., 0.B.E., M.D. St. And., F.R.C.S., D.O.M.8.: ophthal- 
mic surgeon. ; 

ScorTT, F. E. T!, M.B. Camb. : asst. pathologist. 

SHACKLETON, R. P. W., M.R.C.S., D.A.: aneesthetist. 

SHEPPARD, R. G., M.B. Lond., D.A.: anæsthetist. 


SMILEY, W. K., M.B. St. And., D.O.M.8S.: asst. ophthalmic surgeon. 


WALLACE, H. J., M.D. Camb., M.R.C.P.: dermatologist. 
WILLCOX, P. H., M.B. Camb., M.R.C.P.: physician. 


Births, Marriages, and Deaths 


BIRTHS 
BENIANS.—On July 15, in London, the wife of Dr. R. G. Benians 


BUTTLE.—On July 20, at Bognor, the wife of Dr. R. L. Buttle 
—a daughter. 


‘CHALLIS.—On July 26, in London, the wife of Dr. A. W. H. Challis 


—a, daughter. 


CRAWSHAW.—On July 25, in London, the wife of Dr. George 
Crawshaw—a son. 


-DAWES.—On July 20, in London, the wife of Dr. A. J. A. Dawes 


—a son. ` 

DE WYTT.—On July 8, in London, to Dr. Kathleen de Wytt (née 
Vickers), wife of Dr. Wiliam H. de Wytt—a daughter. l 

FAIRRIE.—On July 25, the wife of Dr. A. J. Fairrie—a son. 

HALLINAN.—On July 25, the wife of Dr. T. C. Hallinan—a daughter. 

HopGKiIn.—On July 20, at Newcastle-on-Tyne, the wife of 
Dr. G. K. Hodgkin—a daughter. 

KERSHAW.—On July 26, at Liverpool, to Dr. Mary Cowell, wife 
of Dr. W. E. Kershaw—a daughter. 

REID.—On July 22, in London, the wife of Dr. D. D. Reid—a 
daughter. i 

RITCHIE.—On July 21, the wife of Dr. J. A. Ritchie—a son. 

Roshe- On July 20, at Newcastle-on-Tyne, the wife of Dr. O. M. 

oss—a SON. 

SALKIELD.—On July 27, the wife of Dr. J. P. Salkield—a son. 

ScoTT.—On July 23, at Milford on Sea, the wife of Major D. L. Scott, 
R.A.M.C.—& SOD. : 

Srippons.—-On July 27, in London, the wife of Mr. A. H. M. Siddons, 
F.R.C.8.—a daughter. , 

SMALL.—On July 15, at Croydon, the wife of Dr. M. H. Small 
—a son. 


WOLSKEL.—On July 14, in London, the wife of Dr. H. G. Wolskel, 


M.B.E.—& son. 
MARRIAGES 


FLINDT—SLOPER.—On July 19, at Semley, Michael Leighton 

Huntley Flindt, M.r.c.s., to Mary Pruen Sloper: 

SHAW—HILLIER-HOLT.—On July 26, at Rotherfield, C. Stuart 
Shaw, M.B., to Jean Hillier-Holt. 


DEATHS 


BucHANAN.—On July 23, at Glasgow, John Scouler Buchanan, 
M.B. Glasg. 


F¥ry.—On July 10, Humphrey Francis Warren Fry, M.B. Belf., 
flight-lieutenant, R.A.F. 

JUDSON.—On July 27, at Bournemouth, Joseph Edward Judson, 
M.R.C.S. 


MUMMERY.—On July 20, in Jersey, Norman Howard Mummery, 
M.R.C.S., aged 70. 
PuHipes.—On July 23, in Jersey, George Constantine Phipps, 
L.R.C.P.1., lieut.-colonel, 1.M.S., aged 45. 

SENIOR.—On July 26, at Weston Green, Thames Ditton, Arthur 
Senior, M.B. Camb., D.P.H., aged 78. 

STAWELL.—On July 26, at Falmouth, Rodolph de Salis Stawell, 
O.B.E., M.B. Camb., F.R.C.8., aged 75. 
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GRADUATE ASSISTANT FIRST ASSISTANT 
L. J. WITTS 


M.D. Manc., F.R.C.P. 
UNIVERSITY PROFESSOR 
From the Nuffield Department of Medicine, Radcliffe 
Infirmary, Oxford 


TEHE standard descriptions of subacute hepatitis and 
cirrhosis in present textbooks are in some respects 
inadequate, if not misleading, and many of the clinical, 
radiological, and laboratory aids to diagnosis are not 

yet widely known. As a result, there is still a tendency 
for these patients to be subjected to unnecessary and 
dangerous surgical interference, though in nearly all 
cases the diagnosis can be reached with certainty and 
without recourse to laparotomy by consideration of all 
the available data. 
= Since 1940, patients with liver disease have been 
subjected to intensive study in our department, chiefly 
from the biochemical aspect. Among the cases observed 
during this period have been some 50 patients with 
subacute or chronic hepatitis (cirrhosis), and the records 
of 35 of these were sufficiently full to be suitable for a 


recent analysis in detail. A paper dealing with tests of ` 


liver function (Higgins et al. 1944) has already been 
published, besides a review of dietetic factors in the 
etiology and treatment of disorders of the liver (Witts 
1947). The present paper is primarily concerned with 
the clinical phenomena. 


CLASSIFICATION 


_ We do not propose to discuss in detail the histological 
changes in the liver or the classification of cirrhosis. 
From a study of our cases and of the relevant litera- 
ture we have formed the opinion that in hepatitis, 
as in nephritis, every gradation of chronicity exists, 
and the lack of agreement on this question among 
morbid anatomists has been mainly due to the -necessity 
for drawing arbitrary lines in what is a continuous 
spectrum. The histological appearances of the livers in 
many of our fatal cases have corresponded to those 
described as toxic cirrhosis (Mallory 1911), chronic 
yellow atrophy of the liver (Bergstrand 1930), or subacute 
necrosis of the liver (Cullinan 1936); a few have shown 
the features of what would be generally accepted as 
the Laennec type of cirrhosis; while in the remainder 
there has been a coarsely nodular type of cirrhosis whose 
precise classification must remain a matter of individual 
opinion. 

In view of these facts, we prefer to use the simple 
terms subacute and chronic hepatitis, meaning thereby 
a combination, in various proportions and distributions, 
of necrosis, cellular infiltration, fibrosis, and regeneration 
of liver cells. .The distinction between subacute and 
chronic disease must again be ‘purely arbitrary, and we 
have used the term ‘‘ subacute ” in cases whose estimated 
total duration of illness lies between two months and two 
years, cases of more than two years’ duration being 
termed “ chronic.” 

From the clinical point of view, patients with hepatitis 
fall into two fairly well-defined groups which may be 
further subdivided according to the following scheme ; it 
should, however, be emphasised that the final clinical 
and pathological findings in the subacute and chronic 
cases in both groups may be identical. 

Type I .—Onset with a clinically recognisable acute 
hepatitis, followed by : 

(a) Rapid recove 

(b) Rapid death ( te acute yellow atrophy,” “ acute hepatic 

_ necrosis ”’). 
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(c) A subacute stage with ultimate recovery. 

(d) A subacute stage progressing to death. 

(e) Chronic hepatitis. 

In cases which become subacute or chronic, latent 
periods,may occur; hence a further distinction can be 
made between those with continuous symptoms and 
those with intermittent symptoms. 

Type II.—Onset insidious, progressing through a 
subacute stage to death within two years, or to 
chronic hepatitis. In this group, again, the disease 
may be latent for part or even for the whole of its 
course. 

This classification is essentially similar to that’ of’ 
Bloomfield (1938), who was also struck by the resemblance 


‘to the natural history of nephritis, and it recalls the 


classification of nephritis proposed by Ellis (1942). One 
possible source of error was pointed out by Bloomfield : 
an acute exacerbation of a previously latent subacute 
or chronic hepatitis may be clinically indistinguishable 
from an initial acute hepatitis. A second difficulty is 
that in some patients a history is obtained of a previous 
attack of jaundice followed by many years of normal 
health; in such cases it is impossible to be certain 
whether there has been an unusually long latent period 
or whether a second attack of hepatitis has occurred. 


ETIOLOGY 


Initial Acute Hepatitis.—In most of our cases with an 
initial acute hepatitis the history suggested infective 
hepatitis, and in more than half a history of contact was 
obtained. We have also seen chronic hepatitis following 
acute hepatitis due to arsenotherapy and. to carbon- 
tetrachloride poisoning. Subacute hepatitis may like- 
wise follow homologous-serum jaundice (Tomer: et al, 


1944). 


Subacute and Chronic Hepatitis of Thaidious Onset 

In these cases obvious etiological factors were less 
often discovered. Of the 35 patients studied in detail 
18 are included under this heading. 


One had been exposed to trichlorethylene for nine years 
while working in a laundry. 

One had taken a bromide and arsenic mixture for epilepsy 
for many years and presented clear evidence of chronic 
arsenic poisoning. 

One had a positive Wassermann reaction, but the necropsy 
appearances were not those of a syphilitic cirrhosis. 

In one the diet had obviously been inadequate. 

One, whose disease evidently started early in life, since 
splenomegaly was first found at the age of 7 years (present 
age 24), had had a brother who had died at the age of 16 years 
from ulcerative colitis and was said to have shown the lesions. 
of hepatolenticular degeneration at necropsy. The patient 
presents no signs of neurological disease; he is, however, 
the Rh-positive son of a Rh-negative mother, and it may 
be that his cirrhosis is a sequel of unrecognised erythro- 
blastosis fcetalis. Such a possibility has been suggested by 
Karsner (1943) and by Drummond and Watkins (1946). 


In the remaining 13 cases there was no clue to the 
etiology of the disease. We think it is worthy of 
special emphasis that not one of these patients was a 
chronic alcoholic. This is remarkable in view of the 
fact that in the United States chronic alcoholics still 
form slightly over half of the patients with cirrhosis 


 (Ratnoff and Patek 1942, Fleming and Snell 1942). It 


seems that among hospital patients in this part of 
Britain at the present time chronic alcoholism as a 
factor in the causation of liver disease has prattically 
disappeared. 

The change in etiological factors is - accompanied by 
a difference in sex-incidence, to which we also wish to 
draw attention. Among our patients with acute hepa- 
titis becoming subacute or chronic the sex-incidence 
was about equal, whereas in the group of patients with 
hepatitis of insidious onset females outnumbered males 
by nearly 3 to 1. This contrasts strongly with the 
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series analysed by Fleming and Snell (1942), in which 
males outnumbered. females by 3 to 1. | 

The age-incidence also showed a difference between 
the two groups, as follows : | 


Decade . ss T z$ me | 2 3 4 93 6 7 
Acute hepatitis becoming subacute , , 
or chronic .. as re ae 4 6 3 1 l1 .. 


Subacute or chronic 
insidious onset ave 
It will be seen that in the first group 15 out of 17 

cases occurred in patients under the age of 40, whereas 

in the second group the number under 40 at the onset 

of symptoms was exactly equal to the number over 40. 


hepatitis of 
ave mae. ofa 2 3 1 5 2 2 


The age-distribution is therefore more scattered, and- 


‘the average is lower, than in alcoholic cirrhosis, which 
is essentially a disease of late middle life. Thus in our 
second group of patients the average age was 34-1 years 
at the onset of symptoms, 38-4 years at the time of first 
admission to hospital, and 41-4 years at death. Among 
the 200 cases studied by Fleming and Snell (1942), in 
51% of which there was a history of alcoholism, the average 
age on admission to the Mayo Clinic was 50-4 years. 


CLINICAL FEATURES 


Acute Hepatitis. Progressing through a Subacute Stage to 
Recovery a 
This clinical picture 3 
medical officers during the war. The initial stages of 
‘the disease are similar to those of other cases of acute 
hepatitis, and the anticipated improvement during the 
third or fourth week may occur, with apparent clinical 
recovery ; ‘the disease, however, has merely become 
latent, and a few days or several weeks later there is a 
return of jaundice and often of the associated gastro- 
intestinal symptoms; the liver may again become 
palpable and tender, and pyrexia may recur. After 
one or more such relapses, each of which may last days 
or weeks, final. recovery takes place, though biochemical 
tests of liver function. may remain abnormal after the 
disappearance of clinical symptoms and signs. 

In other cases the jaundice lasts 8, 10, 12, or more 
weeks; during this period the patient may feel well 
and have a good appetite, but the liver often remains 
palpable and tender ; occasionally attacks of undoubted 
biliary colic develop, and the gall-bladder may be felt. 
This may ‘lead the unwary to diagnose extrahepatic 
obstructive jaundice and even to an unnecessary and 
hazardous laparotomy. Hemorrhage from the gums, 
epistaxis, purpura, temporary ascites, and cutaneous 
spider nævi may arise. After a variable period, between 
two and four months, the jaundice starts to fade 
and recovery takes place; again the biochemical 
abnormalities often persist longer than the clinical 
manifestations. : 

Acute Hepatitis Progressing through a Subacute Stage to 
Death a 

The onset and initial course in this group are similar 
to those described for the patients who pass through a 
subacute stage to recovery. The subsequent progress, 
however, is increasingly unfavourable. Jaundice either 
continues without any change in its intensity, or fluctuates 
without ever disappearing entirely, or reappears at 
intervals. Ascites is common, and the fluid may be 
bloodstained. Pleural effusions may develop, though 
they are seldom large enough to be recognised clinically 
with certainty. Hsemorrhages into the skin and from 
mucose are common and may ‘be the predominant 
symptom. (Esophageal varices may cause fatal hemate- 
mesis, splenic enlargement is common, and cutaneous 
spider nevi may be found. Intermittent pyrexia may 


develop. Death takes place from cholemia or gastro- — 


intestinal hemorrhage, the former sometimes precipitated 
by intercurrent infection. a 


became very familiar to Service . 


Acute Hepatitis becoming Chronic | a 

Of our 35 patients 10 were included under this heading, 
and all of them were still alive when contact was last 
made with them. The illness lasted from two to over 
ten years. Only 1 of the patients has had continuous 
symptoms ; ‘in the other 9, latent periods have occurred. 
This suggests that patients in whom diffuse liver disease, 
sufficient to cause clinical symptoms, progresses without 
remission are unlikely to survive more than two years. 
Though 9 of the patients are leading active lives, clinical 
or laboratory evidence of hepatic damage is still present. 

After the initial acute hepatitis, which was associated 
with jaundice in all the cases, the course of the disease 
has been more variable in this group than in the previous 
ones. In 6 of the cases there have been several recru- 
descences of jaundice, associated in 1 case with attacks 
of pyrexia. Intermittent or transient ascites has 
developed in 3 cases, and. persistent ascites in 1 other; 
this patient is remarkable in that in thirty-two months 
a paracentesis abdominis of 8-16 .pints has been per- 
formed every seven to ten days (over 120 tappings) and 
an operation for obstructed umbilical hernia has been 
necessary, yet she is still working full time as a-mental 
nurse. Splenic enlargement, sometimes considerable, 
and cutaneous spider nevi have each occurred in 6 of 
the. 10 patients. A palpable liver, skin pigmentation, 
and a hemorrhagic tendency have each been found in 4. 


Subacute and Chronic Hepatitis of Insidious Onset 

This group comprises most of the patients with 
so-called ‘“‘ cirrhosis of the liver,” but the great variation 
in the duration and intensity of the process does not 
seem to be generally appreciated.. Progress may be 
relatively rapid, and death may occur within a year of 
the onset of symptoms; on the other hand, progress 
may be slow and insidious over many years, with only 
minor or intermittent symptoms, until a final breakdown 
of liver function or the complications of advanced portal 
hypertension ensue; finally, there may be no clinical 
manifestations until death takes place either from a 
fatal complication, such as hemorrhage from a ruptured 
cesophageal varix, or from some intercurrent illness. _ 

Among our patients the duration of the disease from 
the onset of symptoms varied from 11 months to 115/, 
years, with an average of 4!/, years, in the 11 patients 
who have died; and from 3 years to 19 years, with an 
average of 9 years, in the 7 patients who are still alive, 
4 of whom are leading normal lives. We wish to empha- 
gise these figures, since to many the diagnosis of “‘ cirrhosis 
of the liver’’ implies a prognosis which is considerably 
less favourable as regards duration of life than has 
been our experience; this is presumably due to the 
recent diminution in chronic alcoholism as a factor in 
the genesis of the disease, and to previous difficulty in 
making the diagnosis before the terminal stages. 

The clinical features of these cases were very variable 
but tended to fall into patterns which are on the .whole 
well known, and we do not propose to consider: them 
in detail. The following symptoms and signs were 


found most often, in every conceivable combination and’ 


in this order of frequency: palpable liver; ascites 
(intermittent more often than continuous); splenic 
enlargement ; jaundice (much more often intermittent 
than continuous) ; dyspepsia, particularly discomfort or 
pain under the right costal margin, intolerance of fried 
or greasy food, and flatulence; pigmentation; inter- 
mittent pyrexia; cutaneous spider nevi; gastro- 
intestinal hemorrhage from cesophageal varices; and 
other hemorrhagic phenomena (purpura, epistaxis, and 
bleeding from the gums). | - 


DIAGNOSIS OF SUBACUTE AND CHRONIC HEPATITIS 


A review of our cases shows the great advances which 
have been made of recent years in the diagnosis of 
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subacute and chronic hepatitis. The difficulty of making 
the diagnosis with certainty ten to twenty years ago 
can be appreciated by reference to the paper by Cullinan 
(1936): of the 20 cases of subacute hepatic necrosis 
collected by “him exploratory laparotomy had been 
performed in 12, with 7 postoperative deaths. Similarly, 
Snell (1931), in a review of 399 cases of cirrhosis seen at 
the Mayo Clinic in six years, reported that in 135 of 
them the liver disease was discovered for the first time 
at laparotomy. In the present series, apart from patients 
in whom laparotomy was deliberately’ performed for 
splenectomy or for relief of an obstructed umbilical 
hernia, exploration has not been necessary for the 
diagnosis except in 2 cases, neither of which had been 
seen by a physician before operation. 


The diagnosis of subacute or chronic hepatitis following 


acute hepatitis should not prove difficult, provided that 
its occurrence is appreciated. Persistent ill health, 
especially if associated with recurrent or continuous 
jaundice, a hemorrhagic tendency, a palpable liver, or 
an enlarged spleen, following an illness in which initial 
anorexia or gastro-intestinal disturbance was followed 
by jaundice, should arouse strong suspicion of progressive 
hepatic damage. 


Subacute or chronic hepatitis of insidious onset should 
be considered in the differential diagnosis of any patient 
with splenomegaly, jaundice, persistent dyspepsia, a 
hemorrhagic tendency, or pigmentation, as well as with 
the more dramatic and familiar symptoms such as 
ascites and hematemesis. The relative frequency of 
pigmentation, pyrexia, and cutaneous spider nevi is 
worthy of note. The pigmentation is a rather muddy 
brown and. is often patchy, but has not been seen in the 
mouth ; skin biopsy in 2 cases showed that the pigment 
was melanin. The pyrexia is usually low-grade and 
intermittent, but occasionally the temperature rises to 
103°F, apart from intercurrent infection; in 2 of our 
cases this phenomenon led to erroneous diagnoses of 
clinical malaria and of recrudescence of subphrenic 
suppuration. - The spider nevus, if present, provides 
valuable confirmatory evidence of hepatic damage, 
though Bean (1945), in a detailed account of these 
interesting structures, has pointed out that they may be 
seen in pregnancy, hypovitaminosis B, and sometimes 
in normal people. They are found particularly on the 
upper part of the body and consist of a coiled central 
artery with radiating branches, appearing to the naked 
eye as a small circular patch of erythema with a central, 
often pulsatile, bright red spot. The rarity of a caput 
Meduse, a sign still accorded a prominent place in some 
textbooks, should be stressed ; it was seen in only 2 of 
our patients. : i 

Pleural effusion is a common terminal event in subacute 
and chronic hepatitis. Bilateral effusions were found in 
8, and right-sided effusions in 2, of our 13 cases which 
came to necropsy: in only 4 of them, however, were 
the effusions large enough to be detected clinically. 
Even when bilateral effusions are present, the amount 
of fluid is often much greater on the right side, and a 
clinical diagnosis of bilateral effusion was made in only 
1 patient. Occasionally, pleural effusion develops as a tem- 
porary event, and more rarely still is found in the absence 
of ascites. 
in these cases; the pleural fluids were always sterile, 
no tubercle bacilli were found in them, and no evidence 
of tuberculosis was found at necropsy. 


Recent work on prothrombin deficiency in liver disease 
has perhaps tended to obscure the fact that other 
mechanisms are often concerned in the hemorrhagic 
tendency in these patients. Evidence of capillary 
abnormality, shown by a prolonged bleeding-time or 
`a “positive tourniquet test, and moderate degrees of 
thrombocytopenia were found on one or more occasions 


‘subacute and chronic hepatitis. 


No evidence of underlying infection was found . 


in about a third of the patients with purpura or mucosal 
hemorrhages. 


Biochemical investigations provide valuable evidence 
in the diagnosis of subacute and chronic hepatitis, and 
in assessing the activity of the disease. This aspect 
has already been dealt with by Higgins et al. (1944), 
and we shall merely recapitulate that in most cases a . 
combination of plasma-bilirubin, alkaline-phosphatase, 
and protein estimations will give as much -information 
as can be obtained from more elaborate tests, though a 
levulose-tolerance test in addition may sometimes 
be helpful. In subacute and chronic hepatitis slight or 
moderate elevation of bilirubin and phosphatase levels, 
diminution of albumin level, and rise in globulin level 
may form a distinctive pattern which is virtually patho 
nomonic. It must be emphasised, however, that any 
one of these tests may give normal results in liver disease, 
or abnormal results in diseases of other organs; a 
combination of tests is therefore essential, and the prac- 
tice of attempting to diagnose the presence or absence 
of hepatic damage on the basis of a single biochemical 
investigation cannot be too strongly condemned. 


Radiology may also be useful in the diagnosis of 
Though the possibility 
of demonstrating oesophageal varices by a barium swallow 
was first described by Wolf (1928) and an entire chapter 
is devoted to the subject by Buckstein (1940) on radiology 
of the alimentary tract, this method is still not so widely 
known as it might be. 

The patient is examined in the horizontal position, and in 
this hospital a thick barium paste is used, though Buckstein 
(1940) recommends a mixture of equal parts of barium and 
water. The paste travels more slowly through the cesophagus 
but may compress and obscure lesser degrees of varicosity 
of the veins. The mixture is not so liable to mask varices 


but often travels through the œsophagus too fast for satis- 


factory films to be taken. 

If varices are present, the films may show irregularity of 
contour of the lower cesophagus, with abnormally prominent 
mucosal folds or circumscribed rounded defects. 


Of 22 patients in whom this investigation was per- 
formed, varices were demonstrated in 6. A negative 
barium swallow, however, does not exclude the presence 
of varices; in one patient a radiogram seven weeks 
before death did not show varices which were revealed 
at necropsy, and in another patient a barium swallow 
was reported as negative though cesophagoscopy two 
weeks later showed eleven varicosities. 

The value of radiology in assessing the size of the liver 
and spleen is also considerable, and minor degrees of 
splenic enlargement, insufficient to render the organ 
palpable, can often be demonstrated in this way (Dell 
and Klinefelter 1946), especially if a barium meal is 
given and the patient is examined in the horizontal 
position ; the failure of the stomach to fall back into the 
left loin, together with any displacement or indentation 
of its wall, is thereby revealed. 

In the presence of ascites the laparoscope is a useful 
diagnostic weapon. 

We have no personal experience of aspiration Dors 
of the liver, -but there seems little doubt that it will be 
increasingly used to elucidate difficult cases. 


DISCUSSION 
' Our experience suggests that the type of Cosi 
seen most commonly in this country today is essentially 
different from the ‘alcoholic cirrhosis” which forms . 


the basis for textbook descriptions and still appears to 


be common in the United States. Since alcohol per se 
has never been convincingly shown to cause hepatic. 
damage (Moon 1934), though it can apparently intensify 


the damage caused. by deficient or unbalanced diets 


(Bollman 1938, Lillie et al. 1941), “ alcoholic cirrhosis ” 
is presumably due to the dietary deficiencies so common 
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in the chronic alcoholic, and may thus be comparable 
to the cirrhosis found so often among the malnourished 
populations of Asia and Africa. The types of cirrhosis 
which we now encounter, however, are in nearly all 
cases the result either of an initial infective or chemical 
hepatitis which has become chronic, or of insidious 
liver damage of unknown cause. 

Whether subclinical or non-icteric attacks of infective 
hepatitis, such as were observed during the war among 
large military . communities, are in some cases the 
starting-point for progressive hepatic damage, and 
whether the latter is due to a local vicious circle of 


‘malnutrition within the liver, are problems about which | 


it is tempting, but profitless to speculate. The fact 


remains that cirrhosis, in the Oxford area at any rate, 


is considerably. commoner in women than in men, and 
that alcohol no longer ranks as an important etiological 
factor. Recognition of this change in the incidence 
and type of hepatic cirrhosis, combined with knowledge 
of the diagnostic assistance now provided by. biochemical 
and radiological investigation, should lead to earlier 
diagnosis and thus to the chance of more successful 
treatment. 
SUMMARY 


Some 50 cases of subacute and chronic hepatitis 


have been studied during the past six years, and the 
records of 35 of these have recently been analysed in 
detail. The present paper records briefly the results of 
this study. 

The cases can be divided into those in which an 
initial acute hepatitis, due to virus infection or to 
chemical poisoning, becomes subacute or chronic; and 
those in which subacute or chronic hepatitis originates 
insidiously. In the latter group women outnumber men 
by three to one, chronic alcoholism has not been an 


setiological factor, and in most cases the cause of the 


disease is quite obscure. -The final clinical and patho- 


logical features in the two groups may be indistinguish- : 


able, and periods of latency are common. 


The commonest symptoms and signs are a palpable 


liver, ascites, splenic enlargement, jaundice, dyspepsia, 
pyrexia, spider nevi, gastro-intestinal bleeding from 
esophageal varices, and other hemorrhagic phenomena. 
Ascites and jaundice are more commonly intermittent 
than continuous. The caput Medusz occurs but rarely. 
Pleural effusions are often found at necropsy, and are 
occasionally large enough to be recognised clinically, 
especially on the right side. They are usually, but not 
invariably, associated with ascites. 

Attention is drawn to the assistance in diagnosis 
which can be obtained from biochemical and radiological 
investigation. | . 

We are indebted to our colleagues in the departments of 
clinical biochemistry and radiology for much help in the 
investigation of these patients. 
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In 1902 a French physician called Leduc mdu a 
narcotic-like state in rabbits and dogs by applying a 
unidirectional pulse current (Leduc 1902). Later he had 
@ current applied in this way to himself and though he 
was not unconscious he was in a dream-like state and 
unable to move. In 1907 the Parisian surgeon Tuffier 
performed an operation on a patient rendered uncon- 
scious by similar means (Tuffier and Jardry 1907). 

At Pasadena, California, Frostig et al. (194g) have 
found that electronarcosis differs from chemical narcosis — 
in that the narcotic action of the current depends on its 

stimulating effect. The metabolism’ of the brain is 
reduced in chemical narcosis but remains practically 
unchanged during electronarcosis. Any current capable 
of stimulating the central nervous system could be used 


‘to produce narcosis. The stimulation, however, must be pro- 


longed. For this reason either a pulsating or an alternating 
current is effective, whereas a direct current is not. ` The 
machine used gave a current of constant intensity, 
because changes in the resistance of the organism were 
automatically compensated by a special device. It was 
found advisable to give a relatively strong current to 
begin with (300 mA of a 60-cycle alternating current), to 
make the animal unconscious from the start. 

After a brief period in which the legs were actively: 
flexed, the animal’s muscles became atonic for a few 
seconds, and thereafter it developed a strong extensor 
spasm in the legs, with opisthotonus. The condition 
resembled decerebrate rigidity. Respiration was arrested 
for the entire period, and the heart was momentarily 
inhibited. 

After the first 30 sec. one of two syndromes might 
develop. These were described as the narcotic and 
hyperkinetic types. In the narcotic type, after some 


-gasping respiration, the animal lay quietly, with occa- 


sional sporadic clonic twitches. It was generally neces- 
sary to increase the current by 5 mA every !/, min. ; 
otherwise the animal tended to wake up. If the current 
were decreased by 20 mA catalepsy developed. | 

In the hyperkinetic type the animal kept trying to 

right itself with violent and incodrdinated movements. 

It was found, however, that if at the beginning of 
electronarcosis the strong initial current was kept up 
for 30 sec. the narcotic syndrome was more likely to 
develop. 

In no case did examination of the brain after death 
reveal any irreversible changes. 

Electronarcosis was also produced in 9 patients who 
had shown severe symptoms of dementia precox for over 
four years. The initial dose was somewhat lower, 150- 
250 mA, and this was maintained for 30 sec., after which 
it was decreased to 45-90 mA, when respiration started 
again. It was found that, if the current were slowly 
increased by 5 mA when the patient showed signs of | 
coming out of the narcosis, the condition could be kept 
up for half an hour in many cases. Some patients, 
however, tended to wake up after so short a period as 
7min. The symptoms in man were a mixture of narcosis 
and hyperkinesis, tending more to the former. | 

A further publication from the same school (Tietz 
et al. 1946) described the results of treatment in’ 47 
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schizophrenic patients. They again used the high current 
for 30 sec. and they applied the ‘lesser current for another 
-6'/, min. It did not appear to be of any value to prolong 
the treatment beyond that limit. The period of 7 min. 
was chosen because it was the minimum within which a 
patient might come out of the narcotic state, despite 
increase of current up to 120 mA or more. 


A NEW ELECTRONARCOSIS APPARATUS 


In July, 1946, one of us (A. S. P.) approached Mr. G. F. 
Shotter, M.1.E.E., and Mr. A. I. Rich, and they devised 
the Shotter-Rich electronarcosis apparatus (see figure). 
This measures 8 x 8!/, x 145/, in. and weighs only 33 Ib. 
The apparatus is designed to meet the following 
requirements : 

(1) It must be reliable, easily worked, and proof against 
any possibility of an accidental shock, either to the patient 
or the operator. 

(2) It should be easily portable. 

(3) Since the resistance of the living organism decreases 
rapidly with the application of the current, the predetermined 
intensity of current should be kept constant by means of a 
device which automatically compensates for any change of 
resistance. Even if the patient’s resistance should fall to 
zero, there should not be any considerable increase in the 
current applied. 

(4) It should be possible for the operator easily to control 
the current from zero to maximum, preferably by a rotary 
control device. 


The Shotter-Rich electronarcosis apparatus consists of 
@ primary circuit which is connected to the 230/240 
50-cycle supply mains. The connexion to the mains 
(in this case 240 volts a.c.) is through a 3-core flexible 
cable.* The “patient circuit” is isolated from the 
mains by a transformer. 

An entirely novel method, however, is used in this 
machine to obtain a constant current. without the use of 
thermionic valves, and consequently there is no difficulty 
with self-oscillation or the possibility of an increase of 
the *‘ patient current ’”’ through faults in the apparatus. 
The constant current is made possible by electromagnetic 
means in a specially designed circuit of proved reliability. 
The output current does not vary by more than a very 
small percentage from the selected value, whatever may 
be the resistance of the ‘‘ patient circuit.” 

The current can be varied between zero and maximum 
by the rotary device. 

An ammeter calibrated in milliamps is used to measure 
the treatment current and is always in circuit. It is 
used for pre-setting the value of the current and indicates 
the intensity of the current being passed through the 
patient. 


There is a protective arrangement of neon lamps inside 


the apparatus. If the resistance of the patient should 
reach a high value, either through poor contact between 


electrodes and patient or through any disconnexion at a . 


terminal, these protective lamps light up. All the com- 
ponent parts have been fully tested at 2000 volts to rule 
out any failure of insulation. 


TECHNIQUE OF ELECTRONARCOSIS THERAPY 


Preparation of Patient 

Each patient should be subjected to a thorough 
. physical examination, with special reference to the 
circulatory and respiratory systems. An electrocardio- 
gram and a radiogram of the chest are highly desirable. 
If there is any hint of a previous convulsive disorder, an 
electro-encephalogram should be taken. The thoracic 
and lumbar spines should also be radiographed. Especi- 
ally in cases with any hint of memory impairment, full 


doses of vitamin-B complex should be given for some 


days beforehand. 
e The ap Bed ket is maneia. and marketed by Messrs. Rich & 
; , 18, New Road, Ponders End, Middlesex. 


as with electric convulsive therapy. 


slipping upwards or downwards. 


Araw 


Apparatus for inducing electronarcosis 3 (1) cable to mains ; 


(2) ter- 


minals of ” patient circuit” ; ammeter 3 


(3) mains switch; (4) 
(5) “ patient circuit” switch. . 

Before the actual treatment the patient’s stomach 
and bladder must be empty. Other precautions are taken 
Women’s hair-pins 
and clips are removed. The teeth are examined and 
dentures removed. Lipstick, rouge, and nail varnish 
are not permissible as they hinder the recognition of 
cyanosis. 

A quick-acting barbiturate may be given before the 
treatment—e.g., seconal gr. 3—4'/,—or in excited patients 
up to gr. 7!/, sodium amytal intravenously. The patient 
is given ‘atropine gr. 1/,, half an hour before treatment. - 
Alternatively, morphine gr. 1/4 and hyoscine gr. 1/100 
may be given three-quarters of an hour before. This 
tends to prevent any apprehension. These sedatives 
hinder the development of unpleasant reflexes, such as 
undue cardiac inhibition, but in many cases they are 
unnecessary. 

The patient should be on a fairly rigid bed, with a firm 
pillow or sandbag under the 4th, 5th, anid 6th dorsal 
vertebre. The tonic spasm, however, is not so strong 
as in electric convulsion therapy, and it is likely that 
no fractures will be recorded in this treatment. 

An ordinary gag of tubing surrounded by gauze 
10 in. long by 1/, in. thick will suffice, but many will 
prefer to have a special type of gag made (cf. Andratschke 
et al. 1946). At Pasadena they use two piles of 4-tongue 
blades wrapped in gauze which are placed between the 
molars on each side to prevent biting of the tongue. 
They also use an airway and two soft rubber catheters, 
one fixed within the airway, through which saliva is 
sucked out by an apparatus attached to a running tap. 


If the nasal passages are thoroughly cleansed first, these 


procedures will probably not be found necessary. 

A cylinder of 5% carbon dioxide in oxygen is provided 
which should be able to run for at least 7 min. A gas 
flow of about 15 litres a min. is usually sufficient. 

A stethoscope, a sphygmomanometer, and an emer- 
gency stimulant, such as ‘ Coramine,’ are advisable. 
We have also found it useful on occasion to insert about 
5 in. of a lubricated rubber tube through one nostril. 
This is transfixed with a safety-pin to prevent it from 
slipping. The distant end will then be in the naso- 
pharynx. This sometimes greatly facilitates respiration. 


Fitting of Electrodes i 

A special headgear has been constructed. It consists 
of a headband of flexible rubber l}/, in. broad widening 
to 4 in. over the occiput. This prevents the band from 
It is fastened at one 
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‘side by means of two adjustable metal clips made of 
nickel-silver. The two electrodes are about 2 in. square, 
with rounded edges and rounded corners. The terminals 
have non-detachable heads and slotted holes and are 
self-locking. They are made of nickel-plated copper and 
are non-corrosive. They are easily slipped off the band 
for cleaning. Saline pads are applied to the electrodes, 
which are placed over thé temples. The patients find 
the band quite comfortable. As in electric convulsion 
therapy, care should be taken that none of the contact 
jelly is continuous between the two electrodes, as this 
will lessen the current passing through the skull. 


‘Treatment. 

The apparatus is conned to the mains by. plugging 
in the cable (see figure). Wires run from the terminals 
on the machine to electrodes applied to the patient’s 
temples. After the “ patient circuit ° has been .com- 
pleted, the mains switch is turned on. This enables the 
operator to adjust the ammeter to a predetermined value, 
generally 160 mA. The treatment is actually started by 
switching on the patient switch, causing an immediate 
tonic flexion of the extremities. After about 10 sec. 
there is a momentary atonia, followed by extension of 
the legs and opisthotonus. The pulse disappears for a 
few seconds, after which the heart beats slowly and 
irregularly. Respiration is arrested, and. the patent 
may become cyanosed. 


After 30 sec. the second stage of treatment is begun. ) 


The current is reduced to 65 mA. A few clonic twitches 
occur, lasting a few seconds. Within 15 sec. the patient 
gasps and thereafter breathes regularly. If the onset 
of respiration is delayed, or if it is difficult, the rubber 
tubing may be inserted into the nose. Carbon dioxide 
and oxygen are administered as soon as the current is 
reduced. It is usual to increase the current by about 
5 mA every 15 sec. 

There is a convenient physiological sign which indi- 
cates that the correct level of narcosis has been attained. 


This is a mild inspiratory stridor, which appears in most — 


cases. It is thought to be caused by ‘a moderate appo- 
sition of the vocal cords. If the narcosis is too deep, 
the vocal cords may become too much approximated, 
and respiration becomes difficult. If the stridor `dis- 
appears, the patient is probably beginning to come out 
of the narcosis. 
attained by raising or lowering the current. In the 
second stage a current of 140 mA should not be 
exceeded, as a second onset of severe tonic spasm may 
ensue. 

As a rule the patient remains quiet, Per there is con- 
siderable flexor tone in the arms, with extensor tone in 
the legs. Often the hand resembles that in tetany, with 
the thumb clenched between the second and third digits. 
The tendon-reflexes disappear at first but reappear in the 
later stages. The plantar reflex is extensor during the 
treatment. All these signs, however, are variable. 

After 7 min. the current is switched off, and the 
patient recovers as in electric convulsion therapy, 
generally within half an hour.. Anti-headache tablets 
should be available in case of need. Under ideal condi- 
tions there will be two doctors and at least two nurses. 
One doctor will manipulate the current. 
required to gauge the best current in each case, as there 
are considerable variations in muscular response. The 
other doctor will administer the carbon dioxide and 
oxygen, and two nurses will be able to cope with the 
patient if he should become unduly restless during or 
after treatment. 


Plan of Treatment 

- The treatment is given three times a week for four 
weeks, followed by a week’s rest. Thereafter a second 
course can be given, if a satisfactory result has not yet 
been attained. 
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. COMPARISON WITH ELECTRIC CONVULSION THERAPY 


Electronarcosis is more scientific, because a current of 
known intensity is passed through the patient. -In 
electric convulsion therapy, on the other hand, the actual’ 
current passed through the patient is not known, as the 
patient’s resistance drops during the passage of the 


current, and these changes are not compensated for as in 


electronarcosis. 

In electronarcosis the current is not so strong as in con- 
vulsion therapy and usually does not cause a convulsion 
at 160 mA, even given for several seconds. When the . 
strong current is reduced, the clonic movements are 
relatively feeble and last ‘only a few seconds. 

In electric convulsion therapy the hypotonic period 
between initial flexion and extensor rigidity may last 
up to 1/, min., but it is only momentary in electro- 
narcosis. 

In electric convulsion thera? the extensor rigidity 
continues for some time after the current has been 
switched off, but in electronarcosis it ceases when the 
high current is decreased at the end of 1/, min. In both 


. cases respiration starts again about 1/, min. after the 


current has been switched on, for in electronarcosis the 
duration of the strong current is the same as that of 
the fit in electric convulsion therapy—i.e., ?/, min 


“RESULTS OF TREATMENT 


Twenty patients have been treated by us. These 
were all schizophrenics who were definitely hallucinated. 
They had been ill for various periods and it“is as yet too 
early to assess the results of treatment. 

American pioneers in this method of treating schizo- 
phrenia have reported results as good as those obtained 
by insulin-coma therapy (Tietz et al. 1946). Though we 
were not particularly hopeful when starting this treat- _ 
ment, the results so far attained are distinctly promising. 
In every case the hallucinations have disappeared,` for 
some weeks at least, and in some instances the recoveries 
have been most striking after only a month’s treatment. 


DISCUSSION 
-= Until recently insulin-coma therapy has proved the 


most successful treatment of early schizophrenia. It 


has, however, certain disadvantages. Owing to shortage 
of staff, only a limited number of hospitals can use it. 
It requires a team of specially trained staff, who can 
treat only a few patients at a time. It is lengthy and 
not without danger. Patients who should have treat- 
ment at the earliest possible moment are therefore 
compelled to wait for an indefinite period. If, on the 
other hand, the favourable first impressions with regard | 
to electronarcosis are confirmed, great benefits may 


accrue in the treatment of schizophrenia, because it will 


become available to many patients in each hospital. 
Moreover, since a method has been devised for passing 
a constant current through the human brain, a current 
which in varying intensity can produce controlled narcosis, 
hyperkinesis, convulsions, and sometimes catalepsy, the 
possibilities of further research into the electrophysiology 
of the nervous system are immense. It is likely that, as 
more knowledge is accumulated, the field for therapy in 
different psychiatric one will be greatly PERESS 


' SUMMARY i 
The physiological state known as electronarcosis is 


. described in dogs and in man. 


It has been claimed in America that the procedure is 
as successful as insulin-coma therapy in treating schizo- - 
phrenia. 

A new portable machine is described, in which a 
constant current is obtained without the use of thermionic 
valves. 

We have treated 20 schizophrenics, in oat cases with 
12 treatments in one month. . & 
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Though it is as yet too carly to assess the results of 
treatment, the results are distinctly promising. 

Owing to the simplicity and relative safety of electro- 
narcosis, it. may possibly take the place of insulin-coma 
as the treatment of choice for early schizophrenia. 

We wish to thank Dr. Thomas Beaton for allowing us to 
treat patients at St. James’ Hospital, Portsmouth; and 
Mr. E. Jean Straker, of Photo-Union, 12, Soho Square, W.1, 
for the photograph. 
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DETERMINATION OF HÆMOGLOBIN 


1. DETERMINATION BY A CYAN-HÆMATIN 
METHOD 


E. J. Kina MARGARET GILCHRIST 
M.A., Ph.D. Toronto, D.Sc. Lond. M.Sc. Manitoba 
. of the British Postgraduate Medical School, London 


With an Addendum on the selection of suitable green filters by 
R. Donaxtpson and R. B. Sisson, of the National Physical 
: Laboratory 


METHODS of hemoglobin determination differ greatly 
in their accuracy. The acid-hematin procedures are 
usually held to be the least reliable, and the cyan- 
methemoglobin procedures to yield the most exact 
figures. King et al. (1944a) found that several colorimetric 
methods would all give good results, provided they 
were submitted to precise colorimetry—e.g., Duboscq 
‘or photo-electric—but that the cyan-methemoglobin 
derivative could be measured with greatest accuracy. 

The alkaline-hematin procedure has the -advantage 
that a standard is easily. prepared from crystalline 
hæmin (Clegg and King 1942); but it is not as accurate 
as the cyan-methemoglobin method, and the haemin 
standard suffers from the theoretical disadvantage of 
not giving, mol. (4) for mol., the same colour as hemo- 
globin does. Haemoglobin contains 4 molecules of hamin, 
but hæmin yields 30% less colour than it should in 
comparison with hemoglobin. 

A new method has now been discovered which is even 
more accurate than the cyan-methzmoglobin method 
and uses a hematin standard in which the hamin is used 
in the theoretical proportion of 4 mols. of hæmin to 1 mol. 
of hemoglobin. The cyan-hematin colours produced by 
hemin, on the one hand, and by blood, on the other, 
do in fact show a slight difference in their spectral 
absorption curves (see figure). Both have maxima at 544- 
548 my and minima at 504-510 my, but the whole curve 
for the cyan-hematin from blood seems to be slightly 
‘displaced toward the shorter wave-lengths, and its 
maximum is not quite so pronounced as that for the 
eyan-hematin from hemin. Nevertheless, for some 
filters which transmit a broad band in the green part of 
the spectrum, the overall absorptions for cyan-hwmatin 
from both sources agree very closely. Thus, with a 
suitable filter, an amount of hæmin containing 1 mg. of 
iron will give the same absorption when converted into 
cyan-hematin as will the equivalent amount of hemo- 
globin—i.e., that amount which contains 1 mg. of iron. 
The cyan-hematins from both sources are therefore 
comparable, and consequently hiemin may properly be 
used as a natural standard with a suitable filter. Alterna- 
tively, the colours may be compared in visual instruments 
without light filters, since they appear identical to the 
eye, and sinée the overall absorptions for the whole 
visible spectrum are not appreciably different. 
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MATERIALS AND SOLUTIONS 

Bloods.—The specimens used have all been from 
normal healthy human beings or from animals. The 
human bloods were taken by venepuncture and were 
oxalated. Those from animals were obtained from the 
slaughter-house and were defibrinated. 

Hamins.—These were all prepared by the classical 
procedure of running blood into a hot mixture of glacial 
acetic acid and potassium-chloride solution. The crystals 
which separated on cooling were well washed with salt - 
solution and water by decantation and settling, and then 
by alcohol and ether on a Buchner filter (Delory 1943). 
The product was usually beautifully crystalline. Amor- 
phous precipitates were occasionally obtained, and these 
-since their colours were not to be relied 
on in either the alkaline hematin or the cyan-hxmatin 
methods—i.e., their extinctions, relative to their iron 
analyses, were variable, and differed from those of the 
crystalline products (cf. Gibson and Harrison 1945). No 
hæmin which is not crystalline should be used as a 
standard in any hemoglobin method. 

Recrystallisation of hæmin was tried, but without 
much success. The Fischer (1941) method of solution in 
chloroform and pyridine and precipitation in hot acetic 
acid sometimes improved the purity of the specimen but 
was as apt as not to yield a less pure powder. Recrystal- 
lisation was therefore abandoned and the “ crude” 
product always used. These ‘crude’ hemins were 
always of a high degree of purity however ; and it seems, 
from a very considerable experience with hæmin prepara- 
tions, that any crystalline specimen which has been 
accurately analysed for iron is acceptable as a standard, 
and that its colour is always directly proportional to 
its content of iron. —. 

N/10 Hydrochloric Acid.—10 ml. of concentrated HCl | 
diluted to 1 litre. 

2% Sodium Cyanide.—20 g. of NaCN (a.R.) dissolved 
in water and diluted to 1 litre. 

5% Sodium Cyanide.—50 g. of NaCN (A.R.) dissqlved — 
in water and diluted to 1 litre. l 

ANALYTICAL PROCEDURES 

Iron.—Duplicate samples of 5 ml. of blood, with a -> 
little conc. HNO;, were carefully evaporated to dryness 
in 50-ml. * Pyrex’ beakers, dried at 110°C, and ashed’ 
at 450°C overnight. The ash was dissolved in HCl and 
titrated with TiCl,. The technique is described in full 
by Delory (1943), the only modification used being that 
the TiCl, was diluted with freshly distilled water, which 
had been boiled and cooled in a stream of CQ,. 

Oxygen.—The Van Slyke manometrie method was used 
as described by Peters and Van Slyke (1932): 

A full discussion of the analytical procedures most useful 
for establishing “ base-line ” values for the standardisation 
of hemoglobin procedures is given by King et al. (1947). 

_ CYAN-HZMATIN METHOD | 

Standard Solution of Cyan-hematin in 1% Sodium 
Cyanide.—28-8 mg. of pure crystalline hemin (8:57% Fe) | 
is weighed into a one-litre volumetric flask ; 200 ml. of 
5% sodium cyanide is added and water till the flask is 
nearly full. The mixture is left at room temperature, 
and occasionally shaken, till all the hzemin is dissolved. 
It is then made up to the mark and mixed. 

Impure hæmins—i.e., those having less than the 
theoretical content of iron—may be used for the standard, 
provided they are crystalline and their percentage of 
iron is known, the assumption being that the impurity 
present does not contain iron and is non-chromogenic. 
That this assumption appears to be justified is seen in 
the results. A hemin which, for instance, contains 
8-41% of iron (instead of the theoretical 8-57%) would 


28-8 X 8-57 
~~ 2" 99.3 mg./l. of 


be used in the propornon of - i “8: 41 


1% sodium cyanide. 
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Macro-method for Blood.—0-5 ml. of blood is accurately 
measured into a 100-ml. volumetric fiask containing 
about 75 ml. of 0-1 N hydrochloric acid, with which it is 

25 well mixed. About 
10 min. is allowed 

for the transforma- 
tion of hæmoglobin 


20 into acid hematin, 
Lu as shown by the 
a solution turning a 
= ; 

A i5 clear yellow with 
2 no trace of residual 
S pink; 20 ml. of 
Rs 5% sodium cyanide 
N 1:0 is added and water 
S to the mark. The . 


solution is ‘mixed, 
‘and the intensity 
of the bright red 
colour of the cyan- 
hematin is meas- 


a 


450. 500 550 600 650 ured by comparison 
WAVE-LENGTHS (mu.) with the standard 
Optical density of -cyan-hæmatin solutions solution. 


from hæmin (A) and from hæmoglobin (B), 
l cm. layer of solution containine l mg. 
- hæmin or hæmoglobin iron per 100 mi. 


Blood.—0-05 ml. of 
blood is mixed 


with 4:95 ml. of 0-1 N hydrochloric acid and left for 


10 min. to complete the transformation to acid hematin ; 
5 ml. of 2% sodium cyanide is then added and the solution 
mixed. (Alternatively, 0-02 ml. blood, with 1-98 ml. 
0-1 N hydrochloric acid, and 2 ml. 2% sodium cyanide 
may be used.) The sodium cyanide may conveniently be 
added from an automatic pipette obtainable from any 


-. scientific or medical supply house. 


These three methods give the same final dilution of 
1 in 200. 

Measurement of Colour Intensity—Any colorimeter 
or photometer (visual or photo-electric) may be used for 
measuring the colour of cyan-hematin. A light filter, 
with maximum transmission between 530 and 550 muy, 
transmitting a fairly broad band in the green part of the 
spectrum (limits about 480-600 my), such as Chance green 
or Ilford T.C. green, is suitable. For standardisation of 
high. accuracy the green filters, especially those with 
narrow transmission bands, have to be selected very 
carefully for reasons which are dealt with below. 

All reported measurements were made in a King (1942) 
photo-electric colorimeter. This is a single photo-cell 
instrument, and is fitted with square glass cells (1 cm. 
optical thickness) and a Chance OGR1 green light filter. 
The zero settings were made with water in the cell; the 
readings were taken on the linear scale, and the extinc- 


- tions calculated from E=log (Io/I). 


TABLE I-—SPECIFIC EXTINCTION COEFFICIENTS OF CYAN- 
HAMATIN SOLUTIONS OF VARIOUS PREPARATIONS OF HÆMIN 


(Solutions of crystalline hremin (about 30 mg.) in 1 litre of 1% sodium 


cyanide, King photo-electric colorimeter, 1 cm. cell, Chance OGRI 


‘green filter.) 
j 

f Fe 
Code | ey Eg 

| o (for 1 mg. Fe/100 ml.) 
qe BDH) | 8-41 1-64 
17 GED) | -26 1-58 
(18 EJK 8-29 1:56 
(19 BDH) ! 8-13 1-58 
(23. MG) | 8-20 1-64 
rr & G) 7°50 1-59 
26 MG) 8-36 1-55 
(28 AH 8-00 1-60 
(29 BDH) 8-12 1-63 
(30 AH) 8-42 1-57 
Mean = 1:59 
Standard deviation = 0-03 

2:05% 


Coefficient of variation = 


Micro-method for ` 


Calculation. of Resulits——The standard cyan-hematin 
solution is equivalent to 14:8 g. of hæmoglobin- per 
100 ml. of blood at a 1 in 200 dilution. This concentration 


has been chosen because it is that of the B.S.I. Haldane 


standard (Macfarlane and O’Brien 1944, King et al. 1944b). 
28-8 mg. of hzmin is therefore the equivalent of 14,800— 
200=740 mg. of hemoglobin. Since hemin contains 
8:57% iron and hemoglobin 0-334%, the 28-8 mig. of 
hemin and the 740 mg. of hemoglobin both contain 
2-46 mg.iron. From this it will be apparent how hæmo- 


globin and hemin are equatable on an iron basis. 


With a photo-electric colorimeter the concentration 
of hemoglobin in any blood, determined in the above 
manner, is calculated as follows : 


a E et x 14:8=g: of hæmoglobin/100 ml., 
or. 

Extinction of test 
Extinction of standard 


For some purposes, such as the comparison of colour 
intensities of different standard solutions, it may be 
useful to express results as extinction coefficients relative 
to some constituent of the hemins which can be deter- 
mined with a high degree of accuracy. As has been 
suggested, iron is the constituent which best indicates 
the degree of purity of the specimen and can be most 
accurately determined. Extinctions of standard solutions 
are divided by their iron contents to give the “ extinction 


x 100=% of Haldane (8.s.1.) normal. 


TABLE II—AGREEMENT OF CYAN-H[®MATIN STANDARDS FROM 
VARIOUS HÆMINS , i 
Extinction coefficients for solutions of crystalline hæmins (about 
2 mg.) in 1% KON (1 litre), King photo-electrio colorimeter, 1 cm. 
cell, Chance OGR1 green filter.) : 


A Fe 
Hæmin no (%) - 3 
(16 BDH) 8-41 1°58 
(17 GED) 8°26 1°64 
(19 BDH) | 8-13 1-66 
(26 MG) 8-36 1-62 
(28 AH) - 8-00 1:63 
(30 AH) 8-24 1°57 
(et horse) 6-67 1-62 
33 BDH 8-30 1:63 © 
(34 BDH) 8:32 1-58 
(35 BDH) 8:41 1°59 
Average = 1:61 
Coefficient of variation = 1-87 


per mg. of iron ” : this is known as the “ specific extinc- 
tion coefficient relative to iron,” for which the symbol 
E;° is used. k 

The ‘“extinetion coefficient ° is equally useful -for 
expressing the results for hemoglobin; .and, since the 
cyan-hematins from hemin and from hemoglobin are 
equatable on an iron basis, the E§° for hemin and for 
hemoglobin should be equal. | 


RESULTS 


Similarity of Colour of Cyan-hematins from Hemin and 
from Blood — 

The cyan-hematin solutions, prepared as described 
above from several specimens of hæmin and from several 
bloods, were indistinguishable to the unaided eye. Their 
colour was of a bright burgundy quality, closely similar 
to that of the cyan-methemoglobin. When read in a 
visual photometer with spectrum light filters, no dissimi- 
larity was detected between. the coloured solutions from 
hgemins and from bloods. With the Spekker absorptio- 
meter and eight light filters covering the visible spectrum, 
the absorptions of the two cyan-hematins were the same 
within the limits ‘of error of the instrument. Detailed 
spectral absorption curves (see figure) were carried. out 
on a photo-electric spectrophotometer at the National 
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‘TABLE HI—SPECIFIC -EXTINCTION COEFFICIENTS OF OYAN- 
HÆMATIN SOLUTIONS PREPARED FROM HUMAN BLOODS - 


(Each specimen of blood transformed into cyan-heamatin at a 
dilution of 1 in 200. Same colorimetric measurement and Eeu: 
ment as tables I and 1.) 


Female bloods 


Male bloods | 
| | | 
r i 
No EE | Eee Efe i ENS 
(Fe from (Fe cale. (Fe from | (Fe calc. 
TiCl, from O; Ty i from O; 
method) capacity) method) | capacity) 
1 5B | 1-60 ; 1-72 
2 | 159 | 1-57 | 1-59 
3 1-57 1:58 1-60 
4 ! 1-61 j 1-60 1°62 
v8 1-59 1-61 i 1:64 
6 1-62 1-58 1:57 
7 1-60 ! 1:56 | 1:56 
8 | 1-59 1:57 1:56 
9 | 1-60 l 1-58 1-57 
10 1-58 | 1:60 1-60 
11 1-60 1-59 1-60 
Average 1-59 i 1°59 | -1-61 
Coeff. of 
varia- f 
tion 0:59 | 1-00 i 2:78 


Physical Laboratory by Mr. R. Donaldson and Mr. R. B. 


Sisson. They demonstrate the substantial similarity of 
the spectral characteristics of the cyan-hæmatins from 
hæmin and from hæmoglobin. The lack of identity 
referred to in the introduction is, however, obvious. 
.The cyan-hæmatin from blood has a less pronounced 
peak, and the whole curve appears to be slightly shifted 
to the left. Whether this slight difference is due simply 
to the presence of extraneous matter in the solutions 
made from blood, as compared with the simpler solutions 
from crystalline hæmin, or is derived from some chemical 
dissimilarity between cyan-hæmatins prepared from the 
two different sources, is not n clear. It is not'a pH 
effect. 


Constancy of Colour Production from Various Hemins 
In March, 1945, standard solutions were made from 
ten different hzmins prepared by several persons, some 
of them from a commercial source. These hæmins had 
all been analysed for iron by ourselves by the titanous- 
chloride method; some of the analyses were checked 
by the bichromate procedure, and others by a gravimetric 
method. The specimens (about 30 mg. each) were 
carefully weighed and left to dissolve for two days before 
being made to volume and read in the photo-electric 
colorimeter. The readings were all of an order tò corre- 
spond with extinctions of about 0-4—i.e., they were in 
the range of maximum accuracy of the instrument. 
Each determined extinction was factored by the content 
of hæmin iron of the solution (from the iron percentage 
by analysis and the weight taken), and the resultant 
figure recorded. These extinction coefficients would of 
_course all be identical if all the hamins were completely 
pure, and if all analytical procedures were free from 
error. That the results approximate to this ideal.is seen 
in table 1, where a coefficient of variation of only 2% 
was found for hemins which differed in iron content as 
widely as 7-5% and 8-42% Fe. Since each result includes 
the cumulative errors due to the iron analysis, impurities 
in the hemin, and inaccuracies in measurement— 
gravimetric, volumetric, and colorimetric—it is remark- 
able that the figures agree so well. Those listed. below 
are even better. 


A second set of the standards was prepared in J anair 
1946. Several of the specimens were the same as those 
used in the first set; others were new. The results are 
contained in table 1, and the agreement is almost as 
good as that usually obtained with multiple photometric 
measurements of coloured solutions prepared from a 
single specimen. 
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Permanence of Cyan-hematin Standards 

The two sets of standard solutions (tables 1 and 1) 
have been preserved at room temperature in diffuse 
daylight on a shelf of the laboratory. Their intensities of 
colour have been redetermined at intervals, and it is 
apparent that the cyan-hematin colour deteriorates 
slowly. During eighteen months the average extinction 
coefficient of the first ten standards fell from Ef*=1-59 
in March, 1945, to E§*=1-47 in November, 1946. The 
second set, which averaged E5°=1-61 in March, 1946, — 
read 1-59 in June (coeff. of variation, 1-69) and 1-53 in 
November. It appears from this that a standard solution 
may be used for as long as eighteen months without 


‘introducing any serious error, provided the value of E 


is reduced by about 1/,% per month. ‘For work of the 
highest accuracy, fresh standard solutions should be 
prepared every three months. 


Cyan-hematins from Blood 
Three separate experiments have ‘heel carried out : 


“one with a mixed lot of human and animal bloods ; 


one with specimens from normal adult males; and one 
from normal adult females. The results are set out as 
extinction coefficients for the two experiments with. adult 
male and female bloods ; and as a comparison of hæmo- 
globin figures (g./100 ml. of blood), derived from the 
colorimetric method and from the titanous-chloride 
method, for the human and animal bloods. It should be 
noted that these two ways of expressing results come to 
one and the same thing: a titanous-chloride analysis 
for iron, an oxygen capacity, and a colorimetric cyan- 
hxmatin determination were carried out on each blood ; 
and the determined values could be expressed either as 
extinction coefficients or as grammes of hæmoglobin 
by each method. The extinction coetflicients given in 
table 111 show the closeness of the values. obtained for 
blood with those for the hæmins in tables I and 1, and 
the slight difference in the values for E° calculated 
directly from the iron analyses and indirectly from the . 
oxygen capacities (1 atom of iron taken to be the equiva- 
lent of 1 molecule of oxygen). The hemoglobin figures in 
table 1v demonstrate the excellent agreement between 
the figures obtained by the colorimetric method and those 
given by the “ base-line” determinations with the 
titanous chloride. 
DISCUSSION | 

We believe this to be the most satisfactory hemoglobin 
method we have so far used. It is easy and reasonably 
quick. The troublesome features of the Haldane carboxy- 
hemoglobin method, the alkaline hematin method, and 


TABLE IV—-AGREEMENT BETWEEN CYAN-H/EMATIN METHOD 
FOR HÆMOGLOBIN AND TITANOUS-CHLORIDE IRON RESULTY 
ON THE SAME BLOODS > 


Results (g. of Hb/100 ml. of blood) 


No. 
a method Cyan-hematin* 
r iron ' method 
1 18:2 18:1 
2 15:9 15:5 
3 13:1 13-4 
4 14:0 13-9 
5 15-2 15-1 
6 13-3 13-1 
7 15:9 15:6 
8 16:0 16-1 
9 . 13-1 12-9 
10. 12:6 z 12-3 ` 
11 12:0 11-9 
12 13-4 13-0 
13 13-0 12-6 
14 13-4 13-1 
15 | 13-1 12-6 


Coefficient of variation = 20% 


* Colours compared against a standard mado from crystalline 
hemin. Results calculated on the basis of 1 hemin-Fe= 
1 heemoglobin-Fe. 


° 
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the oxyhæmoglobin method—viz., respectively, the 
necessity of using pure CO or coal-gas, of heating, and of 
instability of colour—are absent. The necessary reagents 
are simple and easily obtained, the reactions leading to 
the colour production are carried out at room temperature, 
and the colour produced is stable for a long time. 

It is perhaps unfortunate that the best methods for 


hemoglobin determination depend on the production of- 


cyanide derivatives. But there seems to be no doubt 
that this is so; and it is therefore useful to inquire if 
sodium cyanide is in fact as apt to constitute a danger 
in the hands of laboratory technical assistants as many 
physicians think it is. We believe that in the absence of 
any intention of self-poisoning there is no danger at all. 
The cyan-hematin method for hemoglobin has been in 


use in this school for two years, and no suspicion of any. 


trouble has occurred. Moreover, cyanide solutions are 
daily used for uric-acid determinations in biochemical 
laboratories all over the world. ‘One of us has been 


associated with such laboratories for years, and~ has. 


never encountered a case among his own technical staff, 
or heard of one elsewhere, of an operator wittingly or 
unwittingly getting cyanide into his mouth. It is well 
known that technicians often, some habitually, measure 
- sodium-cyanide solution with pipettes, though most 
_ laboratories prefer to add it from a burette.. 

For hzemoglobinometry the NaCN solution was at 
first added from a burette, but it has been found to be 
more convenient and quicker to use one of the ordinary 
automatic self-filling pipettes, mounted on a stand, 
which are in routine use in most analytical laboratories. 

The fact that an easily procurable solid crystalline 
substance, hæmin, can be used for a standard is a great 
advantage. The standard solution is simple to prepare 
and lasts a reasonable time. Cyan-hzematin has recently 
been proposed by Drabkin' (1945) as a standard solution 
for the cyan-methzemoglobin procedure, which is widely 
used in America’; and it appears to have been satisfactory 
for this purpose. It is even more satisfactory for the 
present method, for which it forms a natural standard, 
having the advantage that the colours produced in 
standard and in’test are comparable on a stoichiometric 
basis. 


SUMMARY 


A ¢yan-hematin procedure is described for the colori- 
metric determination of hæmoglobin. A solution of 
crystalline hæmin in cyanide is used as the standard. 

The colours produced by hæmin and by hæmoglobin 
are comparable on a theoretical basis. 

Several samples of hæmin and several bloods have given 
colours which are directly proportional to their iron 
contents. 

The results of hemoglobin estimations by the cyan- 
hematin method show a high degree of accuracy. 

This procedure has been developed during the course of an 
extensive investigation of hemoglobin methods undertaken 
as part of a programme of research carried out here, at Oxford, 
and at Cardiff, for the subcommittee on analytical methods 
of the Medical Research Council. The expenses incurred 
were partly defrayed by a grant from the Medical Research 
Council, to whom grateful acknowledgment is made. Our 
thanks are ‘also due to Dr. R. G. Macfarlane, who supplied 
us with some of the bloods, and to Miss K. Glaser, Mr. W. 
Weeden, and Mr. A. F. Hoffler for valuable technical assistance. 


e 
Selection of Suitable Green Filters 
(R. DONALDSON AND R. B. SISSON) 


Two main considerations govern the choice of a suitable 
filter for matching the absorptions of these cyan- 
hæmatin solutions with slightly dissimilar spectral 
absorptions: (1) solutions of the same strength—i.e., 
having equivalent amounts of hemin and hemoglobin 
—shall have the same absorption and shall therefore 


‘match when viewed through the ‘filter; and (2) this 
absorption must be proportional to iron concentration. 

The fulfilment of the second requirement is only 
necessary for instruments where there is a density 
scale—e.g., in the usual type of photo-electric colori- 
meter or in grey wedge photometers. Where the 
thickness of the solution is varied, as in the Dubosq 
type of colorimeter, the filter need not meet the second 
requirement. 

The ideal filter satisfying these requirements would 
transmit only monochromatic light of wave-length 
535 my, the wave-length at which the two spectral curves. 
intersect. Since all green filters transmit a wave-band 
of at least 50 my, both these requirements cannot 
be satisfied exactly. It-is therefore necessary to 
select a type of filter which will give the best 
approximation. 

The extended transmission band will not upset the 
first requirement provided the spectral curve of the filter 
is of such a shape that the higher transmission of the 
hæmoglobin cyan-hæmatin to the right of the filter peak 
is balanced by the higher transmission of the “ hæmin ” 
curve to the left of the peak. The extended transmission 


-band also infringes to some extent the second require- 


ment—i.e., the proportionality of the absorption-iron 
relation. This occurs even though the solutions obey 
Beer’s law very closely. The narrower the transmission 
band of the filter, the better the proportionality ; but 
there is the disadvantage that many green filters with 
narrow transmission bands have also a high transmission- 
in the far red region of the spectrum, a. characteristic 
which further upsets the proportionality relation. 


Results 

A number of filters have been examined to see if they 
are suitable for the measurement of these cyan-heematin 
solutions. If the spectral transmission of the filter is 
known, the absorptions, can be calculated by standard 
photometric methods. The necessary additional data are 
the spectral response curves for the average eye and for 
E.E.L. photo-cells typical of those used on photo-electric 
colorimeters. 

Table v gives the results for solutions viewed through 
several filters and without a filter. The absorptions of 
cyan-hematin solutions from hæmin (28-8 mg.) are 
expressed as percentages of the absorption of an equi- 
valent amount of hemoglobin (740 mg.). If the firat 
requirement were exactly satisfied, the entry would be 
100. 7 

Table vi shows how these filters meet the second 
requirement. The spectral absorptions of cyan-hematin 
solutions from hemoglobin (740 mg. = 100%) of strengths ` 
120%, 100%, and 40% were calculated with Beer’s law. 
For these solutions the errors in proportionality were 
obtained. If the second requirement were exactly satis- 
fied, the entries in columns 3 and 5 would be 120% and 
40%. 


TABLE V—ABSORPTIONS OF CYAN-HÆMATIN SOLUTIONS DERIVED 
FROM HÆMIN (28-8 mg./l.) EXPRESSED AS PERCENTAGES OF 
ABSORPTION OF AN EQUIVALENT AMOUNT OF HÆMOGLOBIN 
(740 mg./1.) l i 


Filter poseren | EOR 
4 mm. ae OGRIL glass fe eh A Dae 
Iiford Tricolour Green 404 { Leen ee cee i 
Ilford Mercury Green 807 { oto alectdió 98.1 
Ilford Spectrum Green 604 {3 eae electric _ se 
No filter | Photo-electrio 96-5 


| = 965 


Cd 
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TABLE VI—ABSOEPTIONS OF CYAN-HEMATIN SOLUTIONS 
DERIVED FROM THREE CONCENTRATIONS OF H/EMOGLOBIN 


a 


Absorption (% of standard 
concentration, 740 mg./l.) 


Method of age ae == 
Filter : 
| observation 888 mg. 740 mg. | 296 mg. 
Hb/l. ' Hb/l. Hhb/t. 
| | (120%) (100%) | 40% 
4-rom. Chance Visual 1196 | 100 | 40-3 
OGRI glass Photo-electric 119-6 100 40-4 
Ilford Tricolour | f Visual | 119-7, 100 40:3 
Green 404 Pboto-electric 119-0 | 100 40-9 
Hiford Mercury Visual ! 119-9 100 40-1 
Green 807 Photo-electric | 117-0 100 42-8 
l 
Iiford Spectrum | f Visual | 1200 | 100 40-2 
Green 604 \ Photo-electric | 119-6 100 40-5 
| f Visual | 1178 : 100 42-4 
No filter | \ Photo-electric | 115-5 | 100 46-5 
i 
Conclusion 


If both requirements are taken into consideration, 
filters suitable for photo-electric instruments are 4 mm. 


of Chance OGRI glass or Ilford Tricolour Green 404; 


for visual observation Chance OGRI1, Ilford Tricolour 
Green 404, or Ilford Mercury Green 807 are satisfactory. 
Only in instruments of the Dubosq type can a filter be 
omitted without introducing large errors in hæmoglobin 
estimation. 
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MEPACRINE ERUPTIONS 
A CASE IN THE BRITISH ISLES 


BRIAN RUSSELL 
M.D. Lond., M.R.C.P., D.P.H. 


ASSISTANT PHYSICIAN, SKIN DEPARTMENT, ST. BARTHOLOMEW’S 


HOSPITAL 


IN view of the descriptions from both sides of the 
Atlantic (see Lancet 1945) of a dermatosis arising, after 
the taking of mepacrine, in the Mediterranean and South- 
west Pacific areas, remarkable for its protean character, 
and called ‘‘eczematous and pigmentary lichenoid 
dermatitis,” ‘‘ atypical lichen planus,’ and “ tropical 
lichenoid dermatitis,” the report of a case arising in the 
British Isles is of interest. 


Nisbet (1945) describes the condition as superficially 


resembling almost every known dermatosis but with the 
following characteristics : pigmented flat or hypertrophic 
lichenoid lesions, persistent circumscribed erythemata, 
involvement of external ears and around eyes, extreme 
chronicity, decided .tendency to secondary infection, 
generalised exudative eczematisation or exfoliation, and 
peculiar pigmentary. changes. l 

The three rough categories of patchy eczematoid, 
hypertrophic lichenoid, and general exfoliative types 
may all arise in any one case at different phases. 

The initial lesions appear anywhere, but especially on 
the backs of hands and fect, on the ears, or, in seborrhæic 
subjects, in seborrheic sites. Mucosw and external 
genitalia are often affected ; but, though the mucosal 
lesions may be identical with those of lichen planus, 
the elementary papules of this disease are never present 
on the skin. Patients were in hospital for an average 
of about three months after evacuation from the tropics. 
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Schmitt et al. (1945), reporting 47 cases, noted mucosal 


involvement in about a third, and described the sequelx 


as pigmentary dystrophy, cutaneous atrophy (reticulated 
or confluent), patchy alopecia, nail involvement, and 
sweat and sebaceous glandular inactivation. The 
incidence is regarded as extremely small among ‘ Quina- 
crine’ takers. Sulzberger (1945) estimates the incidence as 
2 per 1000 at most in areas where ‘ Atebrin °’ administra- 
tion aS a suppressive was most faithfully carried out, a 
surprisingly low incidence when the selective concentra- 
tion of the drug in the skin and liver is taken into 
consideration. | 

The interval between starting to take the drug and the 
onset is 1-1] months, with an average of 3!/, months, 
with no apparent relationship to the degree of severity. 
The occurrence seems to depend on dosage, suggesting 
saturation and toxicity rather than idiosyncrasy. 
Improvement occurs 2-8 weeks after withdrawal. 
Relapse does not occur after one dose but only after 
2 or more days’ therapy, suggesting cumulative action. 
Cases were observed which had lasted 9-11 months. 

The initial eruption is variable in type. and may closely 
resemble fungous infection, heat rash, urticaria, pityriasis 
rosea, psoriasis, contact dermatitis, or scabies. The 
secondary eruption may resemble lichen planus, infectious 
eczematoid dermatitis, prurigo nodularis, mycosis fun- 
goides, lepromatous leprosy, syphilis, lymphoblastoma, 
or acanthosis nigricans. The buccal lesions closely 
resemble lichen planus or leukoplakia. Bagby (1945) | 
believes that factors are involved besides dietary 
deficiency and toxicity from quinacrine hydrochloride.. 

Peterkin and Hair (1946) point out that the primary > 
lesion may appear on the site of a preceding dermatosis, 
and they noted a relapse in 5-9 days, following the 
readministration of mepacrine, in three persons in whom 


‘the eruption had almost subsided. They report intense 


pruritus, oral lesions, and frequent loss of weight and 
malaise, often followed by intense pigmentation, and the 
resemblance of the dermatosis to lupus erythematosus, 
psoriasis, seborrheic dermatitis, vitamin-B deficiency, 
phrynoderma, fixed drug eruptions, and some of the 


conditions described by Schmitt et al. (1945). 


Wilson (1946) considers vitamin deficiency (particu- 
larly of vitamin A), quinacrine hydrochloride, ‘and 
allergy as etiological factors. Bereston and Cheney 
(1946) found the time of recovery in mild and moderate 
cases to he shortened by large doses of vitamin-B complex. 
In more severe eases the earlier recovery was not noted. 


CASE-RECORD 


A company director, aged 61, had taken quinine for over 
25 years as a malarial suppressive. On Jan. 1, 1946, he 
started taking mepacrine instead, the first course being three 
tablets of 0-1 g. t.d.s. for one day, two tablets t.d.s. for two 
days, one tablet t.d.s. for three days, followed by 0-1 g. daily. 
for six weeks. After this he took three further courses at ` 
6-8 week intervals of two tablets t.d.s. for two days, followed 
by reduction to one tablet daily. ; l 

In June, 1946, he began to complain of a ‘ general 
inflammation ” on one calf at a site at which he had previously 
experienced itching from sitting near the fire or taking a hot 
bath. The rash spread to both legs and forearms, and to 
a lesser extent to the trunk, and now developed into intensely 
itching red patches, soon becoming scaly., The condition 
was treated as psoriasis, without improvement. The tongue, 
lips, and buccal mucosa were not involved. 

In October the scalp became scurfy, and he noted a purulent 
discharge from the right ear, which was slightly painful. 
Shortly afterwards the scalp became matted with discharge. 

His general health had remained unimpaired; he had 
always been thin, but his appetite was unaffected, and his diet 
had consisted of little meat, milk, fat, or fruit, but many 
boiled puddings, potatoes, and green vegetables. _There was 
no history of allergy or of skin disorder, and no family history 
of psoriasis. He had not been abroad for over twelve years. 

On examination on Nov. 8 he was very thin, with the skin 
tinted a deep yellow. Conjunctive normal. Pustular 


~ 
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folliculitis and much seropurulent exudate in temporal and ’ 
occipital regions. Pinnæ crusted; scaly erythematous 
patch behind right ear; drum normal. ‘A few follicular 
pustules on beard area. Some blepharitis on left side. A 
few comedones over sternum. On forearms, groins, and 
backs of legs were infiltrated erythematous plaques, centrally 
slightly scaly, superficially resembling psoriasis but without 
a psoriatic reaction on grattage and with non-greasy scales, 
tending to be partially detached at their periphery. Follicular 
somewhat hyperkeratotic papules on backs of hands. Nails, 
lips, buccal mucosa, and tongue normal. 

On re-examination (Jan. 24) yellow colour of skin had 
almost disappeared. Scalp heavily crusted all over, and 
hairs matted together. There had been a patchy hair-fall. 
Ears swollen,: erythematous, and covered with greasy scales. 
Fading but brownish pigmented erythematous disks on fore- 
arms; a brownish-yellow pigmented macule on back of right 
hand. Behind right knee was a lichenified plaque ; and there 
were bluish: brown areas in right groin and on calves. 


DISCUSSION 

There seems to be little doubt that this is a case of 
eczematous and pigmentary lichenoid dermatitis follow- 
ing the taking of mepacrine. It may be said to have 
resembled at various stages psoriasis, keratosis follicularis, 
seborrheic dermatitis, contact dermatitis, and patchy 
eczematisation ; and a patchy alopecia appears to be 
developing beneath the heavy crusts on the scalp. 

A therapeutic test with mepacrine was not carried 
out owing to the chronicity of the condition, which has 


already lasted seven months, and the patient’s objection - 
-` to a test which, if positive, would lead to an exacerbation. 


Skin tests are reported by Sulzberger (1945) as usually 
negative, except in eczematous or exfoliating cases. 

The onset about six months after starting to take 
mepacrine, and the use of “ booster ’’ courses, suggests 
cumulative action and saturation rather than idiosyncrasy. 
Owing to the rarity of the condition among mepacrine 


takers, it seems that in most persons the cumulative 


dose is higher than the prophylactic dose of 0-1 g. daily, 
though it is also possible from slow excretion that toxicity 
may arise at this level in some people. 

The U.S. Army physicians (1945) state that cutaneous 
reactions have been more frequent in persons who have 


taken. suppressive atebrin in larger doses than the. 


recommended amount, 0-7 g. a week, and that, in clinical 
treatment of malarial attacks with atebrin, routine 
dosage should not exceed 2-8 g. in 7 days. 

This patient took 3-1 g. in the first 7 days and, after 
continuing with 0-7 g. each week, on three further occasions 
raised the dosage to 1-7 g. or even 2:3 g. in 7 days. 

He was emaciated at the tinie of onset, and his diet 
of little meat, milk, fat, or fruit, but many boiled pud- 
dings and potatoes suggests that there may have been 
a general relative deficiency of vitamins. Keratosis 
follicularis is regarded as a manifestation of deficiency 
of vitamin A and possibly of C, while seborrhaic derma- 


' titis seems to have some relationship to deficiencies of 


the B group.. The tendency to follicular involvement, 
resulting in an appearance closely resembling seborrheic 
dermatitis, is comparable to the affection of the follicles 
in many cases of toxicity arising from organic arsenicals, 
gold, and the sulphonamides. 

Treatment is unsatisfactory, but consists in withdrawal 
of the drug, an adequate diet with vitamin supplements, 
and the use of penicillin and other agents to combat 
secondary infection, during the time necessary for 
excretion of the drug. Nisbet (1945) used systemic 
penicillin in the generalised eczematous cases. It is 
essential to use only bland surface applications to avoid 
the risk of a superimposed dermatitis medicamentosa, but 
fractional doses of X rays may be necessary for the 
control of some of the more lichenised patches. 

According to Schmitt et al. (1945), intravenous sodium 
thiosulphate appears to have no effect on resolution. 
The use of parenteral crude liver extract is advisable 
in view of the possible: presence of hepatitis and as a 


prophylactic against, or treatment of, lesions suggesting 
vitamin deficiency. a 
, SUMMARY 


A case of eczematous and pigmentary lichenoid 
dermatitis is reported, which appears to be related to 
mepacrine administration and avitaminosis. . 

The probability of cumulative action of mepacrine,- 
from high dosage, leading to toxic effect is apparent,_ 
and there is no evidence of idiosyncrasy. 

Treatment includes withdrawal of the drug, bland local 
applications, penicillin, and vitamins. 

The incidence is very low with the recommended 
suppressive dosage of 0-1 g. daily, and this dose should 
not be exceeded, “unless the patient is under supervision. 
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In the case described here very large doses of adrenaline 
were given in the treatment of acute toxic peripheral 
circulatory collapse. Though such treatment seems so 
simple, we have not been able to find any similar record. | 
-Perhaps this is because the method has been used before E 
and found wanting. | 

At 6 P.M. on June 24, 1946, a German prisoner-of-war, 
aged 35, was admitted to the Law Junction Hospital with 
a letter from his camp medical officer saying that he had 
been taken ill at about 7 a.m. with intense abdominal pain 
and vomiting. Food poisoning had been diagnosed. 

He was heavily built and thick-necked, with well-developed 
arms and chest. He appeared moribund, with lilac-grey 
skin, dry brown tongue, and sordes- covered lips and teeth. 
His breath was foul, and his face, hands, wrists, ears, and 
feet were cyanosed. His skin blanched to the slightest touch, 
fingerprints being left many seconds after the examining hand 
had been removed. His general appearance recalled the 
profound collapse seen in bubonic or septicemic plague. 

His abdomen was tender in all parts: there was rigidity 
in the epigastrium, and he was exquisitely tender over the 
upper part of the left rectus, where guarding was pronounced. 
His heart sounds were inaudible. All over both lungs there 
were patches of tubular breathing which seemed at first to 
be most marked in the left upper lobe, but one of us thought 
that pneumonic sounds were most marked in the lower part 
of the right upper lobe. This opinion was later supported 
by radiography. His blood-pressure (B.P.) was 50/25, and his 
pulse almost imperceptible. | 

Reflexes in limbs and eyes were all present, if sluggish. 
Temperature 102°F, pulse-rate 112, and respirations 26. 
White-cell count 11,700 per c.mm, (polymorphs 81%, many 
of them immature forms). . 

Diagnosis 

Owing to the onset of his illness-with vanita and epigastric 
pain and his acute upper abdominal symptoms, an abdominal 
catastrophe, such as perforation, leaking, dissecting aneurysm 


\ 


THB LANCET] © 


of the descending aorta, or an acute hemorrhagic pancreatitis, 
was considered. The phenomenally low B.P., however, 
suggested an addisonian crisis or the Waterhouse-Friderichsen 
syndrome seen in fulminating septicemic conditions, such as 

_ meningococcal bacteremia. 

. Daring the examination the patient coughed up brown 
tenacious blood-streaked sputum, and we tentatively diagnosed 
fulminating heliotrope influenza or Friedlinder’s pneumonia. 


Treatment and Progress | . 

Blood for culture was taken and patient was given l c.cm. 
of ‘ Pituitrin’ and 100,000 units of intramuscular penicillin, 
followed by 100,000 units three hours later, and then 30,000 
units three-hourly up to a total dosage of 1-5 mega units. 
Plasma drips, glucose-saline, pituitrin, and adrenaline 
injections all failed to raise his B.P. 

Next morning there was a striking improvement in the 
patient’s appearance. His eyes had lost their cadaveric 
appearance. Tongue moist and nearly clean; pulse-rate 


still 112; temperature 99-4°F and respirations 26. He was- 


mentally alert and asked for food. Whatever the causal 
organism, we believed that penicillin was being effective, 
though his B.P. remained at 60/30. Blood-urea, which on 
admission was 75 mg. per 100 ml., had risen to 115 mg. 
on the morning of the 25th, and there was anuria. 

In the evening, in view of his Jack of urinary output and 
persistently low B.P., 10 c.cm. of 1/1000 adrenaline hydro- 
chloride was given in an hour by intravenous drip in 1 pint of 
saline. At first the patient became very distressed and breath- 
less; but, when the flow was reduced to 90-100 drops a 
minute, the coughing ceased and the B.P. rose at once to 150/85. 
When the drip was reduced to 72-80 drops a minute, his B.P. 
remained constant at about 120/70 throughout the night, and 
he passed 3 pints of urine. 

The drip was reduced to 28 drops a minute during the night 
to see whether his B.P. would remain at a reasonable level. It 
fell at once, however, to 80/45, and a more rapid rate of flow 
kept the systolic pressure at 120 or above. 

At 4 A.M. on the 26th patient had a severe rigor, and the 
drip was discontinued. Shortly before it was taken down, 
1-5'c.em. of 1/1000 adrenaline had been injected into the 
lumen of the drip tube just above the cannula. Thero was 
no response in the B.P., which had fallen to 55/20. It was 
considered that the patient had ceased to react to adrenalino. 


On the 27th saline-adrenaline drips were continued through- - 


out the day but it was found that on previous dosage the 
B.P. would not rise above 75/50. At 5 P.m., therefore, 15 c.cm. 
of adrenaline was added to a pint of glucose-saline. The 
B.P. improved within the first ten minutes, and rose to 140/90, 
being maintained at 120/60 by regulating the drip. It seemed 
clear that the adrenaline was losing its action, and later it 
became necessary to add 20 c.cm. of adrenaline to a pint of 
saline and keep the drip at 60 drops a minute to maintain the 
systolic pressure at 120. His urinary output was good 
throughout the day. á 

Later this dosage of adrenaline failed to maintain his B.P., 
and 40 c.cm. of adrenaline had to be added to saline and 
given at 40 drops a minute to keep the systolic pressure at 120. 

At midnight he had again ceased to react to adrenaline and 
the B.P. had fallen to 75/55.. His pulse-rate rose to 140, 
and respirations became deep and sighing. Throughout this 
rather drastic treatment we had feared an acute heart-failure, 
.and drips were now discontinued. We believed the patient 
was either in extremis or undergoing a crisis. His B.P. fell 
during the night to 55/30. : 

On the 28th there was much improvement in the patient’s 
general appearance and behaviour. He appeared well, his 


pulse was better, and the pulse-rate fell to hetween 72 and 80, . 


his temperature was now subnormal, his tongue moist and 
clean, and his respirations were 20. His urinary output was 
still well maintained. During all this period oxygen and 
CO, had been given, often continuously. His B.P. started to 
rise very slowly and reached, at its best, 88/64. No further 
drips were given, and it was hoped patient’s adrenal function 
would slowly become re-established. . 

On the 29th his general improvement was maintained, and 
he was always hungry; and his systolic pressure remained 
in the region of between 75 and 88. 

On the 30th progress was maintained. The systolic pressure 
reached just over 90 for a short period. He left hospital 
æ month after admission, with a B.P. of 130/75. : 

-Up to the time of cessation of saline-adrenaline drips, 
285 c.cm. of 1/1000 adrenaline hydrochloride was administered 
imtravenously over 51 hours in 15 pints of saline to maintain 
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his B.P. and promote urinary output. This dosage works 
out at an average of 19 c.cm. per pint, or 5-6 c.cm. an hour. 
X-ray Findings | 
Radiography on the morning after his admission showed 
a dense pneumonia of lobar type in the right upper lobe, and 
appearances in both lungs suggesting congestive heart-failure. 
This condition was probably infective rather than congestive. 


Further Observations 

The physical signs in the chest on the day after admission 
agreed with the X-ray findings, which showed consolidation 
of the upper right lobe. Further examination showed a rapid 
resolution of the pneumonic process. 

The pulse during convalescence was at first very slow, 
beating at a steady 48 per min. Electrocardiography showed 
no abnormality besides bradycardia. Later it showed a normal 
rhythm with no impairment in conduction. At this time the 
pulse-rate was 70 per min., and remained steady afterwards. 

The blood-urea began to fall with the rise in urinary output 
on the day after the first adrenaline drip, and soon fell from 
115 to 25 mg. per 100 ml. and remained at this level. l 

Bacteriological examination of blood and sputum revealed 
no specific infecting organism. 


Those with experience of toxic peripheral circulatory 
collapse as severe as it was in this patient must have | 
been impressed by the inadequacy of the conventional 
methods of treatment. Some of us who have used 
extracts of suprarenal cortex and its equivalent have: . 
found them of little avail in similar cases. _ 

The dosage of adrenaline used in this case—i.e., 
285 c.cm. of 1/1000 adrenaline hydrochloride—appears - 
colossal in comparison with that of common usage. 


We want to thank Sister J. N. Gibson and het staff for their 
care and attention of this case in an already very heavy medical 
ward; Prof. T. J. Mackie and the staff of the bacteriological 
department, Edinburgh University, for checking the bacterio- 
logy ; and Air Commodore F. N. B. Smartt, medical superin- 
tendent of the hospital, and the Department of Health for 
Scotland, for permission to publish these notes. 


Preliminary Communication 


INDUCTION OF BRONCHOGENIC 
R CARCINOMAS IN MICE _ 


THE increased incidence in recent years of lung cancer 
in man has stimulated research into the induction of 
pulmonary tumours in laboratory animals by means of 
carcinogenic hydrocarbons and other compounds, with 
the object of elucidating the ætiology of the disease. 
Pulmonary tumours in animals have been difficult to 
obtain, however, because the delicate lung tissue is 
unsuitable for direct, injection of carcinogenic substances. 
Thus experimental lung tumours have hitherto been 
induced by administering a carcinogen at some .remote 
site by painting it on the skin, by injecting it intra- 
vascularly, intraperitoneally, or intratracheally, or 
sometimes by including it in the diet. a 

The object of this communication is to describe a 
technique of inducing tumours by the direct application 
of carcinogenic compounds, sometimes in combination 
with synthetic hormones, to adult lung ‘tissue growing 
as homologous grafts in host animals. The pathology 
of the induced bronchogenic carcinomas will also be 
described. o i 


Technique T l 
Small pieces of adult lung are isolated under a dissecting 
microscope and impregnated with a few crystals of 
20 : methylcholanthrene. On placing, the carcinogen 
in direct contact with the tissue to be grafted, care is 
taken to wrap the tissue round the crystals so that they 
are shielded from contact with the tissues of the host. 
The grafts are implanted subcutaneously, with a Bashford 
transplanting needle, on each side of the belly of the 
host. As many as six subcutaneous primary grafts. 
have been made in a single mouse. In all cases the graft. - 
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tissue was taken from mice aged 3 months belonging to 


the same strain as the hosts in which the grafts were to 


be implanted. 

I have previously reported! the induction of trans- 
plantable glaadular carcinomas of the prostate in mice 
by this technique, which is a modification of that used 
by Greene,? Rous and Smith,* and Rous,‘ with the 
important difference that adult, not embryonic, tissue 
was used for the grafts. ó 


Results m 

The host mice bearing lung grafts were divided into 
three groups. Group I were mice of strains A and c3H 
which received lung implants impregnated with methyl- 
cholanthrene and were killed after an interval of 6-8 
weeks, before malignant tumours had developed. The 
grafts were fixed for histological examination of the early 
phases of carcinogenesis. The details of groups 1 and 
Tir are as follows : l 


T Total no. No. which 
Substances included . . 
Group : Sirain bearing developed 
h with the graft grafts tumours 
m .. methylcholanthrene .. A .. 36 .. 12 
C c3H .. 36 .. 5 
Tz .. methylcholanthrene c3m .. 36 .. 25 - 


‘and stilboestrol 


1. Horning, E. S. Lancet, 1946, ii, 829. 
2. Greene, H. S. N. Science, 1945, 101, 644. 

3. Rous, P., Smith, W. E. J. exp. Med..1945, 81, 597. 
4. Rous, P. See Lancet, 1947, i, 34. 


The pulmonary tumours were induced in both male 
and female mice, the incidence being about equal in the 
two sexes. The malignancy of the tumours was in all 
cases proved by transplanting portions of the primary. 
tumour into mice of the same strain. All the transplants 
grew, and some of these tumours are now in the third 
and fourth generations of transplantation. Grafts which 
did not develop tumours had become netrotic, .presum- 
ably owing to failure of vascularisation.. _ | 


Microscopic Structure of the Tumours ; 

' Examination of the primary grafts from group I 
revealed the early phases of tumour formation and showed. 
that the tumours were derived from the epithelial lining 
of the bronchioles—i.e., they were bronchogenic tumours 
(fig. 1). Many of the primary grafts showed adenomas 
lying adjacent to patches of collapsed lung alveoli. 
As might be expected, there was considerable variation 
in these early stages of tumour fermation.. Many 
neoplastic cells, for instance, contained mucus; their 
cytoplasm was foamy or distended with secretion, and the 
nuclei were large. and deeply staining (fig.. 2). Other 
primary adenomas appeared to lack secretory cells, 
though they were arranged in alveolar-like masses of. 
cells with similar darkly staining nuclei and pale 
cytoplasm. In some areas of the grafts the ciliated 
epithelial cells had persisted, indicating that the lung 
implants had been maintained in a surprisingly healthy 
condition (fig. 3). E 4 
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Photomicrographs of sections of adult lung grafts, from strain-A mice, impregnated with 20: methylcholanthrene and Implanted 
subcutaneously into the belly of strain-A mice aged 3 months. 


Fig. I—Eight weeks after implantation ; arrow indicates adenoma lying 
adjacent to bronchial epithelium, from which the tumour arose; 
whole implant 


patches of collapsed lung alveoli also evident ; 
surrounded by muscle. (x 78.) 


Fig. 3—Section through bronchial epithelium of lung graft 7'/, weeks 
after implantation ; ciliated epithelium persists, indicating healthy 


condition of graft. (x 375.) 


Fig. 2—Adenoma from lung graft 8 weeks after implantation; 
tytoplasm of tumour cells is foamy, many being distended with 


reat a as indicated by arrow; nuclei large and deeply staining. 
x e ad 


Fig. 4—Primary lung adenocarcinoma which arose 121/, weeks after 


implantation; this tumour grew on'transplantation into mice of 
the same strain. (x 87.) 
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Among the series of pulmonary tumours in group H 
occurring in strain-a mice, all were squamous-celled 
carcinomas except two which were malignant adeno- 
carcinomas. 


All the tumours in the c3H mice, irrespective of whether - 


the grafts had been treated with the carcinogen alone 
or plus stilbcestrol, were squamous-celled. 

The primary tumours arising in grafts 12-15 weeks 
after implantation in either strain consist of patches 
‘of normal collapsed lung alveoli with adjacent areas 
showing malignant changes well established. In a 
primary squamous-celled carcinoma arising 12'/, weeks 
after implantation in a strain-A mouse the squamous 
and polygonal neoplastic cells have prickle borders and 
the surface cells are forming keratin pearls. Fig. 4 
illustrates an adenocarcinoma of which some areas are 
differentiated to form gtand-like structures, after con- 
taining an exudate of fibrin and leucocytes. There is 
considerable variation within the primary tumours, with 
an overall tendency to squamous metaplasia. In group 
1m small hard subcutaneous nodules induced from lung 
grafts impregnated with the carcinogen and stilbestrol 


“were palpable as early as 9 weeks after implantation. ` 


In their general histology they resemble the tumours 
induced in both strains of mice with methylcholanthrene 
alone, except one tumour which was an undifferentiated 
-carcinoma composed mainly of “oat cels.” The 
remaining lung tumours were all squamous-celled 
carcinomas, except two which were adenocarcinomas. 
A brown induration of the lung tissue, similar to that 
seen in human cases of chronic and passive congestion, 
due to hæmosiderin, is present in some areas of the early 
grafts. 
“ DISCUSSION 


There are several, advantages in this method of tumour 
induction which permit a closer study of carcinogenesis 
in the various tissues comprising an organ like the lung 
than gis possible with other well-known techniques. 
The carcinogen is placed in direct contact with the living 
cells of the graft, without the use of a solvent, and there- 
fore there is little or no foreign-body reaction, or residue 
of necrosis, which might mask or conceal areas where 
neoplastic changes first arise. Since the focus of activity 
of the carcinogen is within a graft and not, for instance, 
_in some part of a large organ, the growth of the affected 
tissues may be more readily observed macroscopically 
and more easily removed for histological examination 
of the early stages. The neoplasms arise in subcutaneous 
grafts and are maintained by subcutaneous transplanta- 
tion. A series of grafts established in one host can be 
regarded as growing under identical hormonal conditions. 
With other techniques the application of the carcinogen 
may involve changes in organs or tissues throughout the 
body and not necessarily only in the region where a 
tumour is induced. Effects of this kind may complicate 
the interpretation of the incidence of experimental 
tumours. Thus Dunlap and Warren ë found that, in 
Swiss mice injected subcutaneously with carcinogenic 
hydrocarbons, the incidence of primary pulmonary 
tumours was higher in mice which had also developed 
tumours at the site of inoculation. 

For reasons which are still obscure more difficulty 
has been experienced in obtaining malignant tumours 
` from subcutaneous lung grafts impregnated with methyl- 


cholanthrene than with grafts of adult prostatic epi- ' 


thelium, which in strain-aA mice may give a yield as high 
as 98% of malignant tumours. Since the tumours which 
are obtained in lung grafts have been found to arise from 
bronchial epithelium, it is possible that some grafts fail 


to develop tumours because the amount of this epithe- 


lium in a particular graft is insufficient, or its location 
is unsuitable for direct contact with the carcinogen. 


5. Dunlap, C. E., Warren, S. Cancer Res. 1942, 2, 685. 
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Obviously in some individual grafts the bronchioles 
may be damaged in isolating the fragment, or there 
may be a partial failure of vascularisation. 

The success obtained with grafts of prostatic epi- 
thelium from adult mice must be partly due to the use 
of a closely inbred strain of mice in which homologous 
grafting is much better tolerated than in mixed strains.! 
There is no obvious reason associated with the graft- 
host relationship why. prostatic epithelium should 
flourish, whereas lung tissue implanted under similar 
conditions does not always survive. Without further 
experiments it is difficult to explain the increased tumour 
incidence in lung grafts of c3H mice impregnated with 
stilboestrol in addition to the carcinogen. The estrogen 


may stimulate proliferation of bronchial epithelial cells, 


which thereby become more susceptible to the action of 
the carcinogen, or the hormone may itself be mildly 
carcinogenic. Failing direct action of this kind, it is 
possible that cestrogen favours more rapid vascularisa- 
tion of the graft, or in some way influences tumour 
formation by first becoming absorbed into the general 
circulation. 

So far as I am aware, there is no evidence that bronchial 
epithelium, in animals treated with cestrogen over a long 
period, shows any pathological changes. Experiments. 
are being undertaken to determine if stilbcstrol alone 
has any “stimulating action on the bronchial epithelium 
in lung grafts. 

The neoplastic influence of estrogens is now well 
established for various organs and tissues, such as the 
mammary gland, lymphoid tissue, testis, bone, and 
adenohypophysis. What may be more significant in the 
present problem is the fact that non-specific cancer 
may arise from suitable dosage with sex hormones.®? 
In other words, tissues which are,not usually regarded 
as responding in some specific way to substances like 
cestrogens—and among these we must presumably 
include lung epithelium—do undergo neoplastic changes 
if œstrogen . treatment is prolonged. Burrows ® has 
found, moreover, that subcutaneous sarcoma induced 


by cestrogens cannot be due simply to mechanical injury 


produced by the injection or to the action of the solvents 
in which the estrogen is administered. It seems 
significant in these experiments that no response to the 
carcinogen was obtained from the lung alveoli, and that, 
if an alveolar epithelium exists, it should remain entirely 
quiescent while the closely adjacent epithelium of the 
bronchioles proliferated in so striking and specific a 
manner. These observations support the view of those, 
such as Barnard and Day,® who contend that there is no 
epithelial lining to the lung alveoli. Further experi- 
ments with this technique should provide additional 
information on this problem. 


SUMMARY 


Bronchogenic carcinomas were induced in mice .of 
strains A and c3H from subcutaneous grafts of adult 
lung tissue impregnated with 20: methylcholanthrene. 

In mice of strain c3H the tumour incidence was 
increased if the lung grafts were impregnated with 
stilbcestrol in addition to the carcinogen. 

The pathology of the pulmonary tumours is described, 
and the action of œstrogens on the bronchial epithelium 


in lung grafts is discussed. 


I wish to thank Prof. W. G. Barnard, of St. Thomas’s 
Hospital medical school, and Dr. B. D. Pullinger, of the 
Imperial Cancer Research Fund, for their encouragement and 


helpful criticism. E. S. HORNING 


From the Laboratories of the Imperial 
Cancer Research Fund, and the Royal M.A., DSe. Melb. 
Cancer Hospital, London. Reader in Experimental Patho- 
logy, University of London. 


McEuen, C. S. Amer. J. Cancer, 1938, 34, 184. 
7; Lacassagne, A. C. It. Soc. Biol. Paris, "1939, 132, 222. 
8. Burrows, H. Biological Actions of Sex Hormones, London, p. 250. 
9. Barnard, W. G., Day, T. D.. J. Path. Bact. 1937, 45, 67. 
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ment of personality and character. 


` peace. 
with its enmity complex, the moral code is relegated to 
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Reviews of Books 


Essays on Human Evolution 


Sir ARTHUR Kerra. London: Watts. 
15s. 


In these essays Sir Arthur Keith may not satisfy all 
his hungry critics, but his thesis is worked out in a 
logical manner. However controversial, the essays are 
stimulating, being a sincere effort to solve the riddle of 
‘human life and endeavour. Sir Arthur seems to make the 
duality of human thought and action the basis of much 
of his argument in reference to tribes and nations, though 
he passes rather lightly over its personal and individual 
implications. He divides this duality into two main 
elements—the ethical or moral code, and the cosmical 
code. The first is concerned only with the internal 
welfare and satisfaction of the tribe, and is pacific ; 
the second with the external relations with other tribes 
and is often the origin of enmity, jealousy, and war. 
Tribalism, he contends, is nature’s method of bringing 
about the evolution of man. But if this duality affects 
the tribe as a whole it also affects—even more, in the 
view of some thinkers—the outlook of the individual. 
MacNeile Dixon, for example, held that the whole 
universe displayed a dual. personality: life for the 
individual-was an endless dialogue consisting of meetings 
‘and partings, love and hate, hope and. fear. ‘‘ Look 
when you wil,” he said, ‘‘ the contraries and antinomies 
confront you.” They correspond with something in the 
universe itself, and foster, in the individual, the develop- 
To some disaster 
and disappointment means the renewal of hope; to 
others it means despair. Frustrations occur daily in the 
life of individuals even while the ethical code of the tribe 


1946. Pp. 224. 


and nation is in operation and maintained. According 


to Sir Arthur Keith, a nation cannot cease to be ambi- 
tious and competitive, for there is no cheap road to 
When the cosmical code comes into action, 


a secondary place, the security of the tribe or nation 
being placed first ; in other words, war becomes necessary 
to preserve the tribe as an evolutionary unit. In this 
sense, he suggests, war serves a beneficent purpose. 
He opposes the views of T. S. Eliot and Elliot Smith 
that civilisation is responsible for all wars, for war in 
some form existed long before the dawn of civilisation. 
Civilisation has merely added many monstrous horrors, 
by-products of the scientific mind. It is only when we 
assume, he concludes, that evolution aims at the pro- 
duction of societies, not individuals, that we reach a 
satisfying explanation of man’s dual mentality. 


Bpr ee Chirurgische Therapie für Studierende und 
rzte 


Dr. Max SAEGESSER, Privatdozent für Chirurgie, Berne. 


Berne: Hiiber. 1946. Pp. 884. Sw. fr. 80. 


THIs is virtually a manual of operative surgery and is 
written chiefly for inexperienced surgeons. It covers 
most of the field of general surgery, includes a full and 
detailed section on fractures, and omits all gynecology 
and otorhinolaryngology. The chapter on brain surgery 
is confined to the complications of trauma and the 
injection treatment of trigeminal neuralgia, but that on 
the spinal cord describes the removal of tumours and the 
operation for lesions of the intervertebral disks, and in 


another place is given Dandy’ s intradural rhizotomy 
for spastic torticollis. | 


Dr. Saegesser’s approach is essentially practical and 
he sects out to avoid academic issues as far as possible. 
Though he admits that there are many answers to every 
surgical problem, he maintains that there is only one 


really good answer, and accordingly he gives only one . 


operation for each condition he describes. This has the 
great advantage of simplicity, and increases the value 
of the book for the junior surgeon who seeks straight- 
forward authoritative guidance and who is not qualified 
to choose between several methods. Moreover, it 


ensures consistency throughout the book, for nearly all- 


the operations described are those actually used by the 
author himself. 

The standard of the book is high. The indications for 
operation are made clear and definite—indeed sometimes 


illustrated by many excellent drawings. 


over-simplified—and though the author might be described 
as an interventionist he often gives wise words of caution. 
The descriptions. of operative procedure are good and are 
Postoperative 
treatment and complications are given in detail. Some | 
defects, however, may be mentioned. The chapter on 
burns is far below the general level: it does not mention 
the dangers and disadvantages of tanning, or the indica- 
tions for plasma transfusion or skin-grafting. In the 
section on the postoperative management of appendicitis, 
the surgeon is happily compared to a midwife who. 
stands by and directs a normal process of spontaneous 
development; yet a régime is.:recommended in which 
measures to restore intestinal activity start as early 
as the day after operation. In gastric surgery entero- 
anastomosis and the y-anastomosis of Rowe are both © 
recommended without due warning of their danger. ` 


Human Factors in Air Transport Design 
Ross A. McFaruanp, PH.P. Division of Research, 
Graduate School of Business Administration, Harvard 
University. New York and London: McGraw-Hill 
Book Company Inc. 1946. Pp. 670. $6. : 


THis reliable and readable book is based on observa- 
tions made by .Dr. McFarland as physiological adviser 
to certain firms in the aircraft industry and to various 
civilian air lines in the United States. He believes 
that the future of air transport depends on passenger 
comfort, crew ‘efficiency, and operational safety; and 
his aim is to provide the aircraft designer and aero- - 
nautical engineer with existing information on human 
requirements. Since, however, he is inclined to assume 
that the reader knows the principles of physiology, the’ 
book will appeal more to the physiologist working 
in the field of. aviation medicine than to the aircraft 
designer or engineer. In his enthusiasm, he tends to 
obscure essentials by introducing a mass of physical 
data more likely to confuse the reader than to clear 
the ground for him. This is evident when he is dis- — 
cussing the importance of a clear view from the cockpits 
of transport used on airports with heavy traffic or 
restricted landing areas. To support this sensible sug- 
gestion an ‘index of landing ” is defined, based on 
six assumptions, .the use of trigonometry, a study of 
the geometry of the cockpit, and the construction of an - 
elaborate graph. A designer would be more likely to 
give the pilot a clear view if told about the experiments 
which show that a pilot becomes tired more quickly, 
and therefore more liable to cause an accident, if his 
field of vision is obstructed or reduced. - 

The problem of controlling noise in aircraft cabins is 
particularly well treated, and supported by an excellent 
and brief account of the physical characteristics of 
sound and the physiological and psychological effects 
which it produces. He. emphasises the importance of 
a standard cockpit lay-out, so that the position, shape, 
and colour of all control levers will be similar in different 
types of aircraft. And pilots will agree with him that 
all the dials should be clearly visible on the instrument 
panel and their positions consistent in all types of 
aircraft. The first-class section on illuminating the 
cockpit contains an accurate account of the factors 
influencing dark adaptation. He recommends that the 
blood of air-crews should be periodically tested for 
carbon monoxide by the up-to-date Scholander-Roughton 
micro-gasometric method. The permissible standard of 
carbon-monoxide contamination in the aircraft, however, 
is expressed merely as. 0:003%—not as a percentage 
of the total barometric pressure which ensures that the 
permissible concentration does not rise with altitude. 


La digitale et les strophantines (Paris: Masson.’ 
1946. Pp. 206).—This monograph, outlining in con- 
siderable detail Prof. D. Danielopolu’s distinctive views 
on the action of the digitalis group of drugs, will be read 
with interest by many cardiologists and pharmacologists. 
For some 40 years he has been. contributing a steady stream 
of articles on this particular subject, and his views, even 


‘though they have not been generally accepted in this country, 


are stimulating and constructive. He lays stress on the 
value of strophanthus, a drug that has never been sufficiently 
used in England. 


THE LANCET] 


THE LANCET 


LONDON: SATURDAY, AUGUST 9, 1947 | 


Food 


THIS country is now confronted with food cuts 
which will be generally unwelcome. If next year we 
find ourselves: obliged to reduce the cost of our 
imports by several hundred million pounds there will 
be further cuts which will make our present manner 
of living look luxurious. Whatever happens, we 
cannot hope for any early return to the former abun- 
dance of imported food, and major adjustments will 
probably be necessary if we are to maintain—let 
alone improve on—present standards of nutrition. 
The case for devoting more of our resources to the 
production of food at home has been plainly stated in 
these columns,! and so has the argument that salva- 
tion will best be found by facing the facts and trying 
to change the national food habits.? To face facts, 
however, it is necessary to know them, and if the 
Government have any wish to secure the support of 
the medical profession for their food policy they will 
have to give us more of the data on which that policy 
is based. The recent controversy on whether or not 
the national nutrition is deteriorating was made not 
only useless but positively harmful by the Govern- 
ment’s unwillingness to part with information which 
they must certainly possess: and in the absence of this 
information doctors in general, whose words on diet 
have some weight with the public, continue to speak 
in terms of prejudice and personal impressions. The 
Ministry of Food not only could give us recent figures 
for the Amount of food moving into consumption, and 
the average calorie consumption deducible therefrom, 
but could divulge the proportions taken up by. the 
various sections of consumers, such as expectant and 
nursing mothers, children, or invalids, and the 
amounts distributed as domestic rations, through 
canteens and restaurants, and as school meals. 
We could have full publication of the results of the 
survey of family food purchases about which occa- 
sional figures have from time to time been, divulged 
in Parliament. All this statistical information is 
essential ‘before a reasoned opinion on the national 
food position can be formed. But of greater interest 
to the medical profession would be a statement on 
the surveys which are known to have been undertaken 
of the diets which are today actually eaten by house- 
wives, by adolescents, by industrial workers, and 
by other categories. A clinical assessment of nutrition 
cannot be satisfactorily made when, as is the case 
in ‘this country, the level of food consumption is at 
least sufficient to prevent deficiency symptoms. Short 
of such deficiency, however, there may be reduction 
in physiological efficiency. Hence it is doubly 
important that the information available on the 
‘nutrition of the population should be published. The 
average weights of school-children of certain ages in 
Liverpool and’Glasgow are apparently ceasing to rise : 
what changes are occurring in the weights of 

adults ? 

So long as the Ministry could be sure of continuing 


“1. Lancet, 1947, i, 340, 686; July 12, pp. 60 and 67. 
2, Le Gros Olark, F. Ibid, 1947, 1, 721. 
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to supply food which in quantity and variety gave 
general satisfaction there was perhaps some reason to 
regard explanation as a waste of time. But when the 
fare it offers may no longer suffice for sound nutrition, 
it would certainly be well advised to take the medical 
profession into its confidence. 
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Differential Diagnosis of Jaundice 


It is a pity that all attempts to clarify the pathology 
of icterus seem to involve some new system of classi- 
fication. One tends to distrust systems, especially 
new ones, feeling them to be suitable only for exami- 
nation purposes. Nevertheless any interpretation of 
a symptom must evolve from the complex to the 
simple—from investigation and discussion to system 
—and WIrTH’s summary of the pathogenesis of 
jaundice } is no exception. 

His schema of three “ideal” forms of jaundice 
is based on recent work which has invalidated some 
of the earlier hypotheses. Thus the ability of the 
van den Bergh test to distinguish bilirubin which 
has been actively excreted by the liver cells is now 
doubted.2 Jaundice due to over-production of bili- 
rubin so great that the liver cannot handle it is 
almost certainly a myth; hemolytic jaundice is 
associated with increase of circulating bilirubin, but 
it is the coincident damage to liver cells from anoxia 
and other causes which prevents adequate excretion. 
Obstructive jaundice does not seem to be entirely, or - 
even principally, caused by the bursting of engorged 
bile capillaries and the overflow of bile into the 
lymph-spaces. SHAFIROFF et al.3 controlled the intra- 
biliary pressure in dogs, and found that below 25 cm. 
of water no bilirubin appeared in the blood or the 
lymph from the thoracic duct; at 30 cm. of water 
half the dogs showed bilirubin in blood and lymph, 
but half of them in the lymph only; above 40 cm. 
of water pressure the blood and lymph of all dogs 
contained bilirubin. Wrru assumes that rupture of 
bile passages at a pressure of 25-30 cm. of water is 
unlikely, that simple diffusion across the walls of 
bile capillaries is also very unlikely because of com- 
pression of the lymph-spaces of Desse, and that liver 
cells may in some circumstances secrete bilirubin 
actively into the lymph channels as well as into the 
bile channels. The same results might be found if 
damage to the bile canaliculi produced stretching 
and increased permeability, as suggested by Wa'son.* 
Actual rupture may, however, take place when high 
pressure and consequent necrosis -have persisted for 
a long time. Again, jaundice due to hepatitis need 
not arise from retention and inability of damaged 
liver cells to excrete bilirubin. It is far more likely, 
“Wir believes, that the necroses demonstrated by ` 
IVERSEN and RoHOLM,® in material from liver 
punctures, open bile spaces and allow bile to drain 
into the lymphatics. The “ideal ” types he suggests 
as a basis for classification are (1) the type due to ` 
over-production of bilirubin, which cannot occur 
alone; (2) the type due to under-excretion from 
inability to extract bilirubin from the blood; and. 
(3) that due to passage of bile into the lymph, either 
a or passively, and so into the blood. The 

. With, T. K. Acta me i, 119,2 ae 128, 25. 


3 With, T. K. TS 19 

3, Shafiroff, B. Dou bilet, H., Rowewier; W. Proc. Soe. 
exp. Biol., N. a 1830. 42, 203. 

ee Watson, C. "J. New Engl. "J. Med. 1942, 227, 705. 


Iversen, P., Roholm, K, Acta med. scand. 1939, 102, 1. 
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novelty of his approach to the mechanics of bilirubin 
excretion, with its division of jaundice into produc- 
tion, retention, and lymphogenous types, lies in the 
introduction of the lymphogenous type, whose 
existence or non-existence (as he acknowledges) is 
susceptible of experimental proof.. Combinations of 
these three types can be made to account theoretically 
for the sometimes contradictory findings in man. 
But, if faith in the van den Bergh reaction is to be 
undermined, something more than a new classification 
of jaundice is needed as a diagnostic aid ; and this Wrru 


does not provide. The only pointer which emerges from 


his hypothesis is that in lymphogenous jaundice the 
plasma bilirubin is always as high as 10-20 mg. per 
100 ml. 

Since so-called hemolytic jaundice seldom causes 
difficulty, the important problem confronting the 
clinician is, as Scuirr® observes, the distinction 
between obstructive jaundice and hepatitis, the 
surgical treatment for the one often being fatal in 
the other. This distinction is not made easier by the 
existence of a small group of cases of hepatitis, 
mainly arsenical in origin, which appear to have 
intrahepatic obstruction and in which biochemical 
tests show the results obtained with complete obstruc- 
tive jaundice.’ The attacks of jaundice, and many 
other symptoms of hepatitis, may closely resemble 


those of biliary obstruction. Despite the champions. 


of the various function tests, it remains true that 
diagnosis can only be satisfactorily attempted if a 
full clinical picture of both obstructive jaundice and 
hepatitis is present in the mind of the diagnostician, 
and in this connexion the conclusions of KELSALL, 
STEWART, and WrrrTs on another page of this issue 


are helpful. They draw attention to the great. 


range of severity of the pathological - process in 
hepatitis, showing that jaundice may or may not 
occur in the acute phase, and that a similar variability 
of symptoms, interspersed with complete remissions, 
is seen in the subacute and chronic stages. Reviewing 
35 cases, they found that a history of alcoholism 
was never obtained, and that the majority of patients. 
with insidious cirrhosis were women. Some patients 
with the chronic condition gave histories of initial. 
infective or chemical hepatitis, but in half the cases 
the etiology was obscure, and the investigators do 
not permit themselves to speculate whether these 
may not have been due to undiagnosed infective 
hepatitis or nutritional disturbances in the liver. 


The picture of the cirrhotic patient is sufficiently 


easily recognised, as is the syndrome of the preceding 
acute hepatitis, fully described recently by CAPPS 
et al.8 in a study of over 2000 cases. 


cess that cause difficulty, and here the clinical pictures 
described by Wrrrs and his colleagues are of assistance. 
Any one, or all, of the signs and symptoms of cirrhosis 
may appear and subsequently disappear. Jaundice, 
intermittent and variable, together with persistent 
ill health and dyspepsia, may be the presenting 
picture, only clarified later by the sudden appearance 
of ascites, hemorrhage from cesophageal varices, or 
pigmentation and nevi. Before any of the more 
dramatically obvious symptoms arise it is sometimes 
6. Schiff, L. Differential Diagnosis of Jaundice, Chicago, 1946, _ 
7. Steigmann, F., Popper, H. Gastroenterology, 1943, 1, 645. 


8. Capps, R. B., Sborov, V. M., Barker, M. H. J. Amer. med. Ass 
1947, 134, 695. 
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fapoatible clinically to differentiate the picture of 
chronic hepatitis from that of biliary obstruction. 
An attempt has been made by Gransrracusa and 
ALTHAUSEN ® to discover. the data of value in dis- 
tinguishing these conditions. They reviewed 100 
selected cases of jaundice and found that age-incidence, - 
bradycardia, fever, pain in the abdomen and back, 
malaise with digestive upsets, and. pruritus were of 
little use as pointers to either condition, whereas 
ascites and palpable gall-bladder were almost diag- 
nostic. In their series, twice as many men suffered 
from cirrhosis and from obstructive jaundice’ as 
women, and nine times as many men as women 
developed carcinoma. 

The figures given by Scuirr for Cincinnati General 
Hospital are of interest in -suggesting the relative 
frequency of hepatitis and neoplastic and calculous 
obstructive jaundice. 


Hepatitis Neoplasm Calculus 
Over 40 (245 patients) 38-9% 426% °..° 140% 
Under 40 (575 patients) 65:0% 21-0% 6-0% 


It will be seen that the other types of jaundice make 
up only 4-8% of the total; they include congenital 
abnormalities of the biliary system, hæmolytic and 
other anæmic jaundices of children and adults, and 
the entity named by MEULENaRACHT !° chronic inter- 
mittent juvenile jaundice. With increased attention 
now being focused on the atypical syndromes of 
infective hepatitis, it. is refreshing to find that there 
is a class of case which suffers from marked lassitude, 
digestive disturbances, and fleeting icterus but which 
is entirely benign. Careful reference to MEULEN- 
GRACHT’s description of the condition is recommended, 
however, before deciding in favour of this diagnosis. 

Too much reliance must not be placed on bio- 
chemical tests in jaundice, and both Scuir and 


. Hiċams et al.“ have emphasised their variability. 


In a full survey of the position the latter authors 
recommend testing the plasma bilirubin, alkaline 
phosphatase, and albumin and globulin in each case, 
this combination of tests giving a clearer diagnostic 
picture than any one test used alone. Scuirr holds 
that laboratory tests are best performed collectively 
and repeatedly, since jaundice is a dynamic condition 
and the tests will vary with the stages of the patho- 
logical processes. It is evident that, despite the 
assistance given by a clearer picture of the mechanies 
of bile secretion in disease, by careful clinical descrip- 
tions of conditions producing jaundice, and by. 
improved laboratory aids, all the knowledge, judgment, 
and intuition of the clinician are still required for the 
diagnosis of all but the most typical apadene in 
which jaundice appears. 


Beds 


THE case of the man of 74, with a fractured skull, 
who was refused admission to one London hospital, 
was discharged after 8 days in another, and died 4 
days later, has drawn public attention to the lack 
of hospital beds for acute cases. There is no doubt 
whatever that old people, who are likely to occupy 
a bed for a long time, are often turned away though 
their condition needs urgent treatment. Thus cases 


of acute intestinal obstruction in elderly people 

9. Giansiracusa, J. E., Althausen, T. L. Ibid, p. 589. 

10. Meulengracht, E ‘Qua rt. J. Med. 1947, 16, BS. 

11. Higgins, G., O'Brien, J. R. P., Stewart, A., Witts, L, J. Brit. 
J. 1944, i, 211. : 
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have been refused for fear the cause should prove 
to be eancer; and serious medical conditions are 
commonly refused because they may run a long 
course. The London Emergency Bed Service inform 
us that of 247 applications made through them in the 
first week of this year, 44 were declined admission on 
grounds of old age ; and in the first week of June the 
figure was 19 out of 182. | 

The difficulty of the hospitals is clear: they have 
scarcely enough nurses to staff their beds, and many 
have closed some of their wards or beds for lack of 
staff. If they are to cope with the “acute ” work, 
they must keep active as many beds as possible, and 
they dread the long “chronic” case which will put 
a bed out of commission for weeks or even months. 
In the old days voluntary hospitals could send such 
cases on to the county hospital when the acute stage 
was past ; but now the county hospitals, crowded and 
understaffed, are themselves refusing patients ; which 
means that if an old person with nowhere else to go 
is admitted to an acute ward he may block a bed 
indefinitely. As Mr. R. E. PEERS, secretary of the 
Emergency Bed Service, explained to the general press 
last week, the hospitals have to decide who shall have 
the beds, and they generally prefer to give the bed 
to the patient with the best chance of living. It is 
manifest that old people should have the right of 
admission to hospital no less than younger ones, if 
only in order that medical science can be brought to 
bear on their disabilities; yet unless great care is 
exercised by admission officers in avoiding long-stay 
cases the hospital fills up with them and gradually 
loses its power to help the acute sick. Unfortunately, 
the fact that this arrangement is very reasonable does 
nothing to mitigate the hardship involved in cases 
such as the one described ; and discrimination between 
patients in this crude way ought not to go on. If 
we cannot quickly get staff for our hospitals, either 
by a great extension of an improved part-time nursing 
scheme or in other ways, we must study how to use 
beds more economically. Could we not for example 
do more to ensure that hospital care is given to those 
who really need it but not to those who don’t ? 

In all this talk of lack of beds we tend perhaps to 
forget that nearly everyone in this country goes to 
sleep each night in a bed of his own, and that when 
he falls sick no bed seems better. The concentration 
of consultants and diagnostic equipment in hospitals 
lays us open indeed to the charge of depriving the 
patient who is ill (but not acutely ill) of the useful 
influence of familiar surroundings; and it is worth 
considering reports of an experiment at the Montefiore 
Hospital, New York, where they have been trying to 
extend nursing and medical care into the home. 
Montefiore patients are classified as those who need the 
special facilities of hospital, and those who need 
only active medical and nursing care. The medical 
requirements of this second group are examined, and 
their family and home environment is assessed 
before they are sent home. Full-time doctors and 
a full-time social worker staff the department of 
home care. Medical attention is available all round 
the clock, and visits are made as often as the patient’s 
condition demands. Consultants are to be had from 
all the departments of the hospital. Nursing care is 
given, according to circumstances, by arrangement 


1. Cherkasky, M. Modern Hospital, May, 1947. 


with the Visiting Nurse Service of New York. The 
social service worker calls regularly and helps . the 
family in any way required; and, when necessary, 
help in the home is given by local or. community 
services. Drugs, transport ‘to and from hospital, 
laboratory studies, and hospital equipment and 
supplies are all at the service of the patient, and he 
is under the same doctor whether he is at home or 
in the wards. The cost to the hospital of this home 
service works out at about $3 a day, compared with 
$10 a day for an inpatient. Dr. E. M. BLUEsTONE,? 
director of the hospital, thinks that every general 
hospital should have a “ department of continued — 


‘care ’’ so that it need no, longer send on “ unfinished 


business ° to the hospitals intended for long-term 
cases. These long-term cases, moreover, should 
be carefully divided into those that really need 
permanent institutional care, and those that can 
be looked after in their own homes. 

In this country anyone attempting to reproduce the | 
Montefiore Hospital scheme would come up against 
the difficulty that patients ill at home are treated | 
by their own home doctor, who may have no connexion 
with the hospital. In the National Health Service, 
however, we could certainly develop domiciliary care 
of all kinds if we decide that the apparently irresistible 
flow of medical work into hospital ought to be checked 
or reversed. A large proportion of the diagnostic 
services of a hospital can in fact'be readily taken to 
the home, and Dr. Harkwoop STEVENSON,’ in his plea 
for the appointment of “ home consultants ” to work 
with the local practitioners, points out that the help 
of a mobile technician with a portable X-ray apparatus 
or electrocardiograph enables one to investigate 
the large majority of cases on the spot. Now more 
familiar, though no less cogent, is the argument 
that far more patients should be investigated in the 
outpatient department instead of being taken into 
hospital for the purpose.4’ We hope at least that 
the new regional hospital boards will recognise that 
there can be more than one approach to this crucial 
problem of beds. Provision of more hospital beds | 
may be the obvious solution; but at a time when 
this-is virtually impracticable we shall do well to 
concentrate on efficient use of those we have. 


The Old Paradox 


In his foreword to the annual report of the Food 
and Agriculture Organisation of the United Nations, 
Sir JoHN Boyp ORR, the director-general, writes : 

“ Meanwhile the paradox of the.years between the ` 
wars shows signs of being repeated. The increase of 
agricultural production achieved by exporting countries 
in their efforts to relieve the world shortage may well 
lead to the sudden occurrence of unmarketable surpluses. 
. . . Unless measures are taken in advance to deal 
with these surpluses, they will again bring ruin and 
misery to millions of land workers and will endanger the 
stability of the whole economic system.’’ 

In this relatively wealthy country before the war 
we had access to any amount of food and.could afford 
to buy it. But now that we are, temporarily, joining 
the ranks: of that large majority who cannot afford 
to pay, we have additional reason to support OrRR’s 
demand, over many years, for effective action against 
starvation in the midst of plenty. 

2. Diuestono, E. M. r. med. AS 1947, 133, 1057. 
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3. Stevenson, F. H. Danan "1947, i, 
4. Lancet, 1943, li, 545 ; [Oarling, E. R., Pon O. .M. Ibid, p. 619 ; 


Lister, W. "A. Ibid, 1945, ii, 757. 
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Annotations 
EPIDEMIOLOGY OF POLIOMYELITIS 


At the Rocky Mountain Conference on Infantile 
Paralysis last December Dr. Albert B. Sabin examined 
unexplained features in the epidemiology of poliomyelitis, 
and suggested some preventive measures. His address 
appears in the Journal of the American Medical 
Association for June 28. 

Nothing in the history of ‘the disease, he said, is so 
baffling as its change during the past fifty or sixty years 
from a sporadic to an epidemic condition. Better diagnosis 
and reporting are the result rather than the cause of 


increased incidence ; and the fact that there are parts - 


of the world, regardless ‘of latitude, in which epidemics 
are still unknown is additional evidence of the recent 
origin of epidemics. Another peculiar circumstance is 
that epidemics have occurred most often and with the 
greatest severity in the very countries where sanitation 
-~ and hygiene are best. Why, he asked, should paralytic 
poliomyelitis, with rare exceptions, remain almost 
dormant during more than two-thirds of the year? 
And why is it that when epidemics first appeared in large 
- urban centres about 80-90% of cases were in children 
under 5 years of age, whereas latterly as many or more 
children in the 5-9 age-group have been affected ? 

For an analysis of these questions one must, Sabin 
thought, have information about the natural history of 
the infection in man, about the reservoir of the virus in 
nature, about its immunological and invasive characteris- 
tics, and about the immune response of human beings 
to infection. The extensive. studies of the past few 
years have indicated that the alimentary tract and the 
‘nervous system are predominantly attacked ; the virus 


can be found in some portion of the tissues, of the 


alimentary tract in almost all cases of human polio- 
myelitis; and examination of the distribution of the virus 
throughout the entire body indicates that it is in the 
alimentary tract as the result of primary localisation and 
multiplication. The virus has been found to persist in 
the stools in 70% of cases during the first two weeks, 
in 50% during the third and fourth weeks, in 27% during 
the fifth and sixth weeks, and in 13% during the seventh 
and eighth weeks. During infection the virus is to be 
found in the pharynx but not in the nasal secretion or 
saliva ; rarely, and then only after blowing and coughing, 
the virus has been detected in cloth masks worn by 
infected children. There is, however, still a difference 
of opinion on whether droplets originating from the 
pharynx or dissemination from infected stools play. the 
dominant part in spreading the disease ; Sabin himself 
considers infected stools the most likely source. 

The controversy over the possibility of infected stools 
spreading infection has been resolved by the demonstra- 
tion that strains of virus of recent human origin can 
produce paralytic poliomyelitis by the oral route’ in 
chimpanzees and cynomolgus monkeys without invading 
the central nervous system by the olfactory pathway. 
The abundance of the virus in stools also raises the 
question of the possible rôle of flies and of drinking-water. 
The virus has in fact been demonstrated in flies; and, 
though these may not be the only factor determining 
_ the increased incidence of the disease in the summer 
months, Sabin holds that the special seasonal character 
of most outbreaks may reasonably be related to the 
greater dissemination of the virus by contaminated 
flies, superimposed on dissemination through ordinary 
human intercourse, which has been demonstrated 
throughout the year. Intimate human contact, while 
undeniably a factor in the year-round dissemination of 
the virus and in the so-called radial spread sometimes 
seen during outbreaks, does not by itself explain the 
recurrent summer epidemics, Unlike certain other 


infections of childhood, poliomyelitis assumes epidemic 
form during the very months when children are Sway) from 
school. 

The question has long been asked : Do more people 
acquire poliomyelitis during the summer and early 
autumn months, or is there only a difference in the 
ratio between the number exhibiting the paralytic and 
inapparent, non-paralytic forms of the disease ? Perhaps 
the most reliable data, in Sabin’s opinion, are provided 
by the periodic examinations made of the same sewer 
line in New York; the virus has been isolated from the 
sewage concurrently with small increases in the number 
of clinical cases in the neighbourhood, but at no other 
times. There is no convincing evidence that the large 
epidemics in the United States are related to water- 
supply. 

Flies, and some monkeys, and possibly other unidentified 
animals may get the virus under natural conditions from 
human sources; but there is no reason to modify the 
original assumption that man is the only ultimate 
reservoir of the organism. Perhaps the most important 
immunological problem is that of multiple types of 
virus. There is certainly more than one type; but it is 
not certain whether the known strains fall into two, three, 
or some indefinite number of distinct immunological 
types. Between 1935 and 1939 a number of workers 
reported that there seemed to be no correlation between 
an attack of the disease, or the passing of an epidemic 
through a community, and the appearance of neutralising 
antibody,-as tested for the most’ part against a single 
standard passage strain and occasionally also against 
some other more recently isolated virus; and F. M. 
Burnet concluded that “ poliomyelitis antibody is not a 
result of exposure to or infection by the virus of epidemic 
poliomyelitis.” If this is so, the concept that poliomye- 
litis virus is as widely disseminated in one part of the 
world as in another, ‘without reference to the occurrence 
of epidemics, can no longer be accepted without reserva- 
tions, because it is based chiefly on the results of a small 
number of neutralisation tests whose significance remains 
doubtful. In future studies, Sabin suggested, it might be 


‘wise to test the serum from each patient against the virus 


isolated from his own pharynx or stools and not to assume 
that a single virus is responsible for a single epidemic. 
Among American soldiers on foreign service outbreaks 
have occurred without any increase in the incidence of 
the disease among the local population; and during 
the past two years the incidence among troops in the 
Philippines has been at least ten times as high as in the 
Army within the United States itself. Observers whé have 
lived some years in China testify to the relative rarity 
of the disease in the native population as against that 
in white people. One possible explanation is that in 
some foreign countries the virus is more widespread or 
is of a different immunological type to that encountered 
in the homeland. If the virus in these countries is so 
widespread that infection is acquired by almost everyone 
in infancy, then why is infection inapparent and accom- 
panied so seldom by paralysis ? Where epidemics have 
appeared for the first time, 90% of. paralytic cases are 
found in children between 1 and 5 years of age; so if 
there is a period of grace it is probably m the first twelve 
months of life. Does it follow, then, that the disease 
becomes epidemic in any country where large, numbers 
of children fail to acquire the poliomyelitis virus during 
that important phase? If, on the other hand, it is 
assumed that the major factor responsible for the 
epidemic appearance of paralysis is biologically irrelevant 
mutation of the virus to an invasive type, then the 
different behaviour of the infection in native populations 
and foreign troops is inexplicable. Moreover, if the first 
appearance of epidemics were due to the introduction 
of new immunological types, one would not expect to find 
80-90% of paralytic cases among children under 5 years, 
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The following facts, Sabin thinks, should govern 
public-health measures during an outbreak: (1) more 
virus is being disseminated than at other times; (2) the 
virus is present for a short time in the throat and more 
often and for. longer in the intestinal tract and stools of 
some apparently healthy people as well as of acutely 
paralysed patients; (3) from these sources the virus may 
be transmitted by intimate contact, contaminated hands, 
_ and fomites, but there is no evidence that droplets emitted 
from the respiratory tract play a significant part, if any, 
‘in dissemination; and (4) during an epidemic the 
‘* filth” flies can become'contaminated with the virus, which 
they can deposit in infective amounts on food, and 
consumption of such contaminated food can produce 
the disease. From this Sabin deduces these opinions : 


1. Measures designed to minimise spread by droplet infection 
are not warranted. 

2. Measures designed to diminish the chances of trans- 
mission by contact during intimate play of children, whether 
in school or out of school, are reasonable and warranted. 
Public playgrounds and swimming-pools should be closed. 
Schools may be opened or closed, depending on whether the 
avoidance of contact among children can best be enforced 
in or out of school. Avoidance of strenuous physical exercise 
is also reasonable. 

3. Measures to minimise contamination of food by flies 
are warranted; but attempts at mass destruction of flies 
are of doubtful value. Efforts should, however, be made 
to prevent flies having access to sewage-disposal plants and 
raw human sewage. 

4. Patients with poliomyelitis may be admitted to the 
general wards of hospitals, but should be treated with 


so-called ‘‘ typhoid technique ” for at least four weeks from 


the onset of systemic disturbance. Bed-sheets, towels, and 
other laundry during epidemics may be regarded as potentially 
contaminated, and workers handling laundry may be advised 
regarding the wearing of gloves and washing of hands. 

5. Isolation at home of patients with poliomyelitis may 
reasonably be continued for four weeks from the onset of 
symptoms. The children of such households, and older 
members who are engaged in the handling of food in stores 


or restaurants, or whose occupation may bring them into | 


intimate contact with older children, should remain at home 
for at least two weeks. 

All these measures, Sabin concludes, are advocated not 
with the idea that they- will stop an epidemic but rather 
in the belief that at least some may thus escape infection 
who might otherwise have become paralysed. 


PHYSIOLOGY OF AIRCRAFT DESIGN 


In 1878 Paul Bert! published an account of his 
experiments on the effects of altered barometric pressure 
on animals and man. This remarkable book, written 
by a student of Claude Bernard, laid the foundations of 
our knowledge of the effects of altitude on the aviator, 
although at that time aerial ascents had only been made 
by balloon. Almost all of Paul Bert’s findings have 
since been confirmed, and the principles underlying the 
supply of oxygen to airmen are based on his work. 
In 1939 Armstrong,? a surgeon in the United States 
Army Air Corps, published his textbook of aviation 
medicine, describing the effects of flight on man, and 
summarising the bulk of the work on the applied 
physiology of the subject up to that time. McFarland,? 
also of the United States, has now written a book 
(reviewed on another page) on human factors in 
aircraft design. The aim of those who design the 
modern air-liners is to provide their passengers “with a 
standard of comfort comparable to that found in trains 
or steamers. McFarland emphasises the increasingly 
important part which physiology plays in aircraft design 
in general, though the book deals only with the physio- 
a a problems of civil aviation. 


- Bert, P. La Pression B Barometrique, Paris, 1878. 

. Armstrong, H. Principles and Practice of Aviation Medicine, 
London, 1939. 

3. pasate Ross A. Human Factors in Air penne Design. 
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-only if the indications are unusually strong. 
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During the late war the claims of engine and airframe 
came first, and it was impossible for the physiologist 
to influence aircraft design appreciably, his task being 
merely to do all he could to increase the efficiency of 
the air-crew. The problem of oxygen-supply was a 
good exainple of this. The ideal solution was to enclose 
in a pressure cabin all those who flew at heights at 
which oxygen was needed; but production difficulties 
put this out of court. The result was the design and 
development of an oxygen system and face-mask for 
all fighter and bomber crews. The position has now 
changed, and the function of the physiologist is to give 
the aircraft designer information on the changes in 
ventilation, temperature, and pressure which man can 
tolerate with comfort, so that a satisfactory pressure- 
cabin can be built. 

As long as men fly, the performance of the aircraft 
will, in the final analysis, be limited by human skill 
and endurance. To cater for the great speeds of today, 
aircraft designers must have an accurate knowledge of 
the limitations of the human body to the stresses of flight. 
Man cannot be treated as a tiresome adjunct to be 
squeezed into the aircraft as an. afterthought: he is 
the essential unit round which the aircraft is “built ; and 
Dr. McFarland approaches his subject with that in the 
forefront of his mind. 


SURGERY IN BRONCHIECTASIS 


= Tue basic mechanism of bronchiectasis probably lies 
in bronchial obstruction, followed by infection. Once 
established the condition becomes permanent, . though 
there is a transitory pseudo-bronchiectasis which may 
follow acute infections, notably virus pneumonia. The 
early stages of bronchial dilatation can only be satis- 
factorily recognised by radiography, for the clinical picture 
still described in many textbooks is that of an advanced 
stage of the disease. Conservative treatment, which 
includes postural drainage, breathing exercises, and 
chemotherapy, plays an important part in the control 
of symptoms but produces little or no alteration in 
the bronchographic picture in established cases. Though 
the anatomical picture may remain static for long 
periods, the condition is usually steadily progressive 
and consequently a strong case can be made for early 
surgical treatment. In an analysis of 50 consecutive . 
surgical cases Adams and Ficarra! emphasise both the 
physical and emotional disability of the disease as an 
indication for surgery. The tragedy of the advanced case 
is fully recognised but the social disability arising from 
continual coughing and expectoration has not always 
been appreciated. 

The prospects of successful surgical excision depend - 
on the amount of lung involved. Dilatation localised to 
one or two lobes is most suitable for lobectomy, whereas 
diffuse, though less advanced, dilatation is not so favour- 
able and a balance has to be struck so that the minimal 
amount of lung tissue is sacrificed. In the last five or 
six years there have been great advances in the tech- 
nique; not only has dissection lobectomy. become 
established ? but segmental resections are being increas- 
ingly performed.’ “Age is an important factor in the 
selection of cases, for the results have not been nearly so: 
satisfactory in patients of middle age or over as jn younger © 
people ; so surgery should be embarked on in older people 
Long pre- 
operative preparation, both with posture and medication, 
and the services of an expert anzxsthetist:are essential.. 
At’ operation the individual elements of the lobe or 
segment are secured, with particular attention to the 
closure of the bronchus, The mass ligature technique 
inevitably led to infection with formation of bronchial ` 
fistulæ, and the necessary drainage of the pleural space 


2. Sellors, T. H., Thompson, V. C., Quist, G. Lancet, 1944, ii, 101.. 
3, Overholt, R. H., Langer, L, Surg. Gynec. Obstet. 1947, 84, 257, 
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greatly prolonged the convalescence period. The present 
method of dissection lobectomy leaving a closed chest, 
with potential infection controlled by penicillin, requires 
only three or four weeks in hospital, and with intensive 
breathing exercises and rehabilitation an early and 
efficient functional cure can be confidently expected 
in a high proportion of cases. Of the postoperative 
complications, atelectasis is usually more common ¢ than 
Adams and Ficarra imply, and pleural infection occurs 
in some 10% of cases. 

It cannot be said that excision is an ideal means of 
_ treating bronchiectasis, but until more successful con- 
servative measures are devised it must remain the back- 


bone of effective therapy, and its results in localised 


cases are gratifying both to patient and surgeon. 


PHTHIOIC ACID AND TUBERCULOSIS 


It is now nearly twenty years since R. J. Anderson, of 
Yale, isolated three different fatty fractions—an oil, a 
wax, and a phosphatide—from the tubercle bacillus. 
Sabin subsequently studied the effects of Anderson’s 
three fractions in animal experiments, and she and her 
co-workers after lengthy investigations concluded that 
the optically active phthioic acid produced a tissue 
response of epithelioid cells and giant cells resembling 
the cellular reactions of tuberculosis. At that stage the 
research languished and little more was heard.of it. In 
his presidential address to the Royal Society last 
November, Sir Robert Robinson 5 in stressing the impor- 
tant part played by microchemistry of recent years in 
the field of biochemistry cited among his examples new 
work on the waxy envelope of the tubercle bacillus. 
Investigations by N. Polgar have now shown that 
phthioic acid, which has a formula of C,,H,;,.0,, is 
3 : 13 : 19-trimethyltricosanoic acid, a straight chain of 
23 carbon atoms with 3 methyl branches. Other members 


of this range of synthetic branched -long-chain fatty - 


acids have now been isolated, and some of them appear 
to be toxic. Sir Robert Robinson laid stress on the 
existence of methyl groups which block ß-oxidation. 

These extremely complicated biochemical researches 
are still in their infancy, but they appear now to have 
reached a stage at which the pathologist may usefully take 
up experimentation again at the point where Sabin and 
“her associates left it about 1930. Ungar has made 
some preliminary experiments with phthioic acid and 
synthetic analogues by injecting them intraperitoneally 
into guineapigs, having first ascertained their general 
toxicity to mice. Of the 14 synthetic analogues studied, 
3: 12 : 15-trimethyldocosanoic acid (no. 270 of the 
series) proved to be one of the most active. Broadly 
speaking the lesions produced in the guineapigs were 
granulomatous foci (chiefly in the omentum), consisting 
of epithelioid cells, monocytes, and giant cells of the 
foreign-body and Langhans types, and having central 
areas of necrosis. When injected intradermally no. 270 
produced a local reaction of erythema and induration. 
A number of these fatty acids similarly injected into 
tuberculous guineapigs yielded no specific response, and 
they had no protective action when administered 
prophylactically before infection with a virulent human 
strain of tubercle bacillus. 

The human tissue reactions to fatty acids and oils 
seem likely to open up a new chapter in human pathology. 
These substances are being used extensively as vehicles 
for the suspension of therapeutic substances. They are 
also being increasingly used in industry, and the worker 
is being exposed to their action in various ways. The 
superficial resemblance of some of the cellular reactions 
induced to the true tuberculous lesion naturally provokes 
speculation. How far this work will lead us in the field 
, Gray, I. R. Thorax, 1946, 1, 263. 

Robinson, R. Nature, Lond. 1946, 158, 


p: Ungar, J. Paper read to the Patholo ba Society of Great 
- Britain on Jan. 1, 1947, = atholog : 


of chemotherapy of tuberculosis remains to be seen. 
The lesions induced in man can certainly be very conmuang 
to the clinical pathologist. 


ONE AND INDIVISIBLE 
THE Master of Balliol has been speaking of a growing 
recognition that scientists belong to one fellowship.} 
Science, he tells us, is beginning to be in the position of 
the medieval Church in that it is becoming an inter- 
national community, commanding respect. These words 


take us back to Sir Henry Dale’s treatment of the same | 


theme in his remarkable Pilgrim Trust lecture on 
the freedom of science.? Before the war of 1914-18, he 
said, such a community was a substantial reality, though 
its influence was already being weakened by national 
rivalries and resentments. After that war the effort to 
re-create the feeling of confidence and common interest 
among the scientists‘ of different countries could again 


claim steady advance till in 1933 aggressive nationalism . 


began its open resurgence. In the circumstances of 
today nobody could question the particular duty of 
scientists to consider whether anything can be done to 
rescue science, and therewith civilisation, from a danger 
which threatens both, and Dale holds that ‘ nothing 
could so much conduce to that end as a renewal of the 
full and intimate confidence and community of interest 
among the scientists of all the world ; of that informal 
brotherhood in science, ignoring all national and political 
frontiers and all differences of social philosophy, which 
effectively existed within the memory of so many of us.” 
As a kind of Hippocratic Oath—a formal profession of 
faith and conduct—which every scientist, of whatever 
nation, might be asked to accept, it would be difficult, 
he thought, to improve on Benjamin Franklin’s ‘“‘ Do you 
love truth for truth’s sake, and will you endeavour 
impartially to find and receive it for yourself, and com- 
municate it to others?’’ If men of science had abided 
by this rule they would have made it impossible for the 
world to misuse science as in these recent years. 

“ Secrecy, as Franklin saw, is alien to the very spirit of 


science, and it is the main infection, I suggest to you, from. 


which science sickens today. . The right and the duty 


to tell the truth which we discover, without regard to the — 


interest of any person, prejudice, creed, political theory, or 
national policy has been the central item in the charter of 

our scientific freedom.”’ 

The warning is often heard that science is leading the 
world headlong to disaster and that only the so-called 
humanities can bring back the moral strength and 
the wisdom needed for peace and safety. -In Dale’s 
opinion this imputation must be firmly contested, since 
science has a contribution of its own to make to cultural 
and moral equipment—not less than that made by any 
body of knowledge, art, or educational discipline. ‘ It 
is not without significance that, whereas history, litera- 
ture, art, and even religion, all have national characters 
and local attachments, science alone of man’s major 
intellectual interests has no frontiers and no national 
varieties ; that science, like peace, is one and indivisible.” 

Mr. WILLIAM GILLIATT has been re-elected president 
of the Royal College of Obstetricians and Gynecologists. 


Mr. J. M. K. Hawron has been appointed a deputy 
secretary to the Ministry of Health following the appoint- 


ment of Sir Arthur Rucker to urgent duties with the prepara- ` 


tory commission tothe International Refugee Organisation. 


On July 4 it was announced that the Emergency 
Bed Service would receive calls from the South of 
England for patients requiring streptomycin treat- 
ment for tuberculous meningitis and miliary tuberculosis. 
During the month of July, 18 applications were made 
on behalf of patients with tuberculous meningitis and 
5 for miliary tuberculosis. All but 6 were admitted. 


1. Lord Lindsay of Birker, addressing the Society of Chemical 
haan Times, July 

2. Dale, H. H. Proc. Amer. phil. Soc. ete 91, 64. See also Lancet; 
1946, ii, 645. 


THE E, 
Special Articles 


THE CARE OF BURNED PEOPLE 
A PLEA FOR A NEW POLICY 


LEONARD COLEBROOK 
M.B. Lond., F.R.C.0O.G., F.R.S. 


DIRECTOR OF MEDICAL RESEARCH COUNCIL’S BURNS 
ACCIDENT HOSPITAL, BIRMINGHAM 


‘Tae war has brought great changes in the outlook 
for burned people. The 30% burn or scald is no longer 
a sentence of death: patients, even children, with a 
50% burn or more may now recover. Deep burns 
need no longer become septic, and therefore do not need 
frequent re-dressing. With sepsis controlled and skin- 
grafting done early (sometimes on the first day), healing 
is much more rapid, and most of the pain that was 
associated with burns in the past has gone; and with 


UNIT, 


it the bad contractures which so often meant crippling 


and disfigurement for life. 

In this article I shall not present detailed evidence 
in support of the above statement, nor indicate all 
those whose work has contributed to these changes, in 
this country and in America. We have produced some 
of the evidence from the M.R.C. unit !~*—and more 
will be forthcoming. It may suffice to mention here 
one or two facts from our own recent experience. In 
the Birmingham Accident Hospital, where separate 
wards are set aside for burns and scalds (35 beds), and 
more than 200 cases are treated as inpatients each year, 
there have been, 
only 2 instances of acute septic inflammation of a burn 
—1 of them a severe pyocyanea infection of both arms 
and hands, the other an almost trifling and transient 
streptococcus infection which followed a grafting opera- 
tion. In addition to this there have been three or 
four intercurrent low-grade fevers—e.g., doubtful pneu- 
monias in children which were not associated with any 
manifest infection of their burns. We have not seen 
the irregular swinging temperatures that so commonly 
accompanied a severe burn before the war, and the 
general condition of the patients has been remarkably 
good. The death-rate among the 203 children, aged 
0-12, treated during the last two years has been 3%, 
as compared with 32% among the 100 children of the 
same age-group reported from the Toronto Children’s 
Hospital in 1923.4 Among the 23 deaths from burns 
and scalds in our hospital during 1945 and 1946 there 
was only | death from scalding in a child of the 0-12 
age-group (120 treated). Before the war such deaths 
in children accounted for over 30% of all the deaths 
in the Registrar-General’s report. 

It must, however, be freely admitted that these results 
have been obtained in exceptionally favourable circum- 
stances. In addition to general supervision by Mr. W. 
Gissane, clinical director of the hospital, two whole-time 
surgical officers, a bacteriologist, a bacteriological tech- 
nician, a biochemist, a secretary, and (besides the usual 
nursing staff) a special nurse charged with the feeding 
of the severely burned cases have all been available 
to provide a 24-hour service capable of dealing with 
fresh cases without delay. No dressings have been done 
in the open wards, because of the risk of airborne infec- 
tion: all are carried out by a trained team in a special 
dressing-room with a dust-free and (almost) microbe-free 
atmosphere. More than 3000 dressings have been 
carried out to date in this room. Very complete records 
suggest that there has been no transfer of hemolytic 
streptococci, and only one of Ps. pyocyanea, from one 
2. Colebrook, L., Duncan, J. M., Butterfield, W? J. 'H. Ibid, 
3. studies of Burns ar oo Spec. Rep. Ser. med. Res. Coun., 

Lond. no. 249. 
4. Robertson, B., Boyd, G: Amer. J. Dis. Child. 1923, 25,4163. 
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patient to another during dressings. (For a report on 
added infections up till August, 1946, see Colebrook et al.?) 

Through the “shock” stage the care of the badly 
burned patients has been the immediate responsibility 
of the senior surgeon of the burns team, who will some- 
times spend as much as 4-5 hours a day on a single 
case. And the skin-grafting operations have been 
performed by this same offcer with the special skill 
born of almost daily practice. In addition, a plastic 
surgeon has been at hand, when required, to deal with 
the most difficult repair problems._ 

It will be admitted that these. conditions are very ` 
different from those obtaining in most of our hospitals 
before the war (and presumably still obtaining in ' 
many), when the care of burns was usually the responsi- 
bility of a house-surgeon fully occupied with general 
surgical work, who often had had little or no previous 
experience of burns and usually dealt with only three 
or four of them during his term of office. Realising that 
the burns were almost sure to become septic, if severe, 
he was often only too glad to hand on his responsibility 
in large measure to the ward sister. 
admitted either to the ordinary surgical wards, which 
involved a considerable risk of cross-infections for the 
“clean ’”’ cases in these wards, or to a ‘‘ septic block,” 
which involved a greatly increased risk of infection for 
the burns themselves. All dressings were done in the 
open wards and almost all deep burns became infected. 
The frightful pain associated with their dressings is too 
well known to need emphasis. 

It is abundantly clear now that these pre-war arrange- 
ments for burns did not give the patients the best 
chance. These distressing and difficult cases require a 
special set-up which all hospitals receiving only a few 
of them cannot be expected to provide. ; 


RECOMMENDATIONS 


Our experience in the burns unit leads me to conclude : 


(1) That in all our larger towns and cities there 
should be centres in one or more general hospitals 
specially equipped and staffed to deal with these 

-= injuries ; we should discontinue the practice of admit- 
ting them to all the hospitals. 

(2) That all dressings of burns (and indeed also of 
all open wounds) should be carried- out not in open 
wards but in specially ventilated dressing-rooms 
designed to avoid both airborne and contact infection. 
The ventilation plant can usually be fitted. to existing 
buildings without great cost. In new buildings it 
would be a considerable economy to group all such 
dressing-stations and theatres centrally, to be served 
by a single ventilation system. 

(3) That continuous and adequate bacteriological 
control is essential in running a burns centre, if 
eae is to be avoided and treatment effectively 
uide 


(4) That the teaching of students about burns should — 


be done by the staff of such fully equipped burns 
centres who have experience of large numbers of 
these difficult cases. 
(5) That it would be an economy of hospital beds 
in the cities, and also greatly to the advantage of the 
patients, particularly the children, if provision was 
made for their transfer to the near-by country for the 
later stages of healing. Such provision must allow 
for adequate treatment and medical. supervision, as 
required—it must not be simply a convalescent home. 
There can be no doubt that provision for burns and - 
scalds'on these lines would mean the saving of many 
lives (some 1200 people still die of these injuries each 
year in England and Wales); and an~immense amount 
of suffering. The dressing of cases by a trained team 
in a dust-free atmosphere would also constitute another 
landmark in the progress of aseptic surgery. 

With the planning and replanning of regional hospital 
facilities under the new Act surely the arrangements 
here suggested are worthy of immediate consideration ? 


The burns were. _ 
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PROGRESS IN MEDICINE 
' U.S. Army Symposium 


Tun latest developments in medicine and surgery 


were discussed in a three-day symposium held at the- 


U.S. Army Medical Center, Washington, D.C., on 
June 3-5. l 


AMPUTATIONS AND PROSTHESES 


‘Colonel AvuGusr W. SPITTLER said that artificial 
hands that look like real hands and serve many of the 
same purposes are being developed by the army medical 
department. Hitherto the most useful artificial hand has 
been a steel hook; patients may become very skilful 


‘in its use but are always conscious of its appearance. 


With light plastic materials which look like flesh the 
problem of appearance now offers little difficulty. 
Activation of all the fingers and finger-joints has usually 
resulted in a unit too complex to be useful. Use of only 
the index and middle fingers to oppose the thumb 
appears to be the best combination, with the little and 
ring fingers for a stationary hook. Such a hand has 
been developed with multiple joints in the fingers in 
place of phalangeal segments; the index and little finger 
move towards the thumb in a converging motion. Mos 
of the usual 30-lb. pull which can be produced by the 


shoulder shrug is delivered at the finger-tip. The ideal © 


features of a hand—the capacity to hold an object 31/, in. 
in diameter, resilient pads on the finger-tips, and positive 
closing control—are found in this hand. An artificial 
ankle has also been developed, with a spring mechanism 
which offers much of the advantage of a real ankle. 
Scores of suggestions for artificial limbs are being offered ; 
but many are too complex. | 4 . 


PHYSIOLOGICAL EFFECTS OF WOUNDS 


Dr. HENRY K. BEECHER described new principles in 
the treatment of the severely wounded, based on study 
of more than 1600 cases from the Cassino and Anzio 
battles early in 1944. Most severely wounded men do 
not suffer acute pain ;. three-quarters of those arriving 
at the most forward hospital, even though they had had 
no morphine for five hours or more, said they were not 
suffering enough to want anything done about it. On 
the other hand those with shock due to blood-loss nearly 
always complained of severe thirst. Patients with this 
condition were tided over, wherever possible, with plasma ; 
but in Italy the plasma was found to be much less 
depleted than the red blood-cells—so much so that there 
must be some unknown reservoir of proteins in the body 
which is drawn ‘upon in an emergency. It was shown 
that the quantity of blood and plasma needed for 


resuscitation can be reduced to about half of that called ` 


for by older and slower methods. At the same time 
delay in undertaking surgery because of shock can be cut 
by about two-thirds by whole-blood transfusions while 
the surgeon is at work. This economy of time and 
material will clearly be essential if military action ever 
takes place in inaccessible regions of the world, such 
as the Arctic or Antarctic. It will also be essential if 
large numbers of the population should ever be subjected 
to atomic radiation, with the consequent great blood-loss 
from serous surfaces. 


TREATMENT OF LUNG ABSCESSES 


Dr. BRIAN B. BLADES referred to the refinements in 
operative techniques, the improved anesthesia, and the 
benefits of antibiotics which have made pulmonary 
resection a safe operation in the treatment of chronic 
pulmonary abscesses. The approximate mortality-rate 
.in the surgical treatment of pulmonary abscess in 
1942 was 15:2%. At the present time operative mortality 
for excisional surgery in chronic pulmonary abscess is 
about 5% ; moreover, the number of satisfactory cures 
has increased from approximately 57% in/1942 to more 
than 80% at the present time. - | 

During the late war the incidence of acute pulmonary 
_ abscesses in members of the Armed Forces was low. It 
is not surprising that abscesses secondary to wounds of 
the chest were uncommon, for it has long been known 
that the lung has tremendous resistance to infections 
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introduced by foreign bodies. It is of interest, however, 
that so few cases of acute fulminating pulmonary 


_ abscess were found in the millions of men who were in . 
the Forces. 


This rarity of the acute abscess and its 
replacement by a more chronic, indolent type of pulmon- 
ary suppuration may be explained by two factors. In 
the army men have good dental care; dental caries, 
abscessed teeth, and so forth do not exist, or are promptly 
remedied. Thus one of the chief xtiological factors was 
eliminated. Secondly sulphonamide derivatives and later 
on penicillin were almost universally used in all 'types of 
pulmonary disease. | | | 
_ Since patients were not extremely ill there was a 
tendency to delay surgical intervention; and often, 
where the infection responded to antibiotic therapy, 
surgical intervention was avoided. Where tissue destruc- 
tion was so gross as to require operative treatment the 
lesions were apt to be multiple, involving an entire lobe 
or even the entire lung. Extirpation of the diseased 
tissue in these cases gave excellent results. Except in 
very early cases where the abscesses were well circum- 
scribed and drainage was instituted promptly, final 
results were unsatisfactory because of the presence 
of multiple abscesses. and destruction of pulmonary 
parenchyma. 7. | aan 
Data accumulated during the war, and subsequent 
experience in civilian hospitals, indicate that for pul- 
monary abscesses of all varieties excisional surgery. is 
nearly always the treatment of choice. The necessity 
for emergency drainage of a pulmonary abscess in its 
very early stages has been largely obviated by the use 
of penicillin and other antibiotics. | 


TREATMENT OF MALARIA 


Dr. ALF S. ALVING said that plasmoquine, though it 
cures benign tertian malaria, is much too toxic for use in 
the field. -Hundreds of related compounds were tested 
in the war; finally that now known as pentaquine was 
found to be only about half as toxic and yet of greater 

curative value than plasmoquine: Tests indicate that 


pentaquine will reduce the relapse-rate in severely infected ` 


subjects from 98% to 16%, while in moderate infections 
the rate can be reduced to 4%; its effectiveness. is 
greatest when it is given with, quinine. It is, 
however, not a drug for self-medication, and. the 
patient must be admitted to hospital; in very heavy 
infections several courses may be necessary. Two 
valuable drugs were developed, in addition to atabrine 
(mepacrine) ; these are the American ‘ Chloroquine’ 
and the British ‘ Paludrine.’ . 


RESEARCH IN VIRUS DISEASES 


Dr. Jos—EPH E. SMADEL described the isolation of the 
virus causing encephalomyocarditis. This virus causes 
a rapidly fatal disease, with a characteristic pattern, in 


mice, hamsters, cotton-rats, and monkeys; and a non- - 


fatal fever in guineapigs and rabbits. In fatal cases it 
attacks the heart-muscle and brain. Theré was grave 
doubt. whether encephalomyocarditis actually was a 
disease of man, but it now appears that some of those in 
the Pacific zone who had the so-called three-day fever 
may have been suffering from encephalomyocarditis ; 
there was, however, no involvement of the heart or 
brain, and the disease may have occurred only as a 
complication of some other malady. ‘The other new 
virus disease, which also does not appear serious, 
is Fort Bragg fever. This is characterised by a brief 
fever and a rash, chiefly on the front of the legs. 
The virus has been isolated; it appears to be an 
extremely delicate organism, rapidly inactivated at low 
temperatures. 


The discovery of a chemical substance effective against 
viruses—especially the virus of influenza—is one of the 
major goals of present medical research. Some progress 
has been made in this direction ; one g which seems 
to inhibit temporarily the growth of the influenza virus 
is closely related to mepacrine, but it appears to have 
no practical value at present. Rockefeller Institute 
workers have lately reported that biological substances, 
such as apple pectin and certain blood substances, have 
an inhibitory effect on this virus. . 


‘boiler-room practice, 
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THE PRISONS 


Lack of staff has hit the prisons hard in recent years. 
The 1945 report of the commissioners and directors, 
which has only just appeared, speaks of the handicap 
this has been to the progress of all schemes for the better 
training, grouping, and educating of prisoners. Never- 
theless, something was being done, and no doubt the 
past 18 months have seen more rapid advances. 

The effects of staff shortage have been intensified by 
increases in the numbers of prisoners. Thus the daily 
average population in 1945 was 14,708, the highest 
figure since 1914-15, and the figure for 1946 was expected, 
at the time when the report was prepared, to be some 
16,000. 

The most striking increase was in the number of committals 
to borstal, where the daily average population for lads rose 
from 1752 in 1942, to 2406 in 1945, and in tho first nine 
months of 1946 to over 3000. It is perhaps worth noting that 
the figure in the middle war years was lower than the figure 
(2161) for 1938. Committals of girls show no such interim 


drop ; they rose from 131.in 1938 to 234 in 1942, and 372 in. 


1945; in the early months of 1946, however, there was a 
fall towards the 1942 level. 


The commissioners note that ‘“‘ so long as young persons 
under 21 are sent to prison they will continue to make 
the best arrangements possible for their training, but 
that nothing they can do within the limitations of a 
prison can be regarded as satisfactory.” This is frank 
enough, and it is to the credit of the commissioners that 
they have not given in to the manifest difficulties of the 
position. 

As much physical training and evening education are given 
as circumstances allow. Young lads with sentences of more 
than three months are segregated from the older convicts in 
Y.P., centres. They live in separate wings and work in separate 
shops, where a better class of industry is provided; they 
associate at meals and in the evening, and the keynote of the 
training is liveliness. They are, the report says, given hard 
and interesting work, sharp but not repressive discipline. 
Since girls are fewer and the physical limitations of their 
prisons greater, the same standard of training for girls is only 
achieved in Holloway. 


An attempt to keep the younger men among the 
adult prisoners away from the older ones has not proved 
successful. The aim was to give special training to men 
between 21 and 26 (or in special cases up to 30) who were 
not eligible for the ‘‘ star’’ class. This experiment had 
to be dropped during the war, and the commissioners 
have decided not to continue it. It seems that young 
men of this age and character have a bad effect on one 
another, and they are ‘‘ much better among older men 
who are not impressed by them and have a steadying 
influence.” Men are taken on agricultural working 


parties, and ‘during the year similar working parties were 


ed for women, and proved successful. Women 
have also been used by some of the London hospitals 
as domestic workers. Star prisoners continue to do well : 
87-7 % of those released from Wakefield Prison training 
centre are never reconvicted. The proportion of dis- 
charged prisoners reconvicted after a first sentence is 
likewise extremely low : of 126,191 serving first sentences 
between 1930 and 1942, 82% had not been reconvicted 
up to the end of 1944, Moreover, nearly half the 
recidivists from Dartmoor are satisfactory after an 
average of 2!/, years of liberty. 

At Durham an interesting educational experiment is being 
carried out by the local education committee, which is treating 
the prison as an evening institute, and providing a full curri- 
culum of voluntary classes in subjects as widely varied as 
economics, technical drawing, and 
modern problems, on the men’s side, and mothercraft, house- 
hold economy, cookery, music, and drawing, on the women’s 
gide. This.has proved so successful that it is now firmly 
established and will be discussed more fully in the next report. 


During the year under review the delays experienced 
in prison by boys waiting places in borstals were so great 


that Dartmoor Prison had to be used `temporarily as a 


1. Report of the Commissioners of Prisons and Directors of Convict 
Pp I0 28 Year 1945. Cmd, 7146. H.M. Stationery Office. 


borstal institution ; and at the end of the year it was 
estimated that accommodation was needed for 1000 - 
additional boys in training as well as a second reception 
and allocation centre. All these have been provided : 
a new reception centre for 150 and a new camp for 
75 have been set up; three big country houses have been 
converted into borstals, and Feltham, which was used 
as a prison during the war, has become a borstal again. 
Whereas in 1945 some 600 boys were waiting anything 
up to five months for places in borstals, by December, 
1916, only about 20 were waiting the next weekly escort 
to a reception centre for classification and allocation. 

Agencies for the aftercare of prisoners continue to 
do good work. 

The Discharged Prisoners’ Aid Societies have been successful 
in finding employment for ex-prisoners, and the Central 
Association gives financial help to those who need it, and 
friendly guidance to ex-prisoners settling down in ordinary 
life. During 1945 many men were released after serving 
court-martial sentences, and most of these were not criminals 
in any ordinary sense, their offences being against military 
discipline rather than against society. The association has 
made special efforts to help these. Of 1067 discharged 
prisoners dealt with by the association during 1945, 78 


required no help, and 611 returned to the Services; help, 


maintenance, working clothes, or tools were given to 304, . 
of whom 74 found their own employment and 230 had jobs 
found for them. Only 57 of those given maintenance and 
advice were unwilling to coédperate ; 4 more were found to be 
unemployable, and 13 were certified by the prison authorities 
as needing institutional care. 


Thanks to the help of the Fighting Servicos and 
Ministry of Labour, many thousands of discharged 
borstal boys were able to enter the Forces without 
carrying any stigma. 


TRAINING IN CLINICAL PATHOLOGY 


“ Clinical pathology includes the application of laboratory 
methods of all kinds—bacteriological, biochemical, hæmato- 
logical, and histological—to clinical problems. Part of the 
work of the clinical pathologist is concerned in diagnosis, but 
an increasingly large part related to the control of treatment 
of various disorders whose progress can be most accurately 
assessed by laboratory methods. A clinical pathologist is a 
consultant who can advise on the diagnosis and treatment of 
all such forms of illness as fall within his province, for example, 
infections, blood diseases, and metabolic abnormalities.” 


THE subcommittee appointed last January by the 
Association of Clinical Pathologists, to consider the. 
training and qualifications of a consultant in this 
specialty, hold that in view of its scope, as outlined above, 
the consultant should have a sound clinical training as 
well as wide experience in laboratory methods, and 
higher qualifications in medicine. 

The subcommittee, consisting of Dr. E. N. Allott 
(chairman), Dr. S. C. Dyke, Dr. R. W. Fairbrother, 
Dr. J. G. Greenfield, and Dr. W. H. McMenemey, have 
just issued their report. There is already, they say, 
a shortage of trained clinical pathologists, while the 
demand for them, under the National Health Service Act, 
is bound to grow. Entrants to this specialty, they 
suggest, should not be recognised as consultants until - 
they have had five years (or four years if they hold a 
first-class or second-class honours degree in science, 
or a research degree, such as doctor of philosophy) 
of post-registration experience, and hold a higher medical 
qualification. Their training should be in three parts: 
one year of further clinical experience, one year in a 
university department, and two years in a department 
of clinical pathology. The remaining year should be 
spent in getting further knowledge and experience of any 
part of the subject in which the candidate is specially _ 
interested.. 

In the year of post-registration clinical training, six 
months would be spent as a house-physician in general 

medical wards, and a further six months in other clinical 
(not necessarily medical) appointments. An appoint- 
ment as resident pathologist—though valuable experi- 
ence—should not count as part of the clinical year. 


The year in a university department should be spent 


early in training, so as to influence the whole of the 
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candidate’s subsequent work. He should be encouraged 
. to take a diploma in either bacteriology or clinical 
pathology, but the subcommittee do not feel such a 
diploma to be essential, or that the year must necessarily 
be spent in the department of pathology: scientific 


training in any department—the chemistry or physio-. 


logy laboratories, or the laboratories of a professorial 
clinical unit—would be equally valuable. 
The two years spent in the department of clinical 


pathology of a large general hospital, or a group labora- ` 


tory serving several hospitals, should include periods of 
six months each in the study of hæmatology, bacterio- 
logy, chemistry, and morbid anatomy. The depart- 
ment should carry several senior pathologists : training 
in a one-pathologist laboratory is undesirable, and the 
subcommittee suggest that a special committee should 
be set up to approve laboratories as suitable places 
for training, and that only training in approved labora- 
tories should be recognised. The candidate’s higher 
medical qualification should be the degree of doctor 
of medicine, or membership of the Royal College of 
Physicians. 

It is not possible to apply all the above criteria’ to 
all existing clinical pathologists, or even to some well 
advanced in their training, but the committee suggest 
. that no-one should be recognised as a specialist in this 
field unless he has been registered five years and has had 
a minimum of four years’ laboratory experience. They 
do not feel, however, that a register should be prepared 
for the specialty. Financial assistance in the form of 
scholarships and Government grants should, they think, 
be available to candidates, and a considerable number 
of senior appointments carrying an adequate salary should 
be created for the purpose of completing the training 
of future consultants. 


; Public Health 


A HYGIENIC FORK 


I. GORDON 
M.D. Edin., M.R.C.P., D.P.H. 
DEPUTY MEDICAL OFFICER OF HEALTH, ILFORD, ESSEX 


_ THE average article of cutlery seems to have been 

expressly designed to make cleaning difficult by’ pro- 
viding grooves and niches from which dirt cannot easily 
be removed. Witness the elaborate and unnecessary 
grooves on the knife at the junction of blade and handle 
and, above all, in the spaces between the prongs of 
the ordinary fork. 

The shape of the fork does not seem to have varied 
for hundreds of years, and cleansing between the prongs, 
especially at their bases, has been made as difficult as 
possible by poor design. It is strange that so much fuss 

a is made over the occasional 
cracked cup, when every 
fork is even more a trap 
for germs. To illustrate 
the problem a fork was 
examined at each of 100 
consecutive visits to restaurants, mainly patronised by 
the middle class, in inner and outer London. Only 
21 forks could be called macroscopically clean. Visible 
foreign matter, ranging from faint films of grease to 
lipstick, polishing powder, and pieces of vegetable, was 
seen in 79 between the prongs. 

To design a fork that can easily be cleaned. is simple. 
Some of the features of the fork described here will be 
. familiar to all, but one feature, the bevelling, is, so far 
as I know, original. To decrease the area to be cleaned 
there should be three prongs instead of four, and they 
should be half their present length: To make cleaning 
easier the adjoining sides of each pair of prongs are 
bevelled (see figure) on their convex surfaces. 


It is obvious that, if the back and front of this fork 


are rubbed with a cloth, there is no surface or crevice 
that is inaccessible, and all gross dirt can be removed. 


A fork so cleaned is not rendered sterile, and any fork, 
however ill-designed, can be sterilised by suitable use 
of heat and detergents; nevertheless, until the day 
arrives, if ever it does, when sterilised utensils are the 
rule in home and restaurant, there is no need for us to 
put up with gross dirt in our forks due to unsightly, 
archaic, and ineffective design. 


I have to thank Mr, H. Bradley, of- the public health 
department, Ilford, for making me a trial fork to these 


‘specifications. 


The Ineducable Child . 

A child reported to the local authority under the 
Mental Deficiency Acts as ineducable is automatically 
deprived of the right to education in special school or 
class; yet, as a correspondent points out (p. 224), a 
child who promised to be ineducable at the age- of 2 
may present a much more hopeful picture at the age of 
5: indeed he may then, or earlier, be suitable for special 


. education. Under the old legislation he could have 


been transferred at once from an institution for idiots 
and imbeciles to a special school for the feeble-minded, 
but the provisions of the Education Act, 1944, make 
such easy transfer nowadays impossible. That the 
Ministry of Education is aware of the difficulty appears 
from its circular {no. 146) on Educationally Subnormal 
Children. After examining a child, an ‘“ approved 
medical officer ” advises the local education authority 
on the type of special educational treatment .needed ; 
or, if he considers the child ineducable, he advises 
that it should be reported under the Mental Deficiency 
Acts. 


Yet even the best doctor, when dealing with the very | 


young, cannot be certain whether a child is really ineduc- 
able; and to meet this difficulty the Ministry has pre- 
viously asked that education authorities should “‘ exercise 
great care’’ about reporting children under the Acts. 
Despite this, inevi y 
of children mistakenly reported. The Minister of Educa- 
tion and the Board of Control therefore suggest that 
in the case of children between 2 and 5 local education 
authorities should report only those whose “ ineducability 
is obvious,” and that others should be given a trial in an 
ordinary or special school. Moreover, it would ‘‘ be 
open to the local authority to deal with children under 
the age of five who, although not reported, should in their 
opinion be dealt with under the Mental Deficiency 
Acts.” This seems to meet one of our correspondent’s 


. difficulties, for it means that parents-can be relieved 


of a child who, without being of so low a grade as to 
need ‘‘ reporting,” would yet benefit by a period in 
a mental-deficiency institution. > Provided > that any 
order made under the Mental Deficiency Acts is 
discharged, such an “ unreported ”?” child can be trans- 


ferred; at the age of 5 or after, to the care of the | 


education authority. 
: Poliomyelitis 


Notifications of poliomyelitis in England and Wales 
during -the week ended July 26 numbered 302 compared 
with 177 in the previous week. As the accompanying 
chart shows, the gradient in the curve of incidence has 
become somewhat steeper, and there is nothing to 
suggest that the peak has been reached. On the contrary, 
the number of new outbreaks brought to the notice of 
the Ministry of Health during the past week suggest that 
a further rise is to be expected. 

Counties in which notifications reached double figures 
during the week ended July 26 were: 
Durham 20, Essex 13, Lancashire 17, Middlesex 17, 
Surrey 15, Warwickshire 20, and West Riding of York- 
shire 52. Removals to infectious-disease hospitals in 
the London area have decreased slightly: in the seven 
days up to July 28 they numbered 70, and in the seven 
days up to August 4, 61. The incidence in Lewisham, 
the metropolitan borough so far most affected, appears 
to be abating. 

Earlier reports suggested an unusual proportion of 
cases with marked meningeal irritation at onset, but now 
the more usual and milder clinical types, in which 
paralysis appears without striking prodromata, are being 
found more commonly, and the steep gradient in the 
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week ended July 26 may be an expression of late 
diagnosis and delayed notification. | ` 
Although cases are widely scattered over England and 
Wales, the incidence is by no means even, and large 
tracts of the country are not yet involved. The need 
for prompt diagnosis and notification of first cases in 
these areas will be apparent. In localities where the 
disease is in the first or second generation particular 
_ attention must be paid to close contacts, more especially 
if they develop a minor indisposition insufficient to 
restrict their movements. At the start of an outbreak 
the virus is probably confined to the patient and his 
more intimate companions. The mechanism of direct 
spread is still uncertain ; but of late years it has become 
increasingly evident that spread is usually from person 


24 28 32 36 40 


to person following fairly close contact with a previous 
case of abortive or paralytic disease during a relatively 
short period of infectivity which begins a few days 
before any sign of illness. When infectivity appears to 
be at its height the virus is present in the oropharyngeal 
secretions; it may also be present in the bowel at the 
same time, but the most potent source of infection 
is almost certainly the mouths of patients during the 
preparalytic phase or during a subclinical attack. 
° POLIOENCEPHALITIS 


Notifications of polioencephalitis for the week ended 
July 26 totalled 34. 
in July were 9, 16, and 16, compared with an average of 
only 1-2 during the corresponding weeks in 1938—46. 
When notifications of polioencephalitis began to increase 
it was suggested by some that there might be a prevalence 
of an infection of the central nervous system other than 
poliomyelitis; but it is now certain that the bulk of 
polioencephalitis notifications relate to infections with 
the poliomyelitis virus. In past years the ratio between 
infections of poliomyelitis and polioencephalitis has not 
varied much, usually being between 6 and 9 to 1; this 
year’s experience is not remarkably different. 


Infectious Disease in England and Wales 
B WEEK ENDED JULY 26 


Notifications.—Smalipox, 0; scarlet fever, 987; 
whooping-cough, 1924; diphtheria, 174; paratyphoid, 
18; typhoid, 8; measles (excluding rubella), 7644 ; 
. pneumonia (primary or influenzal), 311; cerebrospinal 
fever, 31; poliomyelitis, 302; polioencephalitis, 34 ; 
encephalitis lethargica, 3; dysentery, 61; puerperal 
pyrexia, 133; ophthalmia neonatorum, 55. No case of 
cholera, plague, or typhus was notified during the week. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 2 (0) from diphtheria, 
4 (0) from measles, 5 (2) from whooping-cough, 61 (4) from 
diarrhcea and enteritis under two years, and 7 (0) from 
influenza. The figures in parentheses are those for 
London itself. 7 | 

The number of stillbirths notified during the week 
was 248 (corresponding to a rate of 26 per thousand 
total births), including 31 in London. 


The figures for the first three weeks | 


N 


í In England Now 


A Running Commentary by Peripatetic Correspondents 


For close on a quarter of a century, man and boy so 
to speak, I have been an F.R.c.P. Yet it was only last 
week that for the first time I had occasion to take a 
taxi to the College. ‘‘ Where is that, sir? ” asked the 
driver, although we were only a short half mile from 
Pall Mall East. ‘‘ I’ve been a driver for twenty years,” 
he continued, ‘* but this is the first time I’ve been asked 
to go there. Of course, I’ve driven often enough to 
the College of Surgeons.”’. l 

The somewhat gratuitous ‘‘ of course” started the 
inevitable train of thought. Perchance, I reflected, 
the explanation is simply geographical. The R.C.S., 
ensconced in Lincoln’s Inn Fields, is remote from tubes 
and bus routes, while we are more conveniently situated. 
But to be honest I admit this is mere casuistry. Only 
too obvious is the contrast between the practitioners of 
the two branches of the profession. We impecunious 
physicians are not in the taxi class. f 

* * +% 

The Princess, the Woodcutter’s Son, and the Rhesus 
Monkey. (A tale told to an anxious parent who, on 
reaching the conclusion that her only daughter was 
Rh-negative, asked her doctor whether she should 
investigate the rhesus factor of any eventual suitor.) 

ONCE upon a time there lived a king and queen who 
had but one child, a daughter, all the rest having been 
miscarriages. Such was the enlightened state of the times 
in which they lived that the court physicians were able 
to tell. the queen that this was because she was Rh- 
negative and her husband, the king, was Rh-positive. 
They were of the opinion that this must have been a 
gift from a malevolent fairy at her christening, but with 
all their knowledge they could find no way of breaking 
the spell. On questioning her parents the queen learned 
that there had been present at her christening a queerly 
dressed old lady with a face like a monkey, who had 
been heard muttering something which might conceivably 
have been a spell. Instead of the usual “ Hocus, pocus, 
magnum locus ” ritual, it sounded like ‘‘ Rhesus, squeeze 
us, taunt and tease us,” and nobody could see any sense 
in that, so they thought that the old lady was mad and 
didn’t like to cross her, even though she lingered an 
inordinately long time at the cradle and was messing 
about with needles and lengths of rubber. tubing and 
flasks of red liquid, 50 that it would almost have seemed 
as if she were giving the child a blood-transfusion if it 
hadn’t been such a ridiculous idea to think that she 
would in front of all those people. Everyone there was 
so well bred that they pretended not to notice, and 
when she’d finished the king gave her a glass of his 
second-best champagne as he thought she wouldn’t 
know the difference, and after giving him a dirty look 
she went away. We 

The queen was a little upset at hearing the story, but, 
realising that there was no remedy for it, concentrated 
her care and affection on her daughter,’ the Princess 
Dewdrop, and persuaded the king that great care must 
be taken when the time came for the princess to be 
betrothed. 

When the princess came of age, proclamations were © 
issued and heralds went round inviting applications 
for her hand. Six handsome (according to themselves) 
princes turned up at the palace on the appointed morning 
and along with them came a lusty youth of great strength 
and beauty who was the third son of a humble wood- 
cutter. His two elder brothers had jeered at him for 
setting out on such a quest but he was a good-tempered 
boy who always made a point of being polite to hideous 
old women and rescuing toads in distress, and he knew 
that such traits in the third sons of humble woodcutters 
invariably led them on to fortune. He therefore paid no 
attention to his brothers’ gibes and went on his way with 
his heart full of hope. 

Sure cnough, he looked so beautiful, standing beside 
the six other suitors in his woodman’s clothes, with the 
glow of health on his cheeks and the sun shining on his 
brown curls, that the princess fell in love with him at 
once. The six princes, in spite of their silken and velvet 
garments, were rather a pasty-faced lot, but the princess — 
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was a sensible girl and realised. that there were many 
things to be taken into consideration when choosing a 
husband. So she remained silent while her father described 
the various tests and trials which the candidates must 
undergo to qualify for her hand. 


For five days the suitors were busily engaged in 


slaying dragons, scaling glass mountains, rescuing 
damsels in distress, &c., &c. Each day one of the 
seven suitors was knocked out in the contest, until on 
the sixth day there only remained in the running the 
woodcutter’s son, whose name was Hilarion, and the 
Prince of the Sunset Isles, who was quite the ugliest 
and most pasty-faced of the lot. l 

For the sixth and final test the candidates were 
ushered into the presence of the court physicians, the 
two chief of whom advanced toward the two young men 
carrying wide-bore needles and glass tubes. With these 
they took samples of blood for rhesus tests, without so 
much as a by-your-leave or even saying “* Just a prick.” 


The sight of his own blood dripping into a test-tube 


caused the Prince of the Sunset Isles to swoon away, 
and the’ downright impertinence of the whole proceeding 
so annoyed Hilarion that he let forth a long string of 
curses that he had picked up in the woods from angry 
squirrels who objected to having their favourite trees 
cut down. When it was explained that this was the most 
important test of all, which would decide without a doubt 
who would marry the princess, the Prince of the Sunset 
Isles ceased swooning because he thought it was a test 
to see whose blood was bluer, and he knew his was; 
and Hilarion stopped cursing because he thought it was 
a W.R. and he knew his was negative. ` 

The princess’s excitement when they brought her the 
results was somewhat dashed. on discovering that the 
Prince of the Sunset Isles was group O, Rh-negative, 
whereas Hilarion was group A, Rh-positive, she herself 
being group B, Rh-negative. She was, as has already 
been pointed out, a sensible girl, so she married the 
Prince of the Sunset Isles, whom she hated, and they 
lived unhappily ever after; the prince turned out to be 
impotent, so no children blessed the union. . 

Hilarion went back to the woodcutter’s cottage, where 
his brothers jeered at him more than ever. Goaded by 
their taunts, he was caught on the rebound and married 
in indecent haste one Maribel, the daughter of the village 
blacksmith. They lived happily ever after, even though 
Maribel was later found to be every bit as Rh-negative 
as the Princess Dewdrop. They had two daughters and 
a son whose life was saved by blood-transfusions, and the 
children lived as brilliant examples of the art of How-to 
Be Happy Though Negative. Which only goes to show 


how wonderful science is. 
* * * 


. You do meet some funny types with annoying habits 
in higher examinations. The chap next to me the other 
day waggled one foot steadily up and down, without 
stopping, throughout the whole twelve hours of written 
papers. I got to loathe the sight of that foot. If I’d had 
a gun I should have been very inclined to fire it. Another 
chewed and rustled paper incessantly, and yet another 
would keep asking to be “ excused ”’ every hour. Every 
time he got up he knocked my desk back and spoilt 
a page of writing, but he never apologised. 

Examiners may have their trials, but so have 
candidates. n m a 


Here is an extract from a letter from an Arab who 
calls on doctors in Palestine on behalf of a drug firm : 

“Last week I called on a French doctor who has 
adopted the Moslem faith. It was the most unconvenient 
visit I have ever made. His behaviour was so dreadful. 
When I showed him our new syphilis remedy he asked 
if it is painful, and I told him to try it and see. I meant 
to try it on one of his patients or more. Immediately 


he started to sterilise the water and prepare the syringe! - 


I asked him, with astonishment, what does he want 
to do? and he asked me to take off my trousers and lie 
on the couch. He insisted on trying the remedy on me, 
to see if it is painful or not. He was behaving seriously ! 
How to escape from this mad doctor, I was thinking 
deeply. Finally, after a long argument, he made me 
agree with him that it is painful, otherwise he has to 
try it on me.” 


Letters to. the Editor 


PROGNOSIS IN ERYTHROBLASTOSIS FETALIS 


Sm,—In connexion with your interesting annotation 
of April 5, it may be of interest to your readers to hear 
of our experiences with exchange transfusion. | 

Our first experiments with the procedure were done in 
1944, and, while we succeeded in accomplishing a 90% 
replacement of blood, the method was tedious and 
difficult because coagulation hampered the withdrawal 
of the infant’s blood. In the absence of a satisfactory 
rationale for the procedure and-in view of the technical 
difficulties, we abandoned the, method temporarily. 
When in 1946 we worked out a satisfactory rationale for 
the use of exchange transfusion and devised a technique 
that was safe and simple to perform we began to apply 
the method as a routine for the treatment of erythro- 
blastosis. nae . 

The rationale for the procedure depends on the fact that . 
the union of the maternal Rh antibodies with the infant’s: 
erythrocytes may produce either one or both of two 
effects—hzmolysis or clumping. In cases where only 
hemolysis takes place, a hemolytic anzemia results that 
is readily combated by the simple transfusion of Rb- 
negative blood, and infants treated in this way recover 
completely and exhibit no sequels of the disease. When 
intravascular clumping occurs, due either to agglutination — 
or to conglutination, the circulation to vital organs, 
particularly the liver and the brain, is compromised and 
the infant usually dies. The occasional child that 
survives the early severe stages of the disease often 
exhibits the sequels of severe cerebral and hepatic 
damage. Obviously these infants will not be benefited 
by simple transfusion, since plugging, of the vessels by 
clumps of erythrocytes produces irreversible tissue- 
changes. For reasons explained in our publications on 
the subject, intravascular clumping rarely takes place 
in utero. It usually occurs after birth, and in fact seems 
to be initiated by the birth of the infant. At birth then, 
the. infant’s cells are merely coated by the maternal 
antibodies and not yet clumped. Accordingly, if the 
infant’s blood is immediately withdrawn and replaced 
by inagglutinable Rh-negative cells, it should be possible 
to avoid the disease. . The recent development of reliable 
methods of detecting Rh sensitisation, and the perfection 
of Rh-Hr typing, have made it possible to predict the 
appearance of the disease in the unborn infant, and to 
prepare blood ahead of time, so that the infant can be 
treated within minutes after it has drawn its first breath. 

With the aid of suitable safe quantities of heparin, 


‘using the saphenous vein for infusion and the radial 


artery for bleeding, a very satisfactory exchange trans- 
fusion can be carried out in 75 minutes. Since the bleed- , 
ing and the infusion are done simultaneously, some of the 
infused blood will be lost in the bleeding process, so 
that an exchange of 100% is impossible. Calculation 
shows that when an amount of blood equal to the blood 
volume of the infant is simultaneously infused and 
removed, a 65% replacement is accomplished, while 
with double this amount 85-90% of the blood is 
exchanged. In our procedure we routinely use 500 t.cm., 
an amount equal to twice the blood volume of the 
average infant. The immensity of the procedure is not 
appreciated until it is pointed out that this amount is- 
equivalent to injecting and withdrawing 10,000 c.cm. 
of blood in an adult. Parenthetically it might be 
mentioned that other workers in attempting to accom- 
plish the same result by somewhat different techniques 
find themselves so limited by the methods used that they 
are satisfied to terminate the procedure when as little 
as 200 c.cm. of blood have been exchanged. 

_ Thus the two objections to the use of exchange trans- 
fusion—the absence of rationale and the difficulty of the 
technique—have been removed. A third objection has 
now been raised, as mentioned in your annotation. 
This is that the infants who may be saved only survive 
for the worse fate of mental deficiency due to brain 
damage. That this objection is not a valid one is shown 
by our personal experience with 19 cases of proved 
erythroblastosis foetalis treated by exchange trans- 
fusion and studied with great care thereafter. Of these 
19 infants only 2 died. Each had had a sibling who 
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was stillborn. The surviving 17 children have all 
_ recovered completely and are entirely normal in their 
physical and mental development. Certainly this 
record justifies the procedure for routine use. 
effective, and so simple to carry out that any trans- 
fusionist who has once witnessed it or merely read a 
detailed description can perform it without difficulty. 


ALEXANDER S. WIENER 
- Brooklyn, N.Y., U.S.A. IrnvING B. WEXLER. 


A RECORD LOW HÆMOGLOBIN? 


Srr,—In their letter of June 7 Dr. Karani and 
Dr. Szekulesz reported the case of a patient with 129% 
“hemoglobin. Here lower figures than this are common. 
Poverty and illiteracy are the prime causes of the 
prevailing undernourishment, and they also stand in 
the way of patients seeking treatment at an early stage. 
In such varied conditions as sprue, tropical macrocytic 
anemia, anzmia of pregnancy and lactation, deficiencies 
of the vitamin-B group, ankylostomiasis, and chronic 
malaria (in the last two the parasites aggravate the 
pre-existing anzmia in an undernourished individual) 
one meets with hemoglobin levels of about 10%. _ 

I give below the history of one such case that came 
under my observation. . 


A man, aged 38, consulted me early last June with a 
history of weakness, dyspnea on slight exertion, palpitation, 
tingling and numbness of the lower extremities, poor appetite, 
inability to take spicy foods, and flatulence for the past six 
. months. He was extremely pale and emaciated ; finger-nails 
brittle and spoon-shaped ; slight cedema of the dorsum of feet 
and of the legs. Temp. 100°F. Tongue raw and fissured, 
papule atrophied and smooth; stomatitis present. Liver 
and spleen not palpable. Heart: hæmic murmur, best heard 
in pulmonary area; bruit-de-diable over the jugulars. Pulse- 
rate 114 per min.; blood-pressure 86/62 mm. Hg. 

Blood: red cells 560,000 per c.mm.; Hb 11°, (Sahli’s 
scale); white cells 4600 per c.mm. (polymorphs 64%, lympho- 
cytes 31°%, eosinophils 4°94, monocytes 1%). Motions: no 
ova found. Urine: nil abnormal. 


No transfusion was possible in the out-of-the-way 
village where the patient lives. He was put on a liver- 
iron preparation, nicotinamide tablets (200 mg. a day), 
with digestive stimulants like‘ Taka-Diastase ' and nourish- 
ing food. After a month he has improved symptom- 
atically and objectively ; he is able to take food and 
moves about more freely. On July 15 red cells totalled 
1,600,000, and the hemoglobin was 32%. The patient 
has been advised to follow the regimen for at least two 
months more, but a month’s medicine alone absorbs 
about three-quarters of his income, and naturally his 
family suffers from undernourishment indirectly. 


Kumbakonam, South India. R. VENKATARAMAN. 


EFFECTS OF CANNABIS 


-Smr,—Adams! in 1942 described chemical, pharmaco- 
logical, and clinical experiments with marihuana, and 


Stockings? has reported clinical work with cannabis . 


preparations. We have recently had the opportunity 
of administering ‘Synhexyl,’ a synthetic cannabis 
preparation, to ourselves and we thought it worth 
while recording our personal experiences in view of 
this drug’s possible application in psychiatry. = 

At first 20 mg. was taken and the sensations experienced 
were pleasant but slight. One of us developed a slight 
frontal headache, but mostly there was a feeling of 
‘* all being well with the world.” Repetition of this dose 
pee a sleepy feeling, and observers said that we 
-looked tired and half drugged. 

Later a further dose of 40 mg. was taken, and this 
produced á marked effect: headache, apathy, increase 
in pulse-rate, a tremendous increase in the sense of time 
and distance, marked analgesia, and some tendency to 
laugh foolishly. It was difficult to explain an intention 
or an action. Suddenly in the middle of a sentence a 
word would be repeated again and again, until by a 
tremendous effort the sentence .was continued. For 
some time simple acts, such as putting a kettle on a gas 
ring and lighting the gas, were impossible for one of us; 


1. Adams, R. Bull. New York Acad. Med. 1942, 18, 705. 
2. Stockings, G. T. Brit. med. J. 1947, 1, 918. 


It is safe, 


although what was needed was realised, concentration 
was too imperfect for the chain of actions to be completed. 

Emotional apathy was pronounced, and in the face of 
another person’s danger there was complete detachment— 
e.g., a small child running round a room holding a 
large jagged piece of glass in its mouth did not create 
a feeling of apprehension. There was a sense of muscular 
weakness, but there was no apparent diminution in 
muscular power. Movement was avoided because of the 
mental effort required. 

After some hours a drowsy feeling set in, accompanied 
by a sense of drifting in space with the walls of the 
room receding and advancing. The effect of the drug 
did not wear off for about 36 hours; towards the end 
of this period there was some frequency of micturition. 


CYRIL STANSFELD PARKER 
Welwyn Garden City, Herts. FRED WRIGLEY. 


TYPHOID-PARATYPHOID (Vi) VACCINE 


Srr,—When I wrote my letter of March 29 I did not 
know of the exhaustive paper on the Preservation of 
Vi Antigen in T.A.B. vaccine by Surgeon Commander 
S. G. Rainsford published in the Journal of Hygiene 
(1942, 42, 297). Having now read it I regret my remark 
that ‘‘ Rainsford tried higher concentrations and dis- 
carded the vaccine as unsuitable.” The only explana- 
tion I can offer for the oversight is that the paper was 
published after the fall of Singapore in 1942, and during 
the occupation period I had no access to new medical 
literature. Even now we are unfortunately not in 
possession of the current and back issues of many journals, 
of which Journal of Hygiene is one. 


Dept. of Bacteriology, College of Medicine, 
Singapore. p 


N. K. SEN. 


TAKE-UP OF VITAMIN SUPPLEMENTS 


Sir, —The London Divisional Food Office area com- 
prises 94 local authorities or food-office areas. I have 
noted for some time that the take-up figures of vitamin 
supplements for each area, which are periodically issued, 
remain fairly constant, and that from a cursory glance 
there appears to be, in general, a higher take-up in what 
might be termed the better-class areas which are also 
associated with lower infant-mortality rates. 

By the kindness of the statistical branch of the 
Registrar-General’s Office I have been furnished with 
infant-mortality rates for each of these districts for the 
year 1945, and the following table gives the mean per- 
centages of the potential take-up of the issues of orange 
juice, cod-liver oil, and vitamin A and D tablets, grouped 
according to those areas where the infant-mortality 
rates for 1945 were under 30, 30-39, 40-49, and 50 
and over: ; 


’ VITAMIN SUPPLEMENTS: AVERAGE WEEKLY ISSUES AS PER- 


CENTAGE OF POTENTIAL AND INFANT-MORTALITY RATES 
PER 1000 LIVE BIRTHS 


Mean % potential take-ups of— 


Infant- 
mortality | No. of} Orange juice | Cod-liver oil | A & D tablets 
rates per | food- meas pce ee oe ee 
1000 live | oflice 

births areas Standard Standard Standard 

1945 Mean| devia- |Mean| devia- |Mean| devia- 
tion tion tion 
Under 30.. | 13 57 12 35 10 59 | 9 
- 30-39 ae 44 56 18 32 7 60 10 
40—49 wed 26 46 10 30 5 51 10 
50 and over 11 44 11 25 7 41 8 


It will be noted that there is an inverse association 
between the degree of take-up and the infant-mortality 
rate. The above table, of course, represents the informa- 
tion from one region only, and the trend shown in this 
will require supporting evidence from the rest of the 
country. The proportionate take-up of Ministry of Food 
vitamin supplements cannot yet be regarded as a 
reliable indicator of child health or social circumstances ! 
Neither does it prove that an increase in the take-up of 
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the supplements would of itself have an effect upon the 


infant-mortality rate, but it seems reasonable to assume 
that those social factors which affect the rate may also 
operate and affect the degree of take-up of the vitamin 


products. The low figures are all the more to be 


- 


regretted since it would appear that the take-up is least 
where the -need is greatest, and since optimum feeding 
of the expectant mother, including vitamin supplements, 
may have a favourable bearing on neonatal mortality 
at the very least. Special consideration of adverse local 
circumstances should therefore be given to those areas 


‘with low figures for distribution of vitamin supplements. 


Such factors may be psychological, educational, or 
connected with the location of or sessional times of 
the centres distributing vitamin supplements, and they 
should be carefully reviewed in the light of local circum- 
stances by doctors, midwives, health visitors, and local 
food offices. V. FREEMAN 

Metropolitan Borough of Islington. Medical Officer of Health. 


: THE DENTAL HYGIENIST 
Srmr,— Your annotation of August 2 says that the 


=- New Zealand dental assistants are permitted to practise 


dentistry in the full sense of the word, the only condition 
being that they limit their activities to school-children 
and nominally work under supervision. This is rather 
misleading since they can only practise as civil servants ; 
they only fill cavities not involving the pulp and only 
extract teeth with local anzsthesia. Teeth needing root- 
filling, crowning, &c., and difficult extractions or general 
anzsthetics are attended to by qualified dentists. 
Orthodontic and prosthetic treatment is also outside 
the nurse’s sphere. Although many experienced nurses 
work without continuous supervision they are subject to 
frequent and irregular visits by the district principal 
dental officers who inspect their operative and educa- 


. tional work and demand a very high standard indeed. 


You state that this is pure dilution and clearly 
unacceptable in this country. It is difficult to see why 
it is unacceptable here, when it has by its remarkable 


' success earned the enthusiastic approval of the public 


and the dental profession in New Zealand. The Teviot 
Committee reported that, while they could not agree on 
the merits of such delegation, they agreed, except 
General Helliwell, that it should await the proof of a 
shortage of dentists to work a comprehensive dental 


-scheme. The only reason they gave for this was that 


they wanted the codperation of the profession. The 
arrears of dental work which, as you say, are so painfully 
conspicuous today, surely prove that something drastic 
of this sort is needed now. General Helliwell’s minority 
report also expressed this view. | l 
London, N.W.6. R. B. D. STOCKER. 


VISITING THE SICK 

Sık,—More visitors are needed today for public- 
assistance institutions and for long-stay patients in 
hospitals and infirmaries. Some of these people have 
no-one of their own to come and see them. Some of 
them are active enough to be able to go for a drive in a 
car, and car-owners could give great pleasure by taking 
one or two for a run with them when they are driving 


some distance. Shopping service, too, can be a great 


help to those who have pocket-money but are unable to 


reach the shops to spend it. Personal contacts made in - 
this way can add a touch of colour to lives which are. 


otherwise very colourless. 
United Societies Club, S.W.7. OLIVE MATTHEWS. 


LACTIC-ACID INJECTIONS OF JOINTS 


Smr,—I read with interest the letter from Dr. Heald 
and Dr. Martin (July 19) on the results of treating 
arthritis by injections into the joints. 

I have for the last year been carrying out this form of 
therapy at the Bermondsey borough-council health centre. 
In order to try to assess the severity of the arthritis and 
to judge which type of case is best suited for this treat- 
ment, in conjunction with the radiologist I have classified 
our cases of osteo-arthritis of the knee into three groups, 
as follows: (1) cases showing no X-ray changes of osteo- 
arthritis (though there may be early physical signs) ; 
(2) cases showing moderate sclerosis of the joint surfaces 
together with mild lipping; and (3) cases showing 
diminution of joint space, much lipping, or loose bodies. 
I have been injecting all three types but I have sub- 
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divided my cases into those in which injection treatment 
is started after physiotherapy has failed to relieve pain, 
and those where injection is given after X-ray grading 
but before any physiotherapy is given. 
The number of cases treated by these standards is not 
yet great, nor the duration of treatment long; but. 
during the 
arthritis one injection followed by a fortnight of short- 
wave diathermy abolishes all pain, and the patient notices 
a great improvement in the power of the joint. 
In my earlier cases I used to inject into the knee-joint 
15 c.cm. of 1% acid potassium-phosphate solution, but 
I found that 


membrane by a preliminary injection of 2% procaine; 
and to the 15 c.cm. of phosphate solution I add 5 c.cm. of 
the 2% procaine, making an injection of 20 c.cm. in all. 
I find that in this way no pain is caused at the time of 
injection or afterwards, and patients are quite willing to 


` have further injections ; several have asked for a repeat. | 


In some cases a tremendous reaction has occurred. One 
needed three aspirations of fluid and immobilisation in 
plaster for a fortnight; but when the reaction had passed 
off the man was discharged from my clinic extremely 
pleased with his knee, regarding the reaction as part of 
the treatment. . 
_ Only occasionally have I given a second injections 
and my impression is that one injection followed by 
diathermy for a fortnight produces an improvement that 
could be .achieved only after three or four months of 
physiotherapy alone. 5 

I have ascertained the pH values of the synovial fluid 
in several joints which had fluid in them before my 
injection; but I have found that after injection it 
has been difficult to get any further fluid in order 
to establish its pH in the week or so after injection. 


If the pH was altered at the time of the injection one ` 


would expect it to be back at its old. value within a few 
days and that the pain would return; but the relief 
lasts a long time. | 

The fact that injection in early cases gives the best 


results suggests that the phosphate solution acts on the | 


Synovial membrane or the fluid acidity; whereas if 
relief was obtained in cases showing eburnation and 
sclerosis one might consider that it acted on the raw bone 
areas by relief of friction or local thrombosis. At the 
moment the mechanism of relief can only be conjectured. 
London, W.1. -G. O. TIPPETT. 


THE *‘INEDUCABLE CHILD ” 


Stmr,—The new Education Act has been in operation 


for three years. It still contains, however, at least one 


striking defect which should be remedied at the earliest — 
- possible opportunity. 


In section 116 of the Act are 
listed those children who are exempted from educational 


provision by the education authority, and this list 


includes all children who have been found incapable of 
receiving education at school. The education authority 
may so ascertain a child at the age of two. 

Even in the most skilled hands intelligence tests are 
fallible in children over the age of five; with younger 
children they are little better than a gamble. To 
introduce into law relating to children of the age of two 
such a static concept as that of permanent ineducability 
was entirely unwarrantable either on scientific or humani- 
tarian grounds. The practical effect has been that 
medical officers charged with the task of ascertainment 
are often unwilling to issue a certificate of ineducability, 
although quite clearly the child under consideration 
may be in need of institutional care and unmanageable 
at home. If the law were altered so as to exclude from 
normal educational provision only those who are at the 
time considered ineducable, it would then cause no 
misgivings to the ascertaining officer: he would know 
that the child’s prospects were not permanently impaired. 

The effect on children who have already been dealt 
with under the Act at an early age is serius. A consider- 
able number between the ages of two and five have now 
been certified as ineducable since the Act came into force : 
in one institution alone a review showed that over a 
dozen children, on reaching the age of five, had an 
intelligence quotient of over 50% and should be regarded 
as educable in a school for educationally subnormał 


year I have observed that in moderate . 


this was accompanied by extreme pain at 
the time of the injection and patients refused to havea | 
second injection. Now I anzsthetise the skin and synovial- 
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children. Before the introduction of the Act these 
children would have automatically been sent to a special 
school of this type, but now they are considered per- 
manently ineducable. 

A literal interpretation of the Act may thus be used 
as an excuse by the education authority not to face the 
task of providing additional school facilities (residential 
and otherwise) for such children.. Moreover, many mothers 
may be saddled with young unmanageable children who 
might benefit from a period of residence in a special 
‘institution, but who are unable to do so because no 
responsible doctor will sign a document permanently 
depriving them, at the age of two, of the right to any 
form of education. | 

St. Mary Cray, Kent. Brian H. KIRMAN. 


*,* This subject is discussed in our Public Health 


column.—ED. L. | 
RED SQUILL 


Sm,—Your annotation on How to Poison Rats 
(June 21) states that ‘‘ red squill is of unreliable quality, 
often ineffective, and extremely inhumane.” This 
suggests that you are unaware of the existence of 
S.R. & O. (1943) no. 680—the Infestation Order, 1943— 
which makes it illegal for any company or person to sell 
red-squill raticides unless they are licensed by, or receive 
authorisation from, the Infestation Division of the 
Ministry of Food. The division requires that the red 
squill used for rodent control shall be biologically tested 
and conform to a definite standard specification. 

Your statement, if accepted, would be damaging to 
the reputation of a product which has given good service 
as a raticide. 


Industrial Pest Control Association, 
166, Piccadilly, London, W.1. 


RECORDS 


Srr,—Dr. Donnison’s letter of August 2 raises the 
whole question of the fuller recognition and use of 
statistics in the field of medicine. Nowhere is this more 
important than in regard to the social and preventive 
aspects of tuberculosis.: For this reason, the keeping of 
accurate statistical records should be part of the day-to- 
day routine of every tuberculosis dispensary or chest clinic. 

I was particularly interested in Dr. Donnison’s 
experience with the ‘‘ Cope-Chat ” Paramount Sorting 
System because I introduced this method here last year 
and already find it invaluable in various ways. Firstly, 
the quarterly return to the Ministry of Health is easily, 
accurately, ‘and quickly completed. Secondly, the 
sources of cases referred to the tuberculosis officer are 
readily analysed (i.e., private doctors, mass radiography, 
contacts, hospitals, &c.) and it is easy to assess which 
group are providing the most satisfactory “ yield’”’ of 
cases. Thirdly, other variables (e.g., sex, age, occupa- 
tion, stage of disease) can be readily correlated, and one 
can see more clearly which anti-tuberculosis measures 
should be further extended, and which do not repay the 
effort expended on them. l 

Now, although I find the Cope-Chat system perfectly 
satisfactory for sorting the index cards dealing with 
tuberculosis in a county borough with a population of 
100,000, the system has two important limitations. 
Firstly, it is not very easy to sort a pack of more than 
.500 cards at one time, and secondly the sorted cards 
have then to be hand-counted. Therefore, if one is 
setting up a statistical system to handle tens of thousands 
of cases, or more, it may become more economical to 
use one of the more complicated statistical machines, 
some of which, besides sorting and counting the cards 
automatically, also incorporate a device to eliminate 
error in punching the index cards. , y 

Last year the Tuberculosis Association approached 
the Joint Tuberculosis Council with a view to setting up 
a bureau of statistics to deal with tuberculosis problems, 
many of which are susceptible of solution by proper 
statistical investigation. It is to be hoped that the new 
regional organisations will set up statistical bureaux to 
make available much valuable information for the logical 


ANGUS F. McINTOSH 
President. 


and economical development and coédrdination of hospital - 


and administrative schemes in the future, quite apart 
from ‘the value such records would offer for research. 


W. H. TATTERSALL 
Tuberculosis Officer, County Borough of Reading. 
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Parliament 


ON THE FLOOR OF THE HOUSE 


THE end of this part of the session will come as a 
welcome relief. Nor has it been only fatigue. Gossip 
suggests that the morbidity-rate among M.P.’s has been 
fairly high. The acceleration in the conduct of Parlia- 
mentary business is illustrated. by the passage of the 
S.R.O. (statutory rule and order) dealing with super- 
annuation and pension arrangements for the National 
Health Service. When a comparable scheme for the 
Civil Service was introduced into the House a number of 
years ago it took six months to get it through. The 
present S.R.O., which is more complicated, took only two 
hours—and that after 10 P.M. of an ordinary working ’ 
day of Parliament. | g 4 

There were disappointments last week about Mr. 
Marshall’s proposal for immediate aid to Europe and 
about the Anglo-Soviet trade talks in Moscow. The 
United States Congress has adjourned without anything 
definite being achieved, and any U.S. plan must now 
wait for January next. The Anglo-Soviet talks were 
successful on most points except the method of repay- 
ment by Russia, and it is possible that the arrangements 
will be ;satisfactorily concluded during the summer. 
Meanwhile the Dutch-Indonesian flare-up, threatening 
an area of vast food-supply, is an example of the reasons 
why world food conditions do not improve more rapidly. 


The Regular Army of the future will have to be larger 
than was contemplated, and it is hoped to recruit a 
considerable number of short-service medical officers in 
the immediate future. The question of the relation of 
these medical officers to the National Health Service 
is one of great importance. If an arrangement for 
“ interchangeability ” as regards pension and *super- 
annuation schemes can be arranged, the path of recruit- 
ment will be smoothed. 


The doHar loan this country obtained from the U.S.A. 
and Canada will be virtually expended by November. 
Clearly we cannot put ourselves in the power of the 
United States and must depend on our own resources | 
more than ever before. The need for cuts in imports, ` 
including everything except basically necessary foods, 
and the need for increasing our own food-production, is 
as great now as it was in 1940. The American loan 
has given us breathing-space, and we have reached an — 
unprecedentedly high level of exports. But still more is 
needed and still more will be obtained. 

, MEDICUS, M.P. 


End of the Temporary Register 


The purpose of the Medical Practitioners and Pharma- 
cists Bill, introduced in the House of Commons last - 
Monday by the Minister of Health, is to dispose finally 
of the war-time problems associated with the registration 
of doctors possessing only qualifications obtained 
abroad. The Bill also deals: with the question of 
pharmacists with foreign or Colonial qualifications. 

Under the Bill the General Medical Council is 
empowered to grant permanent registration to three 
classes of doctors holding Colonial or foreign qualifica- 
tions : l 

- 1. Doctors whose temporary registration under Defence 
Regulation 328 or under the Polish Resettlement Act will 
come to an end on Dec. 31, 1947. These doctors, notwith- 
standing the expiration of these regulations, are in any case 
to remain temporarily. registered for 6 months from the 
passing of the new Act, during which time they may apply 
for permanent registration. Permanent registration will 
be conditional on the General Medical Council being satisfied 
that the doctor has rendered satisfactory service in a medical 
capacity during the period of temporary registration. 

2. Doctors who have served in a medical capacity in 
any of the British Armed Forces (including the Dominion 
Forces, Indian Forces, and Burma Forces), and who are 
resident in the United Kingdom. Here, too, the applicant 
must provide evidence of satisfactory service; and he 
must apply within 12 months of the passing of the Act. 


3. Doctors who have been permitted to enter the United 
Kingdom through’ circumstances attributable to war. 


“a 
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Permanent registration will here depend on the candidate 
holding some recognised Colonial or foreign diploma, or a 
qualification of the Polish School of Medicine at the Univer- 
sity of Edinburgh ; on his being of good character; and on 
his having been selected for employment in a hospital or 
other institution or service approved by the Minister of 
Health or the Secretary of State for Scotland. He must 
apply within 12 months of the passing of the Act; and 
for 6-18 months registration will be provisional only. 


Any doctor whose application for registration is rejected 
may appeal to the Privy Council. 

For pharmacists the Bill formulates a general change 
in the law; the powers of the Pharmaceutical Society 
to make by-laws for the registration of Colonial 
pharmacists are extended to include those with foreign 
qualifications. The society is to decide what examina- 
tion, if any, should be taken by the applicant. 


FROM THE PRESS GALLERY 
Housing 


In the House of Commons on July 28 Mr. D. C. 
WALKER-SMITH described the Minister of Health’s 
record on housing as a ghastly failure. Where were the 
new houses? There were under 90,000 by the end of 
May, instead of the Coalition target of 220,000. Generally 
speaking, local authorities and the building industry 
-were doing their best, but their best was conditional on 
the planning and policy of the Minister. The supply 
of building materials was clogged by complex priority 
licensing schemes and by the subordination of the industry 
to bureaucratic requirements. Costs were rising and the 
situation was completely out of hand. The Minister 
should force Government departments and large local 
authorities to disgorge their big reserves of materials. 
He should also press for an incentive scheme of payment 
by results in the building industry. 


A 
Lady MEGAN LLOYD GEORGE said that the limited 
resources ought not to be dissipated by starting new 
houses all over the country ; there should be concentra- 
tion on getting as many houses as possible ready for 
occupation before the winter. The need for rural 
houses was critical if we were to increase food-production. 
Something like 100,000 new permanent workers were 
needed on the land. Where were they to live ? 


Mr. A. BEVAN said the main aims of the Government’s 
housing policy were to build as many permanent houses 
as quickly as possible, and to see that houses were built 
for those in greatest need. The fact that they had 
provided in less than two years more than 250,000 houses, 
in addition to war-damage repairs, was not due to any 
administrative superiority that this Government possessed 
_over that of 1918, but to the superiority of the Socialist 
principle over the Tory principle. During the last two 
years the Government had denied the building industry 
the right to build luxury buildings while the people 
needed houses. Account must be taken of the temporary 
housing programme, because in many cases it used up 
as much labour and materials as permanent houses. 
There had been complaints about the four-to-one ratio, 
but if the Government had to accept a constriction in 
the overall housing possibilities, houses built for sale 
would be almost entirely excluded. The houses now 
being built, said Mr. Bevan, were one-fourth to one- 
third bigger and better than pre-war houses, and better 
equipped. However, the output of building labour was 
not as high as the country was entitled to- expect, and 
from now on there would be no inhibitions, implicit 
or explicit, on any system of incentives or payment by 
results in the building industry. The Government 
expected the building industry to set a new tempo in 
production. They were not satisfied with the progress 
in housing ; who could be ? But he resisted the suggestion 
that it was necessary to reduce the programme. To 
do so would be.gravely to debilitate the national pulse. 
If the Government had not been able to accomplish all 


they would have liked, nevertheless they had done a, 


very good job. We were making more progress with 
housing than any other nation in the world. 


Mr. R. S. HuDSON estimated the immediate shortage 
of houses in this country at 2 million. He charged the 
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Government with endeavouring to mislead the people 
by suggesting that the problem was very much smaller 


than it really was. Mr. Bevan had failed because of 
‘the dissipation of effort, the slow rate of construction, 


and the piling up of excessive costs. _ i 


A motion to reduce the Ministry of Health vote by 
£5 was negatived by 258 votes to 111. ’ 


Scottish Hospital Board Areas 


On July 29 Mr. W. McN. SNADDEN moved that the 
National Health Service (Scotland) (Determination of 
Areas of Regional Hospital Boards) Order; 1947, be 
annulled. Objecting to certain areas defined, he said 
that for years the natural flow of patients from west 
Perthshire had been to Stirling: in 1946 512 patients 
were admitted to Stirling Royal Infirmary, but only 
4 were admitted to the Royal Infirmary for the county 
and city of Perth. Natural flow had been ignored in 
the order, and serious obstacles would be placed in the 
way of efficient hospital administration, not to speak of 
the discontent that would arise. | 


Sir J. GRAHAM KERR pointed out that under the new 
arrangements of the General Medical Council every 
medical student, after passing his qualifying examima- 
tion, would have to spend a year in a resident appoint- 
ment at a hospital. To carry out its duties efficiently 
each medical school must have a district including 
enough hospitals to allow its graduates to put in this 
year of residence. Further, every medical school 
must have at its command sufficient clinical material. 


Yet under this order the population and hospitals were 


unequally divided between the two approximately equal 
medical schools of Glasgow and Edinburgh. Glasgow, 
he was told, was allocated a population of nearly 3 million, 
and Edinburgh a population a little over 1 million. 
That was not only grossly unfair but would be a 
tremendous blow to the Edinburgh school, one of. the 
greatest in the world. l l 


Mr. J. WESTWOOD, Secretary of State for Scotland, 
said that if experience showed that the administration 
could be improved by a change there would be no hesita- 
tion in making a new order. The main consideration 
had been the convenience of patients. The boundaries 
were not to be regarded as barriers which no 
patient or medical practitioner could cross, and students 
from one university could be taught in a hospital 
associated with another university. The Act required 
that so far as practicable each area should be such that 
hospital and specialist services could be provided in 
convenient association with a university which had a 
school of medicine. The Northern region, which had no 
university within its boundaries, was to be associated 
principally with Aberdeen University, and with Edin- 
burgh and Glasgow Universities as well, in view of local 
associations. 


It had been represented that the Outer Hebrides should be 
included in the Western region on the ground that patients and 
medical practitioners, especially in the southern group of 
the Outer Isles, had always looked to Glasgow for hospital 
and specialist services. That position was fully recognised when 


the boundaries were fixed, but it was nevertheless decided. 


to allocate the Outer Isles to the Northern region to avoid 


_ splitting the areas of the two local health authorities—the 


counties: of Inverness and Ross and Cromarty. Looking to 
the future, it was felt that the development of the specialist 
and hospital services in the Northern region, together with the 
development of improved air communications between the 
islands and Inverness, would tend to influence the direction 
of the flow of patients ; but the convenience of patients was 
the prime factor, and there would be no interference with the 
freedom of choice of hospitals, patients, or medical profession 
alike. So far as the provision of consultant service was 
concerned there would be collaboration between the regional 
boards. 


Mr. SNADDEN said he did not feel quite happy about the 
Secretary of State’s explanation, but in view of his 
assurance that he would reconsider the whole set-up 
if the regional allocation was found to be impracticable, 
he would withdraw his motion. 
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QUESTION TIME 
Wheat-extraction and Poliomyelitis 


Sir RALPH GLYN asked the Lord President of the Council 
whether he had consulted the Medical Research Council 
on the effect that the extraction of vitamins from the bread 
now obtainable throughout the country had had on the increase 
of meningitis and infantile paralysis; and if immediate 
steps would be taken to reduce the extraction and to ensure 
.that the bread content should be the same as in 1939-40.— 
Mr. H. Morrison replied: JI am advised that the vitamin 
content of the bread obtainable in this country since 1942 
is, in fact, much greater than in 1939-40, since a higher pro- 
portion of the nutrient materials in the grain is retained in 
the flour. There is no evidence of any relationship between 
diet and the incidence of meningitis and infantile paralysis, 
but it is a fact that the death-rates from cerebrospinal 
meningitis and from infantile paralysis in England and 
Wales were much lower in 1945 than in 1940. 

Sir R. Gryn: If the quality of the vitamins in the bread 
is better than it was pre-war,.isa the right hon. gentleman 
aware that there has been a great deal of misconception 
throughout the country ? If the increase in mortality as a 
result of this unfortunate epidemic is in no way due to lack 
of vitamins in the bread, it would be a consolation if he would 

ive his answer in a way which is perhaps more easily under- 
stood*by:- those concerned. 
' Mr. Morrison: I am scientifically assured that there is 
no connexion between this particular disease and the subject 
of the question. 


rod 


Obituary = 


WILLIAM EVERETT 
M.B. EDIN., F.R.C.S. 


William Everett, senior surgeon to the Royal Hamp- 
shire County Hospital, was one of the outstanding 
personalities of Winchester, and his loss will be felt 
by all sections of the community. He had borne with 
great fortitude a number of painful illnesses, and was 
aware of the possibilities of the condition from which 
he suffered ; but he retained so cheerful an aspect that 
his death, on June 15, had the added shock of surprise 
for those who did not know the state of affairs. 

A native of Edinburgh, Everett was a senior medical 
student at its university when war broke out in 1914. 
He did not wait to complete his medical qualification, 
and within a few days had volunteered to serve in the 
ranks of the R.A.M.C. Shortly afterwards he embarked 
for France, and he remained in the Army until 1916. 
In that year he was recalled to complete his medical 
studies at Edinburgh, and such was his ability and 
industry that he was able to sit for bis final examination 
at the same time as his contemporaries who had not 
been absent on military service. Qualifying in 1917, 
he joined the Royal Navy as a temporary surgeon 
lieutenant and was posted to a Q ‘‘ mystery ” ship in the 
Mediterranean. After a period of considerable hazard 
he was transferred to the Naval Hospital in Bermuda, 
where he was in charge of the surgical division and 
X-ray department. On his way to Bermuda he was 
delayed in New York, and was “captured” by the 
' Americans to take part in their War Loan campaign. 
His speeches were successful in raising large sums of 
money for the war. On demobilisation he returned to 
Edinburgh, where he gained the university prize for 
pathology, and he took his F.n.c.s. in 1919. After work- 
ing as senior resident at the Bradford Infirmary, he 
married in 1924 the younger daughter of Robert Houston, 
of Edinburgh, and moved to Barry, where he had been 
appointed resident surgeon at the Barry Accident 
Hospital. He remained there four years, and after a 
time in consulting practice in Cardiff went in 1929 to 
Winchester, where he presently joined the honorary 
staff of the Royal Hampshire County Hospital. 

In diagnosis Everett showed care and judgment. 
As an operator his profound knowledge of anatomy, 
combined with sensitive and dexterous hands, enabled 
him to undertake intricate and delicate operations with 
success. He was satisfied with none but the highest 
standards in his work, and he had an imaginative sym- 


pathy for his patients—as indeed for everyone who: 


was in trouble. He was very fond of children and was 


oo 


particularly successful in gaining their confidence and 
affection: his artistic abilities were seen not only in his 
professional work but also in the gay little pictures with 
which he decorated—using a.cake of soap—the windows 
of rooms occupied by his younger patients. He also 
had considerable gifts as a lecturer and teacher and was 
a fluent public speaker. As a colleague he was loyal, 
staunch, and considerate, and was ever ready to respond 
to appeals for help and advice. | 
In his early days at Winchester he was a keen golfer 
with a scratch handicap. Another hobby was provided 
by his garden: he loved flowers, and was very successful 
in cultivating them. Asaraconteur of stories—especially 
in Scots and Welsh—he was unsurpassed, and he was 
a most delightful companion. To anyone privileged to 
enjoy his happy hospitality, it was apparent how much 
his home life meant to him and in what affection he held 
his wife and children. C. J. P. 


BEAUMONT HARRY COMERFORD 
M:D. DURH. l 


Dr. Beaumont Comerford died on July 15 after a 
brief illness. He was born in London in 1864, the 
youngest son of Lieut.-Colonel Comerford, and was 
educated at Sherborne School, where he was captain of 
games and winner of the half-mile, mile, and steeple- 
chase. From there he went to St. George’s Hospital, 
whence he qualified in 1887. He was house-surgeon and 
resident obstetric assistant at St. George’s, and resident 


medical officer to the Chelsea Hospital for Women, and 


was afterwards for many years in practice in Belgravia. 
He took his M.D. at Durham in 1904, and also the D.P.H. 
in the same year. He had been honorary medical 
officer to the National Children’s Adoption Association, 
and to the Imperial Nurses’ Club; also medical adviser 
to the Girl Guides Association. During the 1914-18 
war he returned to his old hospital to do duty as out-' 
patient surgeon, to relieve younger members of the staff 
on war service; he was appointed an honorary governor 
of the hospital in recognition of his work. In 1905 he 
married Miss Elizabeth Frances Shaw Woodgate, who 
survives him, with their son, R. B. Comerford, who has 
followed his father in the medical profession. 


Births, | Marriages, and Deaths 


BIRTHS 


BELL TAWSE.—On July 30, the wife of Dr. A. J. S. Bell Tawse—a 
daughter. : 

BuUZZARD.—On July 28, at Oxford, the wife of Dr. E. M. Buzzard— 
a daughter. i 

DowLER.—On July 31, at Gloucester, the wife of Dr. H. G. Dowler— 


a son, 

FraNks.—On July 28, in London, the wife of Dr..L. M. Franks 
—-a son. 

HAMILTON.—On July 30, in London, the wife of Dr. H. C. Hamilton 
—a daughter. 

KEATINGE.—On July 29, at Beaconsfield, the wife of Major Alan 
Keatinge, M.C., R.A.M.C.—a daughter. | 

Mackay.—On July 30, at Aylesbury, the wife of Dr. E. V. Mackay 

a Son. 

MacLrop.—On June 28, at Headford, co. Kerry, the wife of 
Captain A. I. MacLeod, R.A.M.C.—a son. 

ROBERTSON.—On August 1, at Southborough, Kent, the wife of 
Dr. John Robertson—a daughter. 

WaprE.—Oun July 31, the wife of Mr. Hilary Wade, M.C., F.R.C.S.— 
twin sons. 

WELLS.—On August 1, the wife of Dr. Christopher Wells, M.B.E.— 


& son. 
WETHERED.—On July 31, at Clifton, the wife of Dr. R. R. Wethered 


—a daughter. 
MARRIAGES 


DRAFFIN—MACARTHUR.—On July 26, in London, David Charlton 


Hornby Dratlin, M.B., to Elizabeth Brown Dickson MacArthur. 
TRVINE—WALTER.—On July 30, at Guernsey, Robin Eliot Irvine, 
M.B., captain, R.A.M.c., to Florence Margaret Walter. a 
MACBAIN—BENNETTE.—-On July 19, in London, Gillies MacBain, 
D.S.C., L.M.S.8.A., to Margaret. Bennette. 
MACKINNON—FRUIN.—On July 31, at Worcester, John Alexander 
Mackinnon, LR.C.P.I, to Lilian Constance Fruin. 
PEEL—MELLISH.—On July 26, John H. Peel, F.R.C.S., to Freda 
Margaret Mellish. ; , , 
Rick—AUSTIN SMITH.—On July 26, at Woolwich, H. M. Rice, M.B., 
major, R.A.M.C., to Cheryl Joan Austin Smith. 


DEATHS 


Cookt.—On July 29, at Shalford, Guildford, Cyril John Chesterfield 
Cooke, M.l.C.8., D.M.R.E. . 

FrREYER.—On July 29, Samuel Forster Freyer, C.M.G., M.D. R.U-I., 
licut.-colonel, R.A.M.c. (retired), aged 88. 
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SOUTH AFRICAN HEALTH FOUNDATION 


In South Africa 25 babies out of every 100 die in their 
first year, as compared with 3 in New Zealand, 5 in Great 
Britain, and 7 in Italy. More than half the coloured population 
live below the poverty line, and, according to a 1942 report, 


` three-fifths of the coloured children are badly nourished or 


diseased ; while their infant mortality is more than 300 
per 1000 live births. The Union also has many poor white 
families; _a nutritional survey made six years ago showed 
that about a third of the European children in the country 
were malnourished, and one out of every four of them drank 
no milk at all. 

A plan to establish, as a war memorial, a National Health 
Foundation to combat these ills originated with the South 
African soldiers during the war, and has been warmly accepted 
by the whole Union. The Springboks themselves raised some 
£25,000 from the contributions of South African men and 
women serving in and with the Forces; and it is hoped that 
an appeal launched last year to the whole Union will raise 


` the fund to £5 million. 


The initial programme is to establish People’s Centres for 
the promotion of health and social well-being, and community 
living.’ These centres will encourage better feeding by instruc- 
tion, food clubs, communal cooking, and help in vegetable- 
growing. Mothercraft and child welfare will also be taught, 
and recreation and education are to be arranged for adoles- 
cents. A second project is to provide bursaries and grants to 


men and women of all races to train as health workers.- 


Finally the foundation hopes to arrange a national health 
campaign, which will provide lectures, films, and travelling 
exhibitions, besides publishing articles in the press, leaflets, 
and other educational. material. 

The foundation is intended to benefit all sufferers, irrespec- 
tive of race, colour, or creed, but it aims specially at building 
‘up the health and improving the living conditions of the 
non-Europeans, -whose needs are greatest. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 
THE annual meeting of the county-borough group of this 


society was held in York from July 18 to 21, under the: 


presidency of Dr. W. S. Walton. 
Johnstone Jervis, and Dr. 


Dr. J. J. Buchan, Dr. J. 
Arthur Massey were elected 


‘honorary members-of the group. Among the addresses was 


one by Prof. J. C. Spence on the Conduct of Investigations 
in the Field of Medicine and Social Medicine, in which he 
suggested that when the new service was in full operation the 
medical officer of health should have more time and oppor- 
tunity for research. He urged that the M.o.H. should be 
inspired by the conception that he was the real community 
doctor, ready to advise in any field, whether hospitals, educa- 
tion, housing, or even roads. The question must always 
be asked—is this for the welfare of the citizen ? The M.o.H. 


-= was responsible for finding the answer; and to provide it he 


should be prepared to organise, even if he did not himself 
carry out, the necessary social surveys or sociological research. 


EGYPTIAN MEDICINE 


In a lecture given in London on July 29 under the egis of 
the Egyptian Education Bureau, Prof. Naguib Mahfouz 
Pasha ably compressed into the compass of an hour the history 
of medicine in Egypt from the fourth millenium B.c. to the 
present day. Egyptian medicine had its origin in magic, but 
the practice of mummification gave an impetus to dissection 
and anatomy, which led on to physiology and pathology, at 
a much earlier date than in neighbouring countries, with the 
result that the Greeks of the third century acquired their 
medical science from Egypt. Hospitals were established at 
a very early date in Egypt ; patients were bathed and clothed 
in hospital garb on admission and kept in hospital till cured, 
if possible ; the test of cure was the ability to eat without 
discomfort a loaf of bread and a chicken. After a rapid 
review of the changes and vicissitudes of Egyptian medicine, 
which reached its nadir about a hundred years ago, Professor 
Mahfouz described the origin and establishment of the school 
of midwifery (the first students were Sudanese slaves and, on 
qualifying, were married off to bachelor doctors) and the 
multiplication of modern universities, which in ten years’ 
time should be able to provide enough doctors for the require 
ments of the Egyptian people. 
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BREAST-FEEDING 


In an 8-page pamphlet intended for mothers, the National. 


Association of Maternity and Child Welfare Centres and-for 


the Prevention of Infant Mortality set out the reasons for / 


breast-feeding and the principles on which it should: be 
managed. The advice is sound, well arranged, and given in 
plain and sensible language. Only ` one small point calls for 
criticism : to dust the breasts with boracic powder, which 
is often gritty and tends to cake when moistened, seems 
inadvisable—a good talcum would surely be more appropriate. 
The pamphlets cost 2d. each or 12s. 6d. per 100, from the 
association at 5, Tavistock Place, W.C.1. | 


RETROSPECTIVE DEMOGRAPHY 


THE many admirers of Mr. Ransom Pickard’s versatility 
and thoroughness know that he does not do things by halves 
and that when he set out to estimate the population of 
Exeter in former days he would neglect no source of informa- 
tion. The result of his researches among baptismal and 
burial registers and tax lists.is embodied in a compact and 
interesting little’ book,! which will commend itself to all 
students of demography. The grim tale of havoc wrought 
by epidemics—of plague in earlier times and of smallpox, 
typhus, typhoid, and influenza in the post-restoration period 
—is recorded and tabulated in the second part of the book, 
to which graphs are appended. - 


SOCIAL SERVICE IN LONDON 


THERE are now 26 local councils of social service in the 
London area, 4 of which were started during the past year. 
In their annual report ? the London Council of Social Service 
note that they have also helped at the birth of 20 new com- 
munity associations, and are now in touch with 120 such 
associations, with a membership of 40,000 Londoners. They 


also supervise 72 of the 94 citizens’ advice bureaux in the - 


region, and are arranging training courses for staff for the 
bureaux and officers of information centres. The old people’s 
welfare department of the council brought into touch with 
one another all the voluntary agencies maintaining homes for 
the old ; and, as a result of their meeting, the London Federa- 
tion of Homes for the Aged has been set up, to encourage 
consultation between the various bodies, and to foster a rise 
in standards in the homes. A conference for matrons of such 
homes is planned. Five local old people’s welfare com- 
mittees have themselves established homes, and. others are 
planning to do so. 


MILK FOR INVALIDS 


The Minister of Food has arranged for patients who have 
hitherto been receiving household milk-powder on medical 
grounds to be supplied instead with machine-skimmed 
sweetened condensed milk in quantities with equivalent food 
value. ean should be made to the local food office. 


University of Oxford 


Dr. Sheila T. E. Callender has been. i to the May 
readership in medicine for seven years from Oct. ‘T next. 


Dr. Callender took her medical training at St. Andrews University, 


where after graduating B.sc. she qualified M.B. in 1938. She held 
appointments as house-physician and gynecological and obstetrical 
resident at the Royal Infirmary, Dundee, where she became 
demonstrator in pathology and later junior assistant clinical 
pathologist ; she was also medical officer to the Blood Transfusion 
‘Service for the East of Scotland. Dr. Callender has spent the last 
four years in Oxford, where she has been house-physician at the 
Radcliffe Infirmary and graduate assistant in the Nuffield depart- 
ment of clinical medicine. In 1944 she graduated M.D. and became 
& M.R.C.P. She has made a special study of disorders of the blood. 


At a congregation on July 27 the following degrees were 
conferred :. 


D.M.—A. R. Norton (in absence). 

M.Ch.—E. E. T. Taylor. : 

B.M.—R. A. Suan’ C. B. Wynn-Parry, R. A. 
Christopher Pallis, G. Honey, C. C. Kennedy, H. M. Lloyd, 
R. Balme, Ramond. Seidelin, J. H. B. Yule, James Slator, 
Isabel H. Burn, Jean Dutton (all in cae )}; and B. V. McEvedy, 
Robert Harvard-Davis, M.S. K reese A. M. Oliver, J. M. Workman, 

A. L. Turnbull, L. J. Cawley, A Parks, tobert Albadeff, M. L. H. 
ee, Mary P. S, Dalton, Unity R. ae Olive P. Frods ham, Jessie F. 
Robertson, Sulammith Wolff. 


1. Population and Epidemics of Exeter in 
ef RANSOM PICKARD, M. S., F.R.O.8. 
1947. Pp. 83. 
2. Report for the year 1946-47. London Council of Social Service, 
7, Bayley Street, Bedford Square, W.C.1. 


Chambers, 


Pre-censun, Times. 
Exeter: James Townsend. 
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Royal College of Physicians of London 

At a comitia held on July 31, with Lord Moran, the presi- 
dent, in the chair, the following fellows were elected officers 
for the ensuing year : 


Censors © Dr. George Graham, Dr. Eric Bellingham Smith, Dr. 
William Johnson, Sir Adolphe Abrahams. Treasurer: Prof. 
W. G. Barnard. Registrar: Dr. H. E. A. Boldero. Harveian 
librarian and assistant registrar: Dr. W. D. W. Brooks. Members 
of the library committce: Sir Archibald Gray, Dr. Macdonald 
Critchley, Dr. John Bishop Harman, Prof. James Mackintosh. 
Finance committee : Dr. Maurice Campbell, Dr. J. St.C. 

n, Dr. G. B. Mitchell-Heggs. 


The following were elected examiners : 


Chemistry : Mr. Alexander Lawson, Mr. John Lowndes. Physics: 
Prof. Sidney Russ, Mr. Stanley Rowlands. Materia medica and 
pharmacology: Dr. E. C. Warner, Prof. E. J. Wayne, Dr. H. L. 
Marriott, Dr. W. G. Oakley, Dr. V. J. W oolley. Physiology: 
Prof. Samson Wright, Prof. W. R.Spurrell. Anatomy: Prof. Thomas: 
Nicol Pathology : Prof. R.J.V.Pulvertaft, Dr. Archibald Gilpin, Prof. 
W. D. Newcomb, Dr. Kenneth Robson. Medical anatomy and 
principles and practice of medicine: Dr. George Hall. Dr. Geoffrey 
Bourne, Dr. Reginald Hilton, Dr. Leslie Cole, Dr. James Diving. 
stone, Dr. K. Shirley Smith, Dr. C. B. Levick, Dr. Maurice Shaw, 
Dr. Thomas Hunt, Dr. J. C. Haw ksley. Dr. F. P. Lee Lander, Dr. 
William Brockbank. Midi ifery and diseases peculiar to women: 
Mr. D. H. Macleod. Mr. H. L. Shepherd, Mr. R. A. Brews, Mr. 
J. E. Stacey, Mr. G. F. Gibberd. Public health: part 1, Prof. 
James Mackintosh, Prof. M. E. Delafield : part 14, Dr. J. Greenwood 
Wilson. Tropical medicine : section A, Major-General Sir Alexander 
Biggam; section B, Dr. George Macdonald. Ophthalmic medicine 
and surgery: Dr. S. P. Meadows. Psychological medicine: part 1, 
Dr. W. D. Nicol; part 11, Prof. P. C. P. Cloake, Prof. Aubrey Lewis. 
Laryngology and Otology: Mr. M. L. Formby. Medical radiology > 
- Prof. W. V. Mayneord (physics), Dr. E. Rohan Williams (radiology), 
Prof. B. W. Windeyer (radiotherapy). Anæstheties: Mr. Ashley 
Daly, Dr. M. D. Nosworthy. Child health: Dr. K. H. Tallerman, 
Dr. A. G. Watkins. Physical medicine: part 1. Mr. L. H. Clarke, 
Dr. H. A. Dunlop; part ir, Sir Robert Stanton Woods, Dr. W. S.C. 
Copeman. Industrial health: part 1, Dr. J. A. Charles; part II, 
Prof. R. E. Lane. Murchison scholarship, 1918: Dr. J. 13. Harman, 

Dr. G. D. Hadley. 


The Murchison scholarship, held this year in Edinburgh, 
was awarded to Miss Constance C. Forsyth, m.B. The award 
of the Baly medal was made to Prof. B. A. Houssay, of Buenos 
Aires, for services to physiology by his researches on endocrine 
control of carbohydrate metabolism. The Bisset Hawkins 
medal was awarded to Dr. C. H. Andrewes, F.R.S., for his 
researches in typhus and influenza. 

The following lecturers for 1948 were appointed : 


Dr. F. M. R. Walshe (Harveian orator), Dr. J. A. Charles (Brad- 
shaw lecturer), Dr. o F. Nattrass (Lumlcian), Dr. C. M. Fletcher 
(Goulstonian), Dr. F. Wiikinson (Oliver-Sharpey), Dr. R. Coope 
(Mitchell), Dr. J. Ww. Trevan (Abrahams). 


Lord Moran was elected representative of the college. on 


the National Consultative Committee for the United Kingdom 


of the Food and Agriculture Organisation of tho United 


Nations. 
The following having satisfied the censors’ board were 


elected to membership : 


E. W. Abrahams. M.D. Melb., A. G. V. Aldridge. M.D. Camb., 
V. H. Allan, M.B. Shetf., D. J. Arkle, B.M. Os Kurt Aterman, 
M.D. gatas H. W. Balme, M.B. Camb., G. M. K. Baloch, M.D. 
Punjab, J. A. Bassett, m.n.c.s., O. D. ee M.B. Wales, Arnold 
Bloom, M.D. Tona. W.J. H. Butterficid, B.M. Oxfd, J. R. Chatterjee, 
M.B. Calcutta, Hugh Conway, M.B. Glasg., J. A. Cosh, M.B. Camb., 
R. A. Craig, M.B. Lond., E. G. A. Crawshaw, M.B. Camb., D. M. 
Douglas, M.B. Lond., A. Y. Ekdawi, M.B. Cairo. J. R. Ellis, M.B. 
Camb., Elliott Emanuel, B.M. Oxfd, Michael Feiwel, M.B. Camb., 
H. M. "Foreman, M.B. N.Z., J. H. Goonewardene, M.B. Lond., N. S: 
Gordon, M.D. Edin., Ludwig Guttmann, M.p. Freiburg. J. B. Hannah, 
M.D. Lpool, W. J. Hay, M.B. Camb., K. W. G. G. Lleathfield, M.D. 
Lond., C. L. Hewer, M.B. Lond., A. J. Hird, M.B. Glasg., J. A. 
Hobson, M.D. Manc., W. H. Hood, M.D. Belf., Margaret E. Hughes, 
M.B. Lond., D. B. Irwin, M.B. Lond., D. I. Jenkins, M.B. Wales, 
R. A. Jones, M.B. Lond., F. E. Joules, M.D. Lond., R. E. Kelly, 
“LB. Lond., J. D. Kidd, M.B. Camb., G. L. Leathart, M.B. Camb., 
J. M. Ledingham, M.R.C.s.. K. N. Lloyd, M.B. Lond., J. S. Logan, 
M.D. Belf., Loke, 1.8. Lond., P. M. McAllen, M.B. Lond., 
J. K. G. MacArthur, M.B. Aberd., S. L. Malhotra, M.B. Punjab, 
D. E. Marmion, M.B. Camb., J. A. Milne, M.B. Glasg., Robert 
Montgomery, M.B. Glasg., G. A. Neligan, B.M. Oxfd, J. H. Paterson, 

M.D. Lond., Alexander Poteliakhoff, M.B. Lond., J. D. L. Reinhold, 
B.M. Oxfd, * Margaret L. Reinhold, M.B. Witwatersrand, A. H. T. 
Robb- Smith, M.D. Lond., R. W. Rowan, M.B. Lond., J. E. Royds, 
MB. St. And., W. F. Scott, M.B. Witwatersrand, G. B. Shaw, M.B. 
Glasg., B. H. Smith, M.B. Aberd., Thomas Stapleton, B B.M. Oxfd, 
R. S. Stevens, M.B: Camb., Cecil Symons, M.B. Lond., Margaret L. 
Taylor, M.B. Lond., H. E. Thomas, M.B. Kondi P. H. Tooley, M.D. 
Lond., S. C. Truelove, M.D. Camb., H. R. . Wallis, M.B. Camb., 
F. J. H. Walters, M.B. Lond., Malcolm watt, an N.Z., H. F. West, 
M.B. Lond., C. B . I. Willey, B.M. Oxfd, M. W, W. Wood, M.B. Camb. 


Licences to practise were a upon 137 candidates 
(109 men and 28 women) who have passed the final examina- 
tion in medicine, surgery, and midwifery of the Conjoint 
Board and have complied with the by-laws of the college. 
The following are the names of the successful candidates : 


K. R. V. Argles, D. A. L. Ashforth, P: W. Attwood, J. M. Barritt, 
Janet B. Bell, J. H. Blackman, E. I. Boxer, D. G. Boyle, G. P. 


` M. D. Mehta, F. W. 


.D. M. Milne, D. G. 


Bradñeld, J. P. P. Bradshaw, H. R. Bridgford, Ma L. Brown, 
C. M. Browse, Klaus-Ludwig Bucky, Pauline P; Saa G . H. Bulow, 
Mario Caturani, K. L. Cleminson, J. M. Clubb, R. O. N. G. Colley, 
K. J. Covell, K. A. Cowan, W. R. Daniel, A. I. Darling, C. J. C. 
Davey, A. Ġ. Davies, Leslie Dawson, Jacqueline Domenet, Ada 
Dudack, M. L. Dyson, Pamela M. Farmer, Loveday Ann Farqu- 
harson, Vivian Feldman, T. J. Felix, W. J. Gall, J. H. Garson 
Norman Garwood, J. M. Gate, C. E. R. Gee, Edward Gellatly, J. y 
Gibson, Joy K. Goodacre, J. D. Greatrex, J. K. G. Grieves, R. H. 
Griffith, Maxwell Grinstein, Angela W. Hall-Smitb, Brian Hardie, 
Geoftrey Harris, S. J. ayes „Cyril Havard, T. G. Heron, Stella C. 
Hill, Derek Hobson, J. A. Holt, A. P. K. Homayouni, V. E. 
Ireland, Helen A. Jaques, Taa Jones, D. G. Jones, A. H. 
Kasasian, M. R. R. Khan, D. B. Leaming, Josef Lederer, Wiliam 
Lees, Ruth M. Licence, Joyce J. P. Lomas, Terence McCaffry, 
I. Macinnes. I. D. Mackichan, J. A. Mahoney, A. E. B. Matthews, 
Millard, I. O. Miller, A. L. tz, Barbara A. 
Moore, C. T. Morgan, Dorothy A. Morgan, A. H. Morris, Meinir 
Morris, H. J. Moss, G. N. Mulliner, D. J. Oakland, Hugh Owen, 
Susan H. Palmer, R. T. Parr, R. F. Pearson, A. R. Penn, R. S. 
Pine, R. L = Fo Deon Peter Pratt, John Prestt, Violet M. J. 
Procter, P. Pybus, D. M. Rahilly, Pauline Readman, E. R. 
Reid, Sybil E Reis, Joan Rendall, David Rider, S. M. Rivlin, 


J. C. Rushton, A. J. Ruzicka, P. W. Seargeant, P. G. Seear, John 
Southgate, Sheila J. Spencer, Herold Spira, A. H. E J. Dz? 
Stevens, D. B. Stott, Rosa Sutton, P. B. Taylor, J. R. Theobalds, 


J. M. Thomas, J. M. Titmas, Olive I. Todd, Ruth W. Tonies J. 5. 
Turner, M. H. Turner, C. R. B. Vincent, I. M. Walter, N. D. J. de S. 
Wijesekera, W. M. Wilkinson, K. P. Williams, L. B. Williams, 
Sheila G. Wills, Gerald Wiseman, C. H. Wood, Yvette Woodford- 
W te G. R. V. Worrall, Pamela N. Wright, Frank Wynn, 
R. E. V. B. Young, D.M. Reader, P. G. Treharne. 


The under-mentioned diplomas were also conferred con- 
jointly with the Royal College of Surgeons to the following 
candidates : 


Anesthetics. —D. V. Bateman, O. H. Belam, C. H. Boyd, W. H. F. 
Boyd. P. R. Bromage, EB. K. Brownrigg, sone Bryce- Smith, J. B. 
Bulow, Dennis Canter, A. A. Cilliers, R. B. Clayton, F. E. Cly nick, 
S. W. Coffin, E. R. Coleman, P. B. Conroy, C. J. Corcoran, Giovanni 
Curà, R. M. de Gregory, A. B. Eastwood, I. C. W. English, J. U. 
Forbes, Andrew Fraser, S M. Gibson, L. J. Goggin, John 
Gordon, A. H. Grace, P. W. S. Gray, Harry Grenville, J. H. G. 
Halliday, J. K. Harper: A. w "Hind, A. C. Holms, H. R. Hudd, 
Gough Hughes, R. M. S. Keir, James Lapraik, C. H. Levick, J. K. 
Lewis, Mary E. Lloyd. R. E. Loder, J. M. MacCormack, R. M. 
Mackenzie, R. L. McMillan, S. A. Mason. J. G. Matheson, E. T. 
Moerch, P. H. Moore, W. B. Neff, G. S. Ostlere, W. J. Patterson, 
Joseph Psaila, H. J. Richardson, Hilda Roberts, J. D. Robertson, 
F. R. Russell, C. F. Scurr, N. C. Smiedt, Eugene Thomas, T. C. 
Thorne. C. E. Tudor, Ambrosine B. Vaughan, Patricia E. Wallace, 
Mary Watson, H. L. Wilson, G. P. Wiliams, T. M. Williams, 
T. N. P. Wilton, E. H. Winterbottom, Luise Wislicki, R. B. Wright. 

Laryngology and cology: —James Ackerley, J. N. Appleton, L.F.. 
Day, P. F. King, J . Langille, J. M. Marquard, Peggy K. L. 
Orton, ©. C. Ring, R. V . Tracy- Forster, K. L. 

Child health. —Sunilkumar Ray. 

Medical radiotherapy.—P. E. S. Palmer. 

Psychological medicine.—E. H. Cranswick, J. A. Crawford, P. B. 
de Maré, J. J. Fleminger, E. H. Hare, A. B. Hegarty. R. F. Hobson, 
J. G. Howells, Wallace Ironside, John Johnston, G. N. Jones, V. L. 
Kahan. Julian Katz. L. G. Kiloh, A. B. Kinnier Wilson, C. C. Lack, 
A. F. McLean, Morris Laws, D.A.R Pond, K. C. Royes, Peter 
Sainsbury, A. B. Selare, Salo Tischler, P. M. Turquet, A. H. Williams. 

Public health. Averell S. Darling, D. C. Davidson, H. M. Davies, 
W. J. Elwood, B. L. Frank, R. M. Galvan, G. I. Harding, J. 
Hudson, R. W. Kind, Evelyn M. Lee, N. C. Lendon, Joseph Lister, 
Daniel MacLeod, R. J. Niven, R. N. Onyemelukwe, J. H. Rayner, 
C. A. Royde, Benjamin Schwartz, R. W. Scott, Muhammad Sham- 
Ruddin, C. H. Shaw, Rahum Shoulman, K. N. Srivastava, W. F. 
Tierney. K. O. A. Vickery, J. R. D. Wiliams, H. D. Wilson. 

Industrial health.—W. E. Broughton, Caroline J. Brown, Alan 
Puten orth, J. V. Manning, H. B. Molzer, Niaz-ud-Din, Dorothy 

illiams 

Medical radiodiagnosis.—J. D. Addison, T. E. Broadbent, A. O. 
endian es H. J. R. Henderson, R. L. T. Hill, N. Klukvin, 
D. G. C. Macdonald, D. R. Morris, D. H. Nelson, R L. Quilliam, 
A. E Rogers, G. A. Stevenson, R. S. Thorpe, F. R. Turner, 0. H. 


ilson. 


Wood. 


Royal College of Surgeons of Edinburgh ; 

At a meeting of the college on July 29, with Mr. J. M. 
Graham, the president, in the chair, the following were 
admitted fellows : 

J. H. Annan, Paul Baer, C. A. Bathfield, Ben Bellon, Meyer 
Berkowitz, A. L. Black, Gavin Boyd, W. S. Braidwood, K. C. 
Burrow, L. an Cooke, Mary D. Daley, R. H. Dawson, W. H. Ekin, 
H. S. Gild I. Goodman, I. G. Graber, G. K. Graham, K. E. 
Guest, “a Hannah, D. S. L. Henderson, P. S. Hollings, R. G. 
Hughes, Jeremiah Hurley, James H ato niso D; J. S. F. Hutchison, 
J. W. Irwin, R. E. Isaac, John J oyoo D. J. Jussawalla, J. P. 
Kelly, T. F. Lowenthal, Phili pa M. udlam, Pronar McCarthy, 
Iain McLennan, Stephen Madden, K.'L. Marks, F. J. C. Matthews, 
Morris, F. P. Morris, M. J. D. Noble. John Orr, 
Frank Paulson, R. E. Pow, T. M. Prossor, Erio Rea . O. Rose, 
J. M. Ross, J. Y. W. Russell, C. G. Saraiya, J. B DB LE . B. Scott, 
Thomas Sergeant, J. M. Shaw, R. T. Simcox, R. V. P. e W. P. 
Small, R. J. S. Smith, Thomas Smith, V. G. Springett, Mannie 
Stein, W. H. Stephenson, Ž Zakaria ranor, S. F. Thomas, J. C. Walker, 
John Watson, A. G. D. Whyte, J ene: R. I. Wilson. 


Society of Apothecaries of London i 


A course of 20 postgraduate lectures on modern therapeutics 
will be delivered in the society’s hall at 5 p.m. during October 
and November. Dates are to be announced shortly. 
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NOTES AND NEWS—APPOINTMENTS 
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Royal College of Surgeons of England 

A meeting of the council was held on July 31, with Sir 
Alfred “‘Webb-Johnson, the president, in the chair. It was 
decided that candidates for the final F.R.c.s. examination must 
have served a period ‘of postgraduate surgical training of 
12 months in posts approved by the college: 6 months of 
this period must have been occupied i in residence i in a hospital 
recognised for the purpose. 

Diplomas of membership were granted to the candidates 
named under the Royal College of Physicians, with .the 
exception of Hugh Owen, to whom membership had been 
granted previously. 


Diplomas were granted, jointly with the Royal College of- 


Physicians, to the candidates named under the Royal College 
of Physicians. 


Royal College of Obstetricians and Gynecologists 


At a meeting of the council on July 26 Mr. W. Gilliatt 
_ was re-elected president. The following officers were also 
re-elected: vice-presidents, Sir William Fletcher Shaw 
and Mr. J. M. Wyatt; hon. treasurer, Mr. A. A. Gemmell ; 
hon. librarian, Mr. F. W. Roques; hon. curator to the 
museum, Mr. Aleck Bourne. Mr. H. G. E. Arthure was 
electéd hon. secretary. 

The following candidates were elected to membership of 
the college : ` 

S. J. Aptekar, H. B. Bagshaw, G. H. Bancroft-Livingston, 
Solomon Bonder, Isabella R. Bishop, J. T. S. Brown, Gwendoline E. 
Cockrem, 7 . M. Corston, G. A. Craig, K. J. R. Cuthbert, R. W. 
peer. . ©. Dastur, Josephine A. Davidson, N. E. C. de la Hunt, 
W. G. Dickson: I. A. Donaldson, core M. Field-Richards, T. B. 
Histenia. J. B. Fleming, I. T. Fraser, A. M. Giles, A. M. Graham, 
E. F. B. Hamilton, Lois E. Hurter, D. W. J ames, Eileen I. Jamieson, 
R. J. M. Jamieson, D. H. Lees, Max Lipsitz, G. I. Louisson, William 
Love, Joan E. W. Mackie, C. J. MacKinlay, J. T. Mair, Parvati 

alkani, W. G. Mills, P. R. Mitchel, Mary L. Neville, E. R. 
Ormerod, H. G. Page, S. S. Parlee, Nancy Perry, E. E. Philipp, 
J. G. Pritchard, E. E. Rawlings, Elizabeth M. Rose, Dorothy M. 
Satur, D. A. F. Shaw, D. J. N. Smith, James Walker, Ada S. Wong. 


Milk for Children 


In an administrative memorandum (no. 238) issued by the 
Ministry of Education the permitted quantity of school milk 
for children attending grant-aided nursery-schools will, from 
August 1, be two-thirds of a pint per day. From the same 
date one pint of milk daily at 14d. per pint will be available 
from the registered suppliers for children between the ages 
of 5 and 16 who are unable to attend school by reason of 
mental or physical disability. Forms of application (WF.42) 
are obtainable by parents or guardians at local food offices. 


British Council for the Welfare of Spastics 


With the support of the Ministry of Education and of other 
Government departments the British Council for the Welfare 
of Spastics has been constituted to act as a central advisory 
and coérdinating body for all activities in England and Wales 
directed to the education, training, treatment, and well-being 
of sufferers from cerebral palsy. In an administrative memo- 
randum (no. 239) the Minister of Education urges local 
education authorities to contribute to the cost of the council’s 
activities, and he undertakes to recognise for grant expenditure 
by authorities on the basis of contributions up to 10s. for 
every 1000 pupils between the ages of 2 and 18. 


‘Cancer Campaign in U.S.A. 


With the passage by Congress of legislation more than 
tripling appropriations for research and control of cancer, 
and bringing next year’s budget of the National Cancer 
Institute in Bethesda, Maryland, to $14 million, the United 
States Public Health Service announces plans that will place 
cancer in the forefront of the government’s medical research 
and control programme. On the institute’s budget $4 million 
is allocated to efforts to increase the effective use of present 
methods of diagnosing and treating cancer. It is estimated 
that while a quarter of cancer patients are cured today 
another quarter could be cured if they had early treatment. 


R.A.M.C. Prize 


The consultants to the Army in the late war have presented 
a sum of money to the R.A.M.C., in order to found a Con- 
sultants’ Prize. The first award will be made in 1948, and will 
be of the value of 25 guineas. The prize is to be given for 
an essay of not more than 10,000 words based on the author’s 
personal experience, of a professional subject between 1939 
and 1946. Entries should be submitted through the usual 
channels so as to reach the hon. secretary, R.A.M.C. Prize 
Funds Committee, R.A.M. College, Millbank, London, 
S.W.1, by August 1, 1948. nr: 


Reablement in L.C.C. Hospitals 


At a meeting last week the London County Council 
accepted a recommendation by its hospitals and medical | 
services committee that a physician for physiotherapy should 
be appointed at a salary of £1000 a year. 


Free Training for Physiotherapy Teachers 


The Ministry of Health announces (circular 113/47) a 
further scheme for assisting physiotherapists who wish to 
become teachers. Tuition fees will be paid and a maintenance 
allowance granted to the candidates selected, who will take a 
four-month course in London between December and March. 


Ministry of Education 


The medical branch of this Ministry i is now to be known as 
the “ special services ” branch. The branch deals with the 


- school meals service, the school health service, and special educa- 


tional treatment for handicapped pupils. Communications 
should be addressed to 15, Chesham Place, London, S.W.1. 
Protective Covering for Food 

‘ Chemists of the United States department of agriculture 
have developed a new edible protective covering for meats and 
other food products. Inexpensively made from citrus peel 
or apple pomane,.it forms an airtight covering for food 
dipped into a solution. The film covering is dissolved when 
the food is boiled and may be eaten when it is fried or roasted. 


Mobile Surgical Unit for Birmingham | 
A mobile surgical unit, presented by the Austin Motor. 


Company Ltd., is to start work in Birmingham on August 11. 


It will be based on the Accident Hospital and will serve the 

area within a 12-mile radius of the city. Equipped with an 

operating-theatre, it will transport surgeon, anesthetist, and 

nurse to the site of serious accidents where immediate skilled 
surgical treatment is required. 


Dr. R. C. S. Dow has been appointed honorary surgeon 
dentist to the King in Scotland. 


MEDICINE IN THE CoLLIERY.—Referring to our parmerephi 
of July 26 (p. 158) on the establishment of medical treatment . 
centres in the coal-mining industry, the Butterley Co. Ltd. 
inform us that at least two companies in the East Midlands 
had established medical services long before 1945, when the 
Ministry of Fuel and Power began to set up treatment centres. 
Ten nurses are working at collieries fozmery controlled by 
these companies. ; 


Appointments 
pathologist, Bedford County 


ANDERSON, GERALDINE, 

J Hospital. 

CRONIN, J., F.R.O.S. asst. surgeon, orthopsedic, fracture, and 
traumatic dcpartinent, Prince of Wales’s General Hospital, 
London. 

GRAHAME, E. W., M.D. Glasg., F.R.C.S.E. : medical superintendent, 
General Hospital, Middlesbrough. 


M.R.C.S. ° 


HELLER, G. K., M.D. Prague: asst. M.O., Friern Hospital, New 
Southga 

MILLEN, R M., M.D. Glasg., M.R.C.0.G.: obstetrician, Chase Farm 
Hospital. 


MORRISSEY, W. J., M.B. N.U.I.: asst. school M.O. and asst. M.O.H., 
West Bromwich. 

PICKARD, CECIL, M.B. Leeds: 
Leeds. 

SHARP, H. S., M.B. Camb., F.R.C.S. 
Putney Hospital. ; 
Srammons, H. T., M.D. Manc., 

Royal Infirmary. 
WEST, L. R., M.B. Adelaide, M.R.C.P. 
_ culosis Hospital, Cardiff. 
Maudsley Hospital, London : 
ANDERSON, B. W., M.D. Edin., F. R.C.P;, D.P.M. 
DAVIES, D. L., B. M. Oxfd, D.P.M. 
_ WARREN, WI. FRID, M.B. Camb., ‘D. P.M. 
Northampton General Hospital : 
Bryan, W. E., M.R.C.S.: morbid anatomist. 
GOSSET, I. H., B.M. Oxfd : consultant pediatrician. 
WELSH, ABIGAIL, M.B. Dubl. : consultant anesthetist. 
Hull Royal Infirmary : 
EDDIE, T. S.. M.B. Melb., M.R.C.P. : physician. 
STEWART, T. M. J., M.D. Edin., D.C.H. : asst. physician. 
Colonial Service: 
ANDERSON, T. F., 0.B.F.. M.D. Camb.. D.T.M. & H. ; senior medical 
officer-in- -charge, British Somaliland. 
: specialist psychiatrist, 


radiologist, St. James’s Hospital, 
ear, nose, and throat surgeon, 
F.R.C.8.: asst. surgeon, Manchester 
: chest physician, Sully Tuber- 
physician. 


senior Togistrar. 
senior registrar. 


CAROTHERS, J. C. D., M.B. Lond., D.P.M. 


Kenya. 
FERGUSON, S. C., L.R.C.P.I.: M.0., Nigeria. 
O Grattan, E. O’D. C., M.B. rr ae ¥.R.C.S., D.T.M. & H.: MO., 


Keny a. 
HERNET, EDMUND, M.D. Poznan: district M.O., Windward Islands. 


Hunn, H. R.. M.B. Wales: M.O., Tanganyika. 
THOMSON, I. G: M.B. Aberd. : M.O., Nigeria. 
WEBB, E. J. E., M.B. Lond. : M.O., Zanzibar. \ 


Wricut, F. J.. M.D. Camb., M.R.C.P., D.T.M. & m.: medical 


specialist, Kenya. 
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` CRAMP AND SALT BALANCE IN 
ORDINARY LIFE 


Sir ARTHUR J. HALL 
M.D. Camb., F.R.C.P. 


EMERITUS PROFESSOR OF MEDICINE IN THE UNIVERSITY OF 
SHEFFIELD 


Cramp, though a common source of pain which at times 
may interfere seriously with sleep or even with health, 
has hitherto received little attention in medical literature, 
and in many standard textbooks of medicine is not even 
mentioned. 

In a personal inquiry about its frequency in 200 
normal persons, aged 15-80, with equal numbers of either 
sex, it was found that 56° had suffered from cramp and 
44% had not. The percentage of those who had not had 
cramp was rather higher in women than in men. Of 
those aged 50 or more 70% had had cramp and 30% 
had not, the percentage of those who had had cramp 
being rather higher in women than in men, because of 
its association with pregnancy. 

These few figures seem to show that in this climate 
nearly three-quarters of the population have cramp at 
some time in their lives. The degree of cramp varied 
widely ; 6 persons had only had one fulminant attack, 


usually following violent exertion ; in 15 it was frequent. 


and troublesome ; in most it was not more than a minor 
nuisance, e 
FORMS OF CRAMP LINKED WITH SALT IMBALANCE 
Certain forms of cramp are known to be associated 
with a disturbance of salt balance: Rogers (1909) 


showed that cholera could be successfully treated with 
salines, whereupon the cramp disappeared; Moss 


(1924) and others showed that there was a direct con- 


nexion between miners’ cramp and their loss of salt by 
sweating; and McCance (1936) found experimentally 
that one of the effects of completely withholding salt 
from the diet is a painless cramp, which disappears when 
salt is given again. Cramp did not develop in one person 
who could not be made experimentally salt-free. 

In these three very different conditions the common 
factor is salt depletion, whether by diarrhoea in cholera, 
profuse sweating in the miner, or complete cessation 
of salt intake, besides increased sweating in McCance’s 
experiments. Since diarrhcea, excessive sweating, and 
an insufficient intake of salt may arise in ordinary life, 
the salt-balance may be upset, leading to cramp. 

At first sight the cramp seen in these three special 
conditions seems to differ so much from cramp in ordinary 
life that they cannot be the same. In cholera muscles 
in various parts of the body are affected at short intervals, 
and the pain is very severe ; in the miner cramp is usually 
confined to the muscles of the legs and abdomen, the 
attack is single and soon passes off when the miner is 
earried out of the hot seam, and the pain is very severe ; 
in McCance’s experiments, as in cholera, the distribution 
is wide, for cramp may affect any muscle when put into 
action, but it differs in the complete absence of pain. 
The muscles affected merely go stiff, and the cramp 
passes off when they are gently rubbed. 

Each of these types of cramp, however, is seen in 
ordinary life: 6 of the 200 cases investigated had had 
sudden intense or fulminant attacks as crippling, for 
the time being, as those in the miner; and painless 
cramp, closely resembling that described by McCance, 
is not uncommon in persons who also get the painful 


form in the legs at night in bed. The following are 


examples of each kind. 


Severe or fulminant 
Case 1.—A male, aged 20, had, towards the end of a strenu- 
ous football match, sudden intensely severe cramp in both 
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legs; he fell to the ground and had to be carried off the 
field. He had never had cramp before and has not had it 
since. . 

Case 2.—A iaie aged 25, had, after a 38-mile bicycle ride, 
while sitting at tea, a sudden severe cramp in both legs. The 
pain brought him to the floor. No cramp in any form either 
before or since. 


Painless form 

Case 3.—A male, aged 60, for many years had occasional 
cramp in bed at night. Often, after any extra use of the 
arms in the day he has painless cramp in the fingers in the 
evening, when holding a book, playing a violin, holding 
cards, &c. The hand or a single finger merely goes stiff, 
and is relieved by being pulled straight. l 

Case 4.—A male, aged 55, who often has painful cramp in 
legs in bed at night, has painless cramp in fingers in the 
evening after gardening in the afternoon. 

It is unnecessary to give details of the rest of the seven 
persons in which this painless type occurred ; in women 
it often follows much knitting or sewing. In some it 
comes on writing.* A road-sweeper, who has painful 
cramp in the legs when in bed, stated that, after an extra- 
hard day’s wheeling and brushing, his fingers go stiff 
in the evening, when he is sitting quietly at home. It 
is painless, and he just pulls them straight. These cramps 
in the hands usually come in the later part of the day, 
following their extra use. There is no reason to think 
that they differ in kind or in origin from the painful form 
which, at other times, affects these persons in the legs. 
Even in these larger muscles the amount of pain varies 
considerably in different attacks. 


RELATION OF SALT TO ORDINARY CRAMP 


If, then, these cramps are akin to those which have 
been shown to be related to salt imbalance, the question 
arises whether it is a disturbance of salt balance or some 
other factor that plays a part in the cramp of ordinary 
life. As yet there is no evidence in the great majority 
of “ cramp-positives ’’ either of a shortage in their salt- 
intake or of excessive loss of it by excretion. In the 
200 persons mentioned above, the 73 who had cramp 
took a normal, or more than normal, amount of salt with 
their meals, whereas 5 who never took any salt on their 
plates had never had cramp in their lives. 

- Thus, though the question of salt balance does not 
seem to enter into most cases of cramp in ordinary life, 
in some instances it seems to do so, and in a few it certainly 
does. Sometimes it appears to be a sudden deficiency 
due to loss by sweating either because of a spell of hot 
weather, or excessive exertion, or both. This may be 
the explanation of the 5 fulminant cases, among 
the 200 persons mentioned above, in whom a single 
severe attack, comparable to that seen in miners, followed 
strenuous muscular activity. A striking example of 
this is recorded by Gregson (1944) : 

After a week of very hot weather a youth, aged 17, who had 
never had cramp before, began to have violent recurrent 
cramp in the arms and legs. It was completely stopped 
by giving him salt and water. He had been sweating profusely 
and, what is of special interest, ‘‘ he never takes salt with his 
food because he dislikes it.” 

In a recent letter Dr. Gregson states that, since this attack, 
the youth, on Dr. Gregson’s advice, has taken salt regularly, 
and that for at least two years after the attack, when 
Dr. Gregson last saw him, there had been no recurrence of 
cramp. 

In these instances it seems that it was the temporary 
salt-loss by the skin which played the predominant 
part. In the following three cases, however, it was 
the diminished intake which was entirely or largely 
the cause of the cramp. 

Case 5.—On May 31, 1938, I was asked by Dr. A. H. 
Dunkerley, of Westerham, to see with him an elderly widow, 
* This is different from so-called writer’s cramp, which would 

be better called an occupational] neurosis. 
G 
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about 15, who, twelve years before, had had acute epidemic 
encephalitis followed by parkinsonism. For the last two years 


she had been on “high atropine ” treatment with great benefit — 


and, though a semi-invalid, could get about a little every day. 

During the last six weeks or so a new symptom had, arisen 
in the form of violent cramp at the back of the knees and 
thighs. It came on every night as soon as she was put to bed, 
about 6.30 P.M., and was relieved by rubbing, only to recur 
in a few minutes. This might go on for five or six hours. 
She had never had cramp in her life before this. 

She had had no severe diarrhea ; she was probably sweat- 
ing less than normal, since she was taking very large doses 
of atropine daily ; she was not doing violent muscular work; 
there was thus nothing to suggest a disturbance of salt balance 
by excessive loss, and there only remained the possibility 
that her intake of salt might be deficient. 

It then transpired ‘that for ten years, on the advice of a 

specialist, she had been having a “‘salt-free’’ diet. No salt was 
put into her food in cooking, and she took none on her plate. 

This had been a great deprivation to her when first begun, 
as she had always been very fond of salt and taken more 
than most people at her meals. In time it had become such 


a part of the household régime, that even Dr. Dunkerley, 


who had attended her for the last ‚three or four years, had 
never heard of it. 

We agreed that, before making any other change in treat- 
ment, she should begin taking salt with and in her food again. 
Within a week the attacks of cramp ceased entirely, and in 
January, 1940-—i.e., twenty months later—Dr. Dunkerley 
writes: ‘“‘She has never been better, has put on a stoné in 
weight, and has not had any further attacks of cramp.” 

A later note stated that cramp never recurred up to the 
end of her life, two or three years later. 


It is not often in the practice of clinical medicine that 
the conditions approach so nearly to those of an experi- 
ment. The patient was always under the close observa- 
tion of a devoted daughter, who gave up the whole of 
her time to looking after her. The daily routine was 
always the same. Meals were all taken at home, and the 
preparation of the salt-free diet had been for ten years 
a daily duty. The surprising thing is that the patient 
had maintained her salt balance for so long; possibly 
the regular intake of atropine, with consequent reduction 
of normal sweating, may have played some small part in 
diminishing the loss of salt through the skin. 

In the following two cases, although the effect of 
supplying salt in the diet was less complete than in the 
previous instance, yet sufficient relief followed to make 
it clear that the cramp was in some way apecciated with 
a disturbance of the salt balance. 


Case 6.—A man, aged 45, seen on March 27, 1940, had first 


had cramp 17 years earlier after sprinting to catch atram. It 


was in the left thigh and extremely painful. 

Since then it had been a more or less constant source of 
trouble, chiefly in the left leg, when in bed, and occasionally 
in the forearm, when using tools in the daytime. From time 
to tine it had been so frequent, and so severe, as to interfere 
seriously with his life as an active business man. 

At one time he had, been advised to try a sea trip to the 
Canaries, from which he had got considerable relief for some 
months. 

About 1935, however, it had again become so bad that, after 
consulting several physicians without relief, he underwent 

“manipulation of the left leg, the part usually affected. For 
this he was in a nursing-home for three weeks. It was 
evidently a severe wrenching, done under anesthesia, and for 
some time afterwards he could only walk with difficulty. 


This also was followed by relief from thé cramp for a con- | 


siderable time. Latterly, however, cramp had returned, and 
had now again become so frequent and so painful that he 
dreaded going to bed at night. 

Except for this he was in sound health and carrying on full 
active work. Asked about his diet he said he never took salt, 
because he hated the stuff, and that at home “they were not 
allowed to put any into his food.” l 

I prescribed capsules containing sodium chloride gr. 7'/., 
of which he was to take two thrice daly: He was not aware 
of their contents. 

On May 9 the report came that, for the first week after 
beginning the capsules, there had been two or three twinges 


NO SALT 
TAKEN WITH] SALT: RECORD BEGUN 27 MARCH 
FOOD eIOT ORT Nests Ary ROROA RS RARAN 


Cramp chart (case 6) : , sodium chloride gr. 90 daily in capsules ; 
B, salt daily in and beii food ; C, sodium bicarbonate gr. 10 at 
night; D, bicarbonate ieft off about this time; E, bicarbonate 
renewed, and taken regularly tili end: of record. "A cross indicates 
a severe 'attack of cramp; a dot a mild one. , 


of cramp in bed at night, but for the last three weeks he had 
not had any attack of cramp. 

At the time of his first visit, he promised to record in his 
diary the dates and hours of ‘all his attacks. This he has 
done faithfully for the last seven years and has reported the 
dates to me at regular intervals during that time (see 
accompanying figure). 

He was soon told the nature of his capsales and advised 
to have salt put in his food and to take it with his meals. 

The chart, prepared from his seven-year record, shows that 
the cramp has not disappeared entirely, but that it comes 
only at intervals, sometimes of several weeks, and that it is 
then usually only very mild, though, as the chart shows, 
more severe attacks do occur at rare intervals. In May, 
1942, he said “I have nearly forgotten the whole thing.” 

In 3 anuary, 1942, as it seemed possible that his own idea 
of taking salt might be insufficient, he was given sodium — 
bicarbonate gr. 10 in tablets to take at bedtime. He did this 
regularly for a few weeks and then gave it up of his own 
accord. 

All went on much the same until 1944, when the attacks 
began to be rather*more frequent and more severe. He was 
therefore advised to take the bicarbonate capsules again, 
and to continue to do so regularly. He has done this ‘since 
September, 1944, and, as is seen from the chart, the attacks 
have diminished both in number and severity, ‘until during 
the twelve months from April, 1946, to April, 1947, there were 
only five, two of which occurred within four days of one 


_ another, followed by a free interval of six months. 


The chart (see figure) shows that the cramp tends, 
when it does occur, to do so either on successive days 
or at intervals of from 2 or 3 days to a week or so. 
Strimpell (1923), himself a sufferer from. cramp, 
mentioned this feature in his own case. Cramp might 
be absent for months and would then occur repeatedly 
for several days. These cramp periods are very similar 
to the “ units of epileptic activity ” described by Griffiths 
and Fox (1938). In a paper on epilepsy by me (Hall 
1939) there is a chart in which these units are shown 
very clearly. Its similarity to the accompanying 
chart of cramp is rather striking. 

The temporary relief from cramp which followed 
manjpulation may be attributed to the fact that for some 
time afterwards it made him so lame as to put out of 
action that*particular combination of leg muscles, whose 
previous over-use during the day had been followed 
by cramp in the night.. Whatever amount of his improve- 
ment may have been due to the manipulation, it cannot 
be overlooked that, during the three weeks that he -was 
laid up in a nursing-home and during his previous sea 
trip to the Canaries some years before, all his -meals 
would be cooked with the usual amount of salt. In a 
man so dependent on a sufiicient intake of salt, these 
periods away from home probably played an Aa 
part in reducing the amount of cramp. 


» 
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Case 7.—A man, aged about 65, actively occupied and in 
fall vigorous health seen on April 29, 1945. 

For the last four or five years he had had troublesome 
cramp in the legs at night, and (what annoyed him more) 


’ it came in painless form in his fingers when writing, so that 


he had had to type his private correspondence. 
never had cramp in his life before this. 


He shad 


On inquiry it was found that he never took salt on his plate, 


because he disliked it. He was advised to begin taking it 
with all his meals, but, as it seemed that he might not do so 
regularly or sufficiently, he was also ordered two tablets of 
sodium bicarbonate gr. 5 to take every night. 

In February, 1947—i.e., nearly two years later—he reported 
that, since he had begun treatment, there had been no further 
cramp in the fingers when writing. He had put away his 
typewriter and wrote all his correspondence as before. 

Cramp in the legs at night had only occurred at long 
intervals. The first time was on July 11, 1945, and again, 
four days later, on July 15,f three months after beginning 
treatment, next on Jan. 16, 1946, while getting into bed. 
Since then there had been practically none. He had given 
up taking the bicarbonate after a time, and now took salt 
with his meals regularly. 


The reason for giving bicarbonate of soda in the two 


latter cases was that it seemed doubtful whether either 


of the men would take enough salt with his meals, seeing 
that both of thém disliked it and had not been in the 
habit of taking it on their plates. The value of combining 
it with sodium chloride in the treatment of dogs from 
which the suprarenal glands have been removed was 
advocated by Harrop et al. (1935), and one cannot 
ignore the fact that from time to time sufferers from 
idiopathic cramp òn whom reliance can be fully placed, 
have.found relief from its use. 
SUMMARY 


Cramp occurs in three special conditions in which it is 
known to be due to salt depletion. 

In the large majority of those who suffer from cramp in 
ordinary life there is, as yet, no evidence of a disturbance 
of salt balance. 

In a very small minority there is definite evidence of 
such disturbance, either by diminished intake, increased 
output, or both together, as shown in the present cases. 

The very severe and the painless types of cramp seen 
in the three special conditions are met with from time to 
time in the cramp of ordinary life. 

Whatever may be the therapeutic value of a “ salt- 
free’’ diet, it is not without risk of causing cramp if 
carmen beyond a certain degree. 

REFERENCES 


H. F Brit. med. J. ii, 819. 

M., F wks (1998) Lancet, ii, 409. 

1939) oid, ‘i, 1146 

G. A., Soffer. L J., Nicholson, W. M., Strauss, M. B. (1935) 
Med. 39. 


A 61, 8 
McCance, R. A. (1936) Lancet, i, 643, 704, 765, TA 
Mos: Ka) N. (1924) Proc. roy. Soc., section B, 95, 18 
Rogers, L. (1909) Ibid, section B, 81, 291. 
Strampell, A. (1923) Phliig. Arch. ges. ” Physiol. 201, 305. 


t Note the short interval. 


c6 


aa G. 
ods a 


sé 


. The public has become far more aware of science, and 
scientists of the public, thanks largely to the drama... of 
the atom bomb. But this awareness, on the public side, is 
in some ways even worse than indifference, for the people 
think of science more and more as a sort of black magic, 
threatening their traditions continually and likely to blow 
them up momentarily. Even at best, science to them is the 
creator of comfort-improving gadgets or of miracle drugs, 
never an objective attitude and a rational attack on problems. 
Yet it is the attitude and method of science which can save 
society, even more surely than some products of science can 


destroy it. It is also true that in the past decade many scien- 


tists have accepted and struggled to perform their ER 
to the greater community of which scientists are part. . . . But, 
by and large, the scientists and technologists remain somno- 
lently unaware of the world beyond i ged equations, spectro- 
meters, microscopes, or oscillographs.'. . . Scientists need a 
broader educational base before ascending their towers of 
specialisation.” —R. W. GERARD, Science, July 11, p. 23. 
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open end of each bottle. 


HUMAN-MILK BANK IN A MATERNITY 
HOSPITAL * 


JOYCE WRIGHT - Ersm M. C. EDWARDS 
D.M. Oxfd S.R.N., S.C.M., R.S.C.N. 


From the University College Hospital Medical School and the 
Obstetric Hospital, Huntley Street, London 


THE organisation of a human-milk bank in an American 
maternity hospital was described in 1944 by Ripley.! 
Excess milk from mothers in the lying-in wards was 
collected, pooled, and boiled for ten minutes. After 
cooling, its original volume was restored with sterile 
distilled water. The milk was then poured in 3-oz. 
amounts into sterile bottles which, after capping, were 


stored in a freezing-cabinet at —10°C. When required 


for infant feeding, the milk was thawed and boiled again. 
_A human-milk bank was started in June, 1944, in 
a twenty-bed ward of the Obstetric Hospital, Huntley 
Street. Most of the patients in the ward were primi- 
gravide, but multipare with complications were also 
admitted. The stay in hospital was ten days for a 
normal patient. From November, 1944, to April, 1945, 
a frozen human-milk bank was run for experimental 
purposes in the laboratory. 
THE WARD MILK-BANK | 
The human milk was collected by the method described 
by Wright.’ 
Heat Treatment and Storage of Milk. —The apparatus 
required is as follows : 
Ice-cream freezing-cabinet regulated to — 12°C. 
Enamel saucepan with lid. 
Four-ounce and eight-ounce Soxhlet feeding- bottles of 
heat-resistant glass. 
Dressing drum (or biscuit tin). 
Adhesive tape !/, in. wide. 
‘ Cellophane °’ squares for capping bottles. 


The feeding-bottles were plugged with cotton-wool, 
wrapped in plain Jint, and placed, together with the 
cellophane squares, in the dressing drum or tin, which, 
together with its contents, was sterilised in the operating- 
theatre autoclave. 

Milk obtained from the mothers was immediately 
pooled and taken to the ward kitchen, where it was 
brought to the boil in the lidded saucepan. It was 
allowed to cool slightly and was then poured into the 
sterile feeding-bottles ; in filling the bottles allowance 
was made for expansion of the milk during freezing. 
The bottles were replugged and capped with the cello- 
phane squares, and adhesive tape was bound tightly- 
round the neck of each bottle to keep the cap in place. — 
Date of collection, quantity of milk, and donors’ names 
were recorded in a book against a serial number, which 
was also written on the adhesive band on the bottle. 
The bottles of milk were then placed in the freezing- 
cabinet for storage. 


Infant Feeding with Stored Milk 

When required for use, a bottle of frozen milk was 
taken from the freezing-cabinet, and the milk was 
thawed by placing the bottle in cold water, which was 
gradually warmed with hot water from the tap. The 
milk was then brought to the boil in a lidded saucepan. 
It was poured into sterile feeding-bottles, and a boiled 
rubber teat was placed with boiled forceps over the 
The milk was adjusted to 
body temperature, the necessary vitamins were added, 
and the milk was then used for infant feeding. 
Amounts and Distribution of Stored Milk 

Human milk from the ward bank was successful in the 
feeding of premature infants in the Obstetric Hospital, 


ee 
* A report to a special committee appointed by the Medical Research 
Council to advise on problems relating to the conservation of 


human 
. Ripley, W. J. med. Soe. N.J. 1944, 41, 43. 
2 Wright, J. Lancet, July 26,'p. 121. 
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and of infants with gastro- enteritis, pyloric stenosis, and 
nutritional disorders in the children’s wards of University 
College Hospital. 

In the twelve months from J une, 1944, to June, 1945, 


- human milk stored in the ward bank was distributed 


as follows: a : 
. f . Á. oz. 

Premature and other infants in the Obstetric 
Hospital fe .. 462 
Sick infants in the children’ 8 wards ae ais 380 
‘ . Infants under care of district midwives si 36 
Laboratory tests- 6 ga eek pii 16 
Total .. > .. 894 


This amount was additional to that used from day to 
day for infant feeding. The quantities preserved do 
not represent supply and démand during normal times, 
because for ten months of this period London was under 
air attack, and for part of the time the hospital was 
evacuated. 


Bacteriological Findings 
The bacteriological examination of samples from the 


ward milk-bank was limited by the shortage of human . 


milk resulting from war-time difficulties. For testing 
surplus milk which could be spared for the purpose, 
‘ Yeastrel ’-milk-agar pour-plates were made in duplicate, 
each with 1 ml. of milk, and incubated aerobically for 
three days at 37°C. Eight milk samples from the ward 
bank were tested; three colonies of aerobic spore- 
bearing bacilli grew from one, and one colony of 


Sarcina lutea from another. The remaining plates were — 


sterile. Pour-plates, similarly prepared but anaerobically 
incubated, from four banked milks were sterile. 


THE LABORATORY MILK-BANK 

An experimental human-milk bank was set up in the 
laboratory in November, 1944. Pooled milks for the 
bank were obtained from the Obstetric Hospital and 
from two other maternity hospitals. 
Heat Treatment and Storage of Milk 

Milk samples from the Obstetrie Hospital were dealt 
with in the laboratory within an hour of. collection ; 


those obtained from other hospitals were subject to two. 


or three hours’ delay. A portion of each batch of pooled 
raw milk was set aside for bacteriological examination. 
The remainder was brought to the boil in a saucepan 
and then poured in equal amounts into each of three 
sterile bottles. These were then closed with sterile 


_ bungs or screw caps, capped with sterile cellophane, 


and placed, when cool, in the freezing-cabinet at — 12°C. 
Eleven pooled milk samples were banked. | 


Bacteriological Investigation of Raw Milk 

Each of the eleven raw-milk samples was planted on 
two blood-agar plates, one of which was incubated 
aerobically and the other anaerobically for two days at 
37°C. Subcultures and tests for bacterial acentaneauon 
were then made. 

The following bacterial flora was found : 

Unpigmented micrococcus (11 samples) ; 3 yellow micro- 
coccus (4); golden micrococcus (2); sarcina (1); Staph. 


_ aureus (coagulase-positive) (7) ; alpha- and non-hemolytic 


streptococcus (8); Bact. colt (2); Bact. alcaligenes (4); Bact. 
aerogenes (4); aerobic spore-bearing bacillus (1); diphtheroid 
bacillus (3) ; monilia (1); flavobacterium (1). 


Sterility Testing.of Boiled and Stored Milk 
Sterility tests of each milk sample were made 
immediately after boiling and subsequently at the 4th, 


8th, and 12th weeks of storage at —12°C; 1 ml. of each ` 


sample was pipetted with sterile precautions into each of 
six petri dishes. Pour-plates were then made with yeastrel- 


milk-agar ; three plates of each batch were incubated ` 


aerobically and three anaerobically for three days at 37°C. 
From one sample tested immediately after boiling three 
colonies of micrococci grew ; all plates from the remaining 


‘N 


samples were sterile. Eighteen bacterial . colonies 
developed from the total of 198 ml. of milk tested at, 
monthly intervals: during storage. The count of the 
stored milk was therefore less than one colony developing 
per,10 ml. Seven of the eighteen colonies were aerobic 
spore-bearing bacilli, an organism which might be 
expected to survive boiling ; one was a mould ; and the 
remaining ten were micrococci. Sterility testing was 
carried out in a large laboratory ; it is therefore possible ` 
that some of the colonies resulted from aerial contamina- 
tion of the plates. 


Flavour of Boiled and Stored Milk 

Each milk sample was tasted immediately after boiling, 
and. subsequently at the 4th, 8th, and 12th weeks of 
_ Storage at —12°C, Immediately after boiling, all the 
samples had the normal flavour of fresh breast-milk, 
except one which tasted “‘ soapy” throughout the test. 
Six of the milks tasted slightly rancid at-the 12th week 
of storage in the freezer, and one as early as the 8th week, 
but deterioration in flavour Was so sugit as ue be hardly 
detectable. 


DISCUSSION 


A frozen burian -milk bank in a maternity ward is a 
useful method of preserving surplus breast-milk for times 
when the demand for its use in infant feeding is greater 
than its supply by the lying-in mothers. It is particu- 
larly useful in a general hospital with both maternity 
and children’ SA wards. Apart from the initial cost of an 
ice-cream freezing-cabinet, expense is negligible. Milk, 
after boiling, retains a very low bacterial content during 
storage at — 12°C ; it keeps a good flavour for eight weeks 
of storage, with only an almost undetectable deteriora- 
tion between that time and the 12th week. 

One or two safeguards need to be mentioned. The 
human-milk bank should be in the sole care of the ward 
sister, who should understand thoroughly the correct 
procedures for the collection and storage of milk. There 
is a risk of bacterial growth and production of entero- 
toxin in raw milk kept at room temperature; human 
milk should, therefore, be heated e after 
collection. 


SUMMARY 


The establishment of a frozen human-milk bank in a 
maternity ward and of an experimental milk-bank in a 
laboratory is described. 

Human milk for the ward bank was obtained from the 
‘mothers in one twenty-bed ward. It was collected by a 
clean ward technique, pooled, boiled, and stored in an 
ice-cream freezing-cabinet at — 12°C. 

In twelve months 894 fluid oz. of milk was stored in 
the bank and successfully used for feeding premature 
and other infants in the maternity hospital and sick 
infants in the children’s ward of the general hospital. 
The investigation was made during a period of enemy 
activity and hospital evacuation ; normally, much larger 
quantities of milk would be available for preservation. 

Human milk for the laboratory bank was obtained from 
the Obstetric Hospital and from two ether maternity 
hospitals. It was heated and stored in a similar manner 
to the milk in the ward bank. 

The sterility and flavour of the milk in the laboratory 
bank were tested immediately after boiling and at the 
4th, 8th, and 12th weeks of storage. There was a very 
slight deterioration of flavour between the 8th and the 
12th weeks of storage. 

The frozen milk bank proved a useful method of 
preserving human milk for infant feeding. 

We wish to thank Prof. F. J. Browne for his interest in the 
work, and Messrs. J. Lyons and Co., Ltd., for the loan of three 


. ice-cream freezing-cabinets. We are particularly indebted 


to Mr. Arnold Walker; investigations on the conservation 
of human milk were made at his EESNOR and “puted from 
his original work on this subject. 
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~BENIGN PNEUMONIA IN WEST AFRICAN 
SOLDIERS 


A. S. HOLLINS 
O.B.E., M.D. Camb., M.R.C.P. 


ASSISTANT PHYSICIAN, NATIONAL TEMPERANCE HOSPITAL, 
LONDON; LATE TEMPORARY LIEUT.-COLONEL, R.A.M.C. 


Tuis paper is based on observations made on 172 West 
African soldiers suffering from pneumonia in a military 
hospital in Sierra Leone between August, 1944, and 
April, 1945. 

Many writers have drawn attention to the high inci- 
dence of respiratory infection, particularly pneumonia, 
among African natives. On the whole the type of pneu- 
monia described among civilian Africans is more serious 
than that described among military personnel. Raper 
(1944) records a serious type among East African troops 
in East Africa, but MacNaught and Murray-Lyon (1943) 
and Simpson (1944) comment on the benign form 
encountered among West African troops in West Africa. 

The most striking feature of the present series was that 
almost every case was relatively mild; mortality was 
negligible, convalescence very rapid, and complications 
extremely rare. i 

Benign forms of pneumonia, comparable to the 
` formes frustes of other diseases, have been recognised for 
many years: Woillez gave his classical description in 
1872. Lately much has been written on benign pneu- 
monia-like conditions under such names as soldiers’ 
pneumonia, pneumonitis, focal pneumonia, and primary 
atypical pneumonia. It is improbable that all these 
designations cover the same entity, but gradually the 
term primary atypical pneumonia has been accepted and 
is regarded as at least a syndrome, probably of virus 
origin. It seemed possible that many cases of this series 
might prove on investigation to belong to this group. 

: `The scope of investigation was limited by the fact that 

the subjects were picked young men who had been 
passed as fit for military service and were living under 
good conditions with an adequate diet. The conclusions 
therefore do not necessarily apply to African natives in 
general. 


- ASSESSMENT OF CLINICAL TYPE 


The term “pneumonia ” has been used in the broadest 
sense to include all cases of inflammation of the substance 
of the lung in which there was clinical or radiological 
evidence of an alveolar exudate. The main approach 
was clinical, and cases were primarily classified on purely 
clinical grounds into four main groups—classical, 
atypical, abortive, and bronchopneumonic. The various 
laboratory and radiological findings were afterwards 
correlated with this clinical classification by a series of 
tables from which extracts are included. Inevitably ‘it 
was difficult to classify some of the borderline cases, and 
the principal clinical features adopted as standards were 
as follows : 


Classical Group.—An acute chest picture. Sudden onset, 
high temperature, productive cough, often signs of consolida- 
tion, usually a fall of temperature by crisis and response to 
specific chemotherapy. 

Atypical Growp.—Gradual onset, general malaise, headache, 
moderate fever, and paroxysmal cough, often unproductive. 
The chest signs are few, signs of consolidation are rare, the 
temperature usually falls by lysis, there is no response to 
specific chemotherapy, and complete resolution and recovery 
may be slow. 

Abortive Cases.—Acute onset with a clinical picture suggest- 
ing a classical pneumonia but with a minimum of physical 
signs in the chest. Within about 24 hours the temperature 
falls to normal; abnormal physical signs, if any, rapidly 
disappear; and the patient makes a complete and rapid 
recovery. , 

. The bronchopneumonias conform on the whole to standard 
textbook descriptions. 


In no case was a rigor observed. 


The proportion of clinical types was : 


Classical 69% Broncho- E 
Atypical 11% neumonia .. 5 KA 
Abortive 9:5% Others a .. 55% 


The proportion regarded as atypical is small when 
compared with recent findings in England and America. 
Turner (1945) and Fleming et al. (1945) have commented 
on the few cases of primary atypical pneumonia encoun- 
tered in the tropics, and suggest that it may be a disease 
of temperate climates. One case in ten was of an abortive 
type—a proportion higher than is usually encountered 
in Europeans either at home or abroad. 

The period under review covered the maximum and 
minimum temperatures and humidities, but the incidence 
of pneumonia was fairly uniform. The hospital records 
for the preceding twelve months showed a similar 
distribution. 

There was one death in the series, a case in which a 
hemolytic anæmia, associated with well-marked sickling 
of the red cells, developed. Complications arose in 11 
other cases: 3 had simple jaundice, 1 jaundice with a 
transient hemiplegia, 4 migratory pneumonia, and 1 a 
small sterile effusion, and the 2 others relapsed. No 
case of empyema occurred. 


SYMPTOMS AND SIGNS 


Most soldiers were recruited from the bush and could 
give little account of their symptoms. The West African 
often says simply that he is not well, or that he has 
“the fever,” and he is apt to attribute his illness to 
constipation. The commonest symptoms were cough and 
diffuse pain in the chest: localised pain was rare and 
was usually associated with pleuritic rubs : 


Chest pain and cough 153 Chest pain alone .. 1 
Chest pain and cough Cough alone ee 6 

and headache ee Cough and headache 2 
Chest pain and head- 

ache.. ae oe 
It is interesting to 
compare Simpson’s (1944) finding that his patients rarely 
complained of cough. | 

There were signs of consolidation in the first twenty- 
four hours in 66 cases, and signs of late consolidation in 
38; 68 did not present signs of consolidation at any 
time, most of these being abortive and atypical cases. 
In 23 cases there were signs of diffuse bronchiolitis ; 
pleural rubs were noted in 22, and labial herpes in 12. 
Pleural rub and herpes were both associated mainly 
with a classical type of pneumonia, though 2 cases 
classified clinically as atypical presented both these 
physical signs. 


BACTERIOLOGY OF SPUTUM 


Pneumococci could nearly always be found among the 
teeming organisms of the ordinary bedside sputum pots, 
where bacteria flourish in a tropical climate. Patients 
were therefore. instructed to cough and expectorate 
directly into a small sterilised tin, the contents of which 
were taken away immediately for examination and 
culture. By adopting this method the number recorded 
as having no sputum was doubtless too high; but the - 
positive findings were more accurate, and a large 
proportion of pure cultures was obtained. 

In 59 cases pathogenic bacteria were found in the 
sputum ; in 47 cases there was pus only ; and the remain- 
ing 66 had either no sputum (40) or saliva only (26). In 
53 a pure culture of one organism was found : 


Pneumococci .. .. 28 Micrococcus catarrhalis .. 1 
Streptococcus viridans.. 20 Friedliinder’s bacillus .. 1 
Hemophilus influenzw 3 


In 6 cases there were two organisms. 


Pneumococci with H. influenz@a .. 3 
Strep. viridans with H. influenze .. 2 
Pneumococci with Strep. viridans .. 1 


Of the cases in which bacteria were found 77% were 
of classical type. No organism was found in any case 
G2 
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TABLE I—WHITE-CELL COUNT AND CLINIOAL TYPE 


White cells per c.mm, 
Type 


Less than| 5000— | 10,000— | 15,000—| Over 

5000 10,000 | 15,000 | 25,000 | 25,000 
Classical .. 0 18 41 37 7 
Atypical .. 3 12 2 0 0 
Abortive .. 0 6 4 3 1 
Bronchopneumonic 0 3 3 “0 
Others 0 5 2 0 
Totals 3 41 55 45 8 


classified clinically as atypical, although 28% had pus 
in the sputum. In the cases due to infection with 
Strep. viridans the clinical picture was very similar to that 
produced by pneumococcal infection, though rusty 
purulent sputum was less common. ~ 


| OTHER FINDINGS 
White-cell counts were carried out on 152 cases (table 1). 
Radiography revealed lobar involvement.in 163 cases: 


One lobe T da 89:5% 
More than one lobe.. 3:7% 
Negative findings 6:7% 


The types of lobar involvement are shown in table n. 


The classification ‘‘ segmental ” was reserved for those cases, 
described by Graham Hodgson and others, where there is a 
.fan-shaped opacity with its base at the periphery and its 
apex towards the hilum. The term “ partial ” was applied to 
cases where part only of a lobe is involved but which do not 
conform to any regular pattern such as central or segmental. 


Of the classical cases in this table, about a third of those 
with involvement of a whole lobe were very mild, as 


were about half of those with a partial involvement, . 


whereas 21 out of 25 of those with segmental involvement 
had a very benign clinical picture. 


TABLE II—DISTRIBUTION OF LESIONS 


Clinical type 
Type of lobar 
involvement 
Classical Atypical Abortive 
Lobar ee ee e oè 38 2 0 
Partial lobar .. re 33 7 5 
Central .. sa sar 1 5 4 
Segmental xs we 25 § E 


Urinary Chlorides l 
-Only about half the atypical cases had reduced urinary 
chlorides compared with seven-eighths of those of 
classical type (table m1). 


TABLE III—URINARY CHLORIDES 
Urinary chlorides 


Clinical type Reduced Not reduced 
Classical .. : mu 11 
Atypical ..  — .. is 6 = 5 
Abortive .. x as 8 3 


Blood-culture (32 cases) was undertaken before chemo- 
therapy was begun, and blood-agar plates were used in 
preference to broth to enable the colonies to be counted. 


Two positive results only were obtained, a pneumococcus 
(18 colonies per c.cm.) being isolated in one case, and a 
Strep. viridans (100 colonies per c.cm.) in the other. In the 
first case the moderate bacteremia was not associated with 
@ serious form of the disease: there was a rapid response to 
chemotherapy, and the patient returned to duty in 13 days. 
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In the second case a profuse growth of an a-hemolytic long- _ 
chained streptococcus was associated with a classical picture, 

but response to chemotherapy was unsatisfactory, resolution 
-was slow, and the patient was discharged after 38 days in - 
hospital. 


The absence of positive blood-cultures in this series 
is in keeping with the general mild character of the disease. 
Cold agglutinins were estimated in 23 cases, but in one 
only—clinically an atypical pneumonia—was there a 
positive diagnostic titre. | l 
Paul-Bunnell test (sheep’s cells) was carried out in 11 
cases and was negative. This test was negative in the 
one case where cold agglutinins were demonstrated. 
More recently Adams et al. (1946) have demonstrated 
the presence of heterophil antibodies (horse cells) in a 
series of cases of primary atypical pneumonia in Italy. 
In all cases blood films were examined for. malarial 
parasites, but they were found in only 1. During the 
period of investigation some hundreds of patients were 
admitted with malarial parasites in the blood, but only 
this case had any abnormal pulmonary signs. The degree 
of premunition in the African soldier appears to be such 


°F 
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4 § 6 7 & a 10 
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Fig. |—Temperature chart showing early natural crisis without chemo- 
therapy. Consolidation of whole of right upper lobe. 


that a primary malarial pneumonia does not occur. 
Similarly, 138 patients with ascariasis were admitted, 
but none developéd pulmonary infiltrations. 


THERAPY AND RESPONSE 


In cases receiving chemotherapy the previous routine 
of the hospital was followed and sulphapyridine was the 
standard preparation used, an initial dose of 2 g. being — 
followed by doses of 1 g. four-hourly by day and night. 
The total amount given was usually 15-20 g. In English 
practice rather higher initial doses are often administered 
to produce a higher concentration of the drug in the blood, 
though Dick (1945) stated that in pneumococcal lobar 
pneumonia “ there appears to be no reason for exceeding 
the recognised dosage of 2 g. initially, followed by 1 g. 
four-hourly.”’ 

Specific therapy was withheld in some cases in order 
to follow the natural course of the disease. As this was not 
considered justifiable in the more serious cases, there 
was inevitably some selection. The effect of this is 
reduced by including in table rv only cases with an 
initial acute chest picture and/or a temperature of 
over 102°F on admission : | 


TABLE IV—TERMINATION OF FEVER IN TREATED AND 
UNTREATED CASES 


Temperature 


Total ur Temperature 
a ; fell by crisis fell by lysie 
~ Cases receiving speci- | 
fic therapy ve. n 52 (74%) 19 
Cases with no speci- 
fic therapy .. 28 16 (57%) - 12 


All crises occurred within 48 hours in the treated cases, 
but were later in 5 of the untreated. The average duration 
of pyrexia in cases resolving by crisis was lower in the 
treated (33 hours) than in the untreated (56 hours). 
These figures were calculated from the time of admission 
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of cases seen within a few hours of the onset of illness, 
and are more accurate for purposes of comparison than 
as absolute records of the duration of pyrexia, which, 


however, may be regarded as short by European stan-. 


dards. They suggest that chemotherapy shortened the 
` pyrexial period in cases which resolved by crisis (see 
figs. 1 and 2). 

' Hutton (1939) in Uganda and Anderson and Dowdes- 
' well (1939) in Kenya found that civilian natives responded 
well to doses of sulphapyridine similar to those used 
in the present series. Agranat (1941) concluded that in 
East African natives response was satisfactory with 
rather smaller doses. 


LENGTH OF STAY IN HOSPITAL 


Convalescence was extremely short in most cases 
(fig. 3), and with few exceptions patients were fit to 
return to duty without going to a convalescent wing. 
Table v relates length of stay to type of pneumonia. 
The proportion of patients staying in hospital more than 
14 days was much higher in cases of atypical pneumonia 
than in cases of classical pneumonia. 


TABLE V-——-LENGTH OF STAY IN HOSPITAL 


garg area Classical Atypical Abortive 
Up to 14 days inclusive 52 5 14 
Over 14 days .. ass 65 14 2 
- DISCUSSION 


Incidence and Fatality 

Price (1944) states that among negroes in America 
and on the Rand the incidence and case-mortality of 
pneumonia are high; Conybeare (1943) that the negro 
Taces are specially susceptible to pneumonia; and 
Osler (1942) that in the U.S.A. the disease is more fatal 
to negroes than to whites. According to Gelfand (1944), 
pneumonia, next to malaria, is the commonest acute 
illness among South African natives, accounting for 
many deaths. He comments on such predisposing 
factors as bilharziasis, hookworm, and chronic malaria, 
and believes that nutritional disorders and poor living 
conditions may reduce resistance. Civilian medical 
officers in Sierra Leone do not describe a benign 
type of pneumonia in negroes, but among civilians 
as a rule only the more serious cases find their way 
to hospital. 

Factors probably contributing to the benign clinical 
picture in the present series were that all patients were 
admitted to hospital as soon as possible; they showed 
no sign of malnutrition; very few were suffering from 
chronic infestation ; their living conditions were good ; 
and they had not undergone the hardships of active 
service. Early hospital treatment under almost 
European conditions was undoubtedly very important. 
Though they seemed just as susceptible to attacks of 
the disease as their civilian brethren their resistance to 
it was apparently much higher. 


SULPHAPYRIDINE 16g. 


wife: 
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Fig. 2—Temperature chart showing early crisis when chemotherapy 
was instituted. Consolidation of whole of right middle lobe. 


Gelfand and Lewis (1942) and others have described the 
frequency with which jaundice is met with in the coloured races 
as a complication of pneumonia. It was present in only 5 cases 
in this series, including the 1 death where an acute hemolysis 
was associated with sickling of the red cells. In 1 other case the 
blood showed some evidence of hemolysis, but the remaining 
3 were cases of toxic hepatitis. These 3 patients recovered 
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Fig. 3—Length of stay in hospital (average about l4 days). 


rapidly, and the jaundice seemed to have no bearing on the 
severity of the illness. Turner et al. (1943) in the U.S.A. have 
suggested that the high incidence of icterus observed in negro 
patients with lobar pneumonia was due primarily to nutritional 
deficiencies, which rendered the liver more vulnerable to the 
effects of pneumococcal infection. 


The findings in general are similar to those of 
MacNaught and Murray-Lyon (1943) and suggest that 
pneumonia in the West African soldier in his own country 
is more benign than that encountered among African 
civilians or in negroes living in other parts of the world. 


White-cell Counts 

Though the great majority of cases of classical type 
showed a leucocytosis, 18 (17%) of this group had 
white-cell counts below 10,000, and of these 14 were 
regarded as very mild. This may be due to the type of 
infecting organism, 6 of these cases being due to a 
Strep. viridans, and 4 to a pneumococcus ; or to the fact 
that only a portion of a lobe was involved in the 
pneumonic process, as in 84% of all cases without a 
leucocytosis only part of a lobe was involved. 

A high white-cell count was mainly associated with 
an acute chest picture, sudden onset, high temperature, 
and early consolidation in which the whole of a lobe 
was involved. 15 out of 17 cases classified as atypical 
on clinical grounds had white-cell counts below 10,000, 
a finding which may now be regarded as orthodox. 


Bacteriology 

Perhaps the most interesting feature of this investiga- 
tion was the isolation of pure cultures of Strep. viridans 
as the causal organism in 14 cases of classical type, 4 of 


.abortive type, and 2 where the physical signs were those 


of simple bronchiolitis. A pure culture of pneumococci 
was obtained in only 28 cases. The predominant clinical 
picture produced by a Strep. viridans infection was that 
of a mild classical pneumonia, whereas that due to 
pneumococcal infection was on the whole more severe. 
Streptococcal cases resolved less often by crisis than 
pneumococcal cases, whether they received chemotherapy 
or not. | 

It has been established by Morgenroth et al. (1925) 
that there are close affinities between the pneumococci 
and the streptococci of the viridans group. In this 
investigation bile solubility was adopted as the final 
criterion of differentiation. 


Atypical and Abortive Types l 

In some streptococcal cases the clinical picture was 
rather similar to that of atypical pneumonia as described 
by Turner (1945) in his Italian series, and the normal 
white-cell count in 6 of the present series seemed to 
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support a theory that the Strep. viridans might be a 
causal organism of some varieties of atypical pneumonia. 
Much depends on the definition of “ atypical,” and 
though some of these cases were so benign as to be “ not 
typical ” of the classical pneumonia of older writers they 
did not fall into the clinical atypical group as defined 
here. In no case so defined was bacterial infection 
demonstrated, which supports the view that they are 
= caused by a virus. 

Almost 10% (16) of all cases have been classified as 
abortive. In 3 there were never any abnormal physical 
signs in the chest, and the radiological appearances 
were those of faint central opacities ; yet the tempera- 
tures and white-cell counts were high. 


One patient ‘was of special interest. He was admitted with 
a temperature of 103°F of acute onset. This rose to 105°F the 
same evening, the pulse-rate was 120, and the respiration-rate 
was 30 per min. He presented an acute chest picture, with 
difficult respiration and an expiratory grunt. He had pain 
in the chest, expanding ale nasi, and an irritating cough, 
. which rapidly became productive. The sputum became rusty 


and mucopurulent, streaked with flecks of bright blood. On. 


culture a heavy pure growth of pneumococci was obtained. 
The white-cell count was 16,500 per c.mm., mainly poly- 
morphs. No malarial parasites were seen in repeated blood 
films. Radiography of the chest was normal both on admission 
and on two subsequent occasions. The urinary chlorides were 
not diminished at any time. No specific therapy was given, 
and the temperature fell to 99-4°F on the morning of the 
second day, was normal in the evening, and remained so. 
There were no abnormal physical signs in the chest at any 
time, the cough cleared in three days, and the pancal returned 
to duty in eleven days. 


Pulmonary Lesions 

‘Almost a quarter of all cases showed an involvement of 
a segment of one lobe only, usually of the right upper or 
right lower lobe. Only 4 of these cases presented a severe 
classical picture, which was most commonly seen when 
a whole lobe was involved. Cases of lobar and segmental 
distribution, however, showed many similarities, whereas 
those .of “ partial” distribution seemed to form a 
separate group. On the whole, cases with a lobar or 
segmental picture had a more sudden onset, tended to 
develop -higher temperatures, resolved more often by 
crisis, and had higher white-cell counts. ‘‘ Partial ” 
and ‘“‘central’’ pictures were associated much more 
frequently with cases classified as atypical or abortive. 

Urinary chlorides were absent or diminished in three- 
quarters of the cases with a segmental picture; the 
proportion with reduced chlorides was greater among 
those with a lobar or segmental picture than among those 
with a partial or central picture, and much lower in the 
atypical group than in the other groups. This further 
suggests that primary atypical pneumonia exists as a 
clinical entity among West African soldiers. 


Diagnosis 7 

The diagnosis of primary atypical pneumonia is not 
always straightforward. Some writers emphasise the 
radiological appearances, but Stein and Kresky (1944) 
have shown that small wedge-shaped shadows and hazy 
diffuse mottlings are often seen in proved pneumococcal 
pneumonia and are not pathognomonic of atypical 
pneumonia. The American Commission (1944) reported 
that in only 31% of their cases was the titre of cold 
agglutinins high enough to differentiate atypical pneu- 
monia from other respiratory diseases. As Joules (1943) 
says, some cases of atypical pneumonia may have similar 
signs and somewhat the same:mode of onset as pneumo- 
coccal pneumonia, and often an accurate diagnosis 
cannot be made without radiological and laboratory 
investigation. 

Of the 172 cases 118 (69%) were regarded clinically 
as of classical type, and of these 62 presented a very 
benign clinical picture. Correlation of clinical, bacterio- 
logical, pathological, and radiological findings shows 
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that none of these cases could be regarded as variants 
7 primary atypical pneumonia. 
Type. of Pneumonia Changing 

is recognised that pneumonia in England is milder ` 
Man some thirty years ago. Reimann (1941) has. noted 
the diminution in the death-rate from pneumonia in 
the U.S.A., and questions whether this is due to sero- 
therapy and chemotherapy, or to a change in the disease. 
Is it possible that pneumonia is undergoing a cyclical 
change similar to that seen in scarlet fever ? 

The type of infecting agent may be a factor. In this — 
series there were relatively few cases of proved pneumo- 
coccal infection. Some writers are of the opinion that the 
pheumococcus does not flourish. in the tropics, and 


Leishman and Kelsall (1944) found very few cases of 


lobar pneumonia among a large number of patients in 
India. In the present series the incidence of Strep. viridans 
infection was unexpectedly high. Some cases may have 
been due to'a primary virus infection with a secondary 
bacterial invasion, though they did not suggest this 
clinically. 

In English children, after infancy, lobar pneumonia 
usually runs a favourable course, and the illness seen in 
the West African soldier is clinically somewhat similar. 
Bullowa and Gleich (1938) found that positive blood- 
cultures were obtained less often in children with 
pneumonia than in adults, and a higher proportion of 
cases with an upper-lobe involvement is found both in 
children and in West Africans than in English adults. 
The West African soldier is in many ways a simple person — 
with a childlike outlook on life ; perhaps his psychological 
make-up may play a part. Simpson (1944) comments - 
on the rapidity with which his uneducated patients | 
recovered. Ryle (1931, 1932, 1933) and others have 
revived interest in the study of ‘‘ those differences between 


- man and man, which are associated with, or concerned in 


maintaining a liability to or freedom from, some common 
forms of disease,” and he is of opinion that ‘‘ pneumonia 
or any other disease in an individual may be influenced 
in its course, not only by the type of the invading microbe, 
but also by the age and type of the patient, by his 
hereditary endowments, by his environment and by his 
psychology.” In producing the benign type of pneumonia - 
seen in West African soldiers all these factors may play 
their part; but environment, adequate diet, and early 
treatment are perhaps especially important. 


SUMMARY AND CONCLUSIONS 


Clinical, laboratory, and radiological findings in 172 
cases of pneumonia among native troops in West Africa 
are described. About two-thirds of all cases were of 
classical or mild classical clinical type, and about a tenth 
“ atypical,” with a similar number of abortive. cases. 

The classical pneumonia had a benign clinical picture 
which resembles in many ways that encountered in 
children in England. Complications were rare, crisis 
was early, and resolution was rapid. The average stay 
in hospital, including convalescence, was only 14 days. 

Strep. viridans was almost as common as the pneumo- 
coccus as the causal organism and was usually associated 
with a mild classical picture. 

Good general health, adequate nutrition, and early 
treatment under good conditions were factors of great 
importance in the production of a less serious form of 
pneumonia than that usually encountered among 
African civilians. 


I wish to thank Major B. M. Wright, pathologist to the 
hospital, for his constant interest and help; Captain H. F. 
March, Captain G. C. Macdonald, and other officers of the 
medical division for their willing collaboration; Captain J. 
Yudkin for his keen coöperation in the preparation of a series 
of tables of correlations; and Major-General Sir Alexander 
Biggam, consulting physician to the Army, for permission 
to publish. 
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REABLEMENT OF CHILDREN WITH 
INFANTILE CEREBRAL PALSY 


EIRENE COLLIS 
C.P.T., M.C.S.P., M.A.O.T. 


HEAD CEREBRAL PALSY THERAPIST, LONDON COUNTY COUNCIL `’ 


THe term ‘‘infantile cerebral palsy” covers the 
various types of sensorimotor disabilities formerly 
loosely called “ spastic paralysis and allied conditions.” 
The term “ spastic paralysis ” is often a dual misnomer : 
“ spastic ” should be applied only to upper-motor-neurone 
_ lesions with true spasticity ; and in upper-motor-neurone 
lesions the term “ paralysis ” is not strictly applicable. 

In the reablement of children with infantile cerebral 
palsy, paralysis is defined as inability to contract muscle 
for the reason that the muscle is completely cut off from 
nervous control. Cerebral palsy, on the other hand, is 
dysfunction of movement due to a cerebral lesion inter- 
fering with one or more of the several pathways directly 
concerned with normal human movement. 


Opinion is divided about the efficacy of treating 


infantile cerebral palsy. Treatment may be non-operative 
—€.g., massage, exercises, muscle stretching, electro-. 
therapy, ultraviolet radiation, hydrotherapy, sedative 
drugs, and_splinting—or operative—e.g., tenectomies, 
tenotomies, neurectomies, nerve crushes, tendon 
transplants, brain surgery, and cordotomies. 

Only too often the child with infantile cerebral palsy 
remains a problem case.” Many authorities think that 
the current therapeutic measures need reconsideration, 
and some say they are altogether useless. The educa- 
bility of these children is often questioned by teachers 
and doctors in hospital and other schools; too many 


accept these children at their face value and agree with a 


verdict of mental defect. 

The outstanding characteristic of infantile cerebral 
palsy is imperfect motor control due to cerebral damage 
inflicted on a growing organism. The appearance and 
behaviour of these patients-often lead to an incorrect 
diagnosis and subsequent mistreatment of the child 
until he fits his diagnosis and becomes mentally and 
physically incompetent. Damage may, however, be so 
slight that it is undetected and motor disability passes 
for clumsiness, laziness, or mild mental defect where 
the handicap is ‘‘ hidden ’’—e.g., athetosis of the 
extraocular muscles, or partial deafness. 


HISTORICAL 


In 1941 I studied physical therapy under Prof. W. M. 
Phelps, of Baltimore, the pioneer specialist in the treat- 
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ment of infantile cerebral palsy, at his Children’s 
Rehabilitation Institute in Maryland. Professor Phelps 
emphasises the importance of classification of cases into 
one of five types (spastic, athetoid, ataxic, rigid, tremor) 
and the need for treatment of the child in a community 
by specially trained workers. For many years he has 
devoted himself entirely to the study and treatment of 
cerebral palsy, and he is recognised as the leading 
authority in this field in the United States. -As a result © 
of his work, many hitherto hopeless sufferers have been 
transformed into independent citizens. l 

I was so impressed with the work that I returned to 
England to seek research facilities and to rouse interest 
in this large group of handicapped children. No 
statistics are available in this country, but there is no 
reason to believe that the incidence of infantile cerebral 
palsy is less here than in America, where it has been 
estimated that 7 children are born each year with cerebral 
palsy in every 100,000 of the population. Of these 7, 
1 dies in infancy, leaving 6 survivors, of whom 2 are 
feeble-minded and 4 educable. In a city with a popula- 
tion of 1,000,000 there will always be 700 educable 
children with cerebral palsy under the age of sixteen, 
distributed fairly evenly in urban and rural districts 
alike. The incidence is predictable and unlikely to 
decrease (Phelps 1946). 

Owing to war-time difficulties it was at first only 
possible to form a small Parents’ Club, the nucleus of the 
present British Council for the Welfare of Spastics (a 
regrettable title in view of the fact that recent American 
research shows that only 45% of cerebral-palsy patients 
are spastics). 

In January, 1943, limited facilities were given for 
experiment with a small series of cases at Queen Mary’s 
Hospital (L.C.C.), Carshalton, Surrey. The results 
obtained here in four years were so striking that the 
London County Council decided to expand the work to 
include children of pre-school and school age in suitable 
groups, and to re-form the existing unit into a research 
and diagnostic clinic dealing with all aspects of cerebral 
palsy. Though the experiment was severely hampered 
by war-time and other difficulties it has provided useful 
information. 

In 1943 five children were treated; this number 
was trebled in 1944 and quadrupled in 1946. The first 
five cases treated were selected because of their former 
lack of response to treatment. Subsequent cases have 
been examined before admission to eliminate those with 
mental defect. ‘Doubtful cases are reviewed during the 
three months’ probation on which all children are brought 
into the unit. It has been decided to reject also ‘cases 
complicated by operative intervention, epilepsy, or certain 
other conditions ; and to reduce the age-limit to include 
a larger proportion of pre-school children. The cases 
are reviewed from time to time to assess progress-rates, 
and to decide on transfer to suitable schools as occasion 
arises. A number of children have been removed after 
a probationary period for reasons given above or because 
the diagnosis of cerebral palsy proved incorrect. Twenty 
have been retained for intensive treatment. 


ILLUSTRATIVE CASE-RECORDS 


Case 1.—A girl aged 15 in 1943. 

History—No details of pregnancy or birth remembered 
by mother. Patient had had “ chorea sirice birth; mentality 
poor.” Treated in various hospitals by orthodox physio- 
therapy and sedative drugs for years. Had once been sent 
home as untreatable, but later returned to institutional 
life (dates not available). No improvement in condition 
throughout these years. 

On examination (January, .1943).—Appearance of mental 
defect, listless, unhappy, neglected, undersized, and under- 
weight. Severe generalised athetosis, facial grimaces, con- 
tinuous dribbling. Unable to sit securely on a chair, unable 
to kneel or to stand. Locomotion by shuffling on all fours 
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or with a walking-carriage. Able to feed herself to some 
extent, but threw food about ; unable to drink unaided, dress, 
or care for herself. Speech laboured and indistinct ; had not 
had speech training. Because she could not use her right hand 
she thought she was left-handed. 

She was stated to have a peculiar body odour and to have 
violent fits of temper during which she bit, kicked, and 
scratched nurses; unfriendly with other children. She 
could not read or write, but made attempts to draw. Had 


. been given lessons suited to a young mental defective, mainly 


handwork beyond her motor ability. 


She was unwilling to codperate in any new form of treat- 


ment, because she had suffered pain from muscle stretching 
and ‘had been discouraged by lack of progress. 

Deformities were due to severe tension, poor postural 
habit, and severe generalised athetosis (kypholordosis and 
bilateral calcaneovalgus). The dotormity of both feet was 
said to be increasing. 

She was allowed up for part of the day in a walking-carriage, 
but for the rest of the day was in bed with hospital restrainers 

She was taken by freighter transport to the massage 
depar aont bi-weekly for walking exercises and muscle 
stretchings. She was not allowed to leave the ward except for 
treatment. Outside contacts were limited to staff and a 


-bi-monthly visit from her mother. 


During 1943 she remained under ward conditions, in a 
ward with some twenty chronically disabled and mentally 
defective children of various ages and types of neurological 
lesion ; but by the end of that time she was permitted to leave 
oft restrainers, fracture-boards on the bed, temperature-taking 
and use of the bedpan as a routine, and was permitted limited 
outdoor exercise and occasional excursions beyond the hos- 
pital gates. Drug treatment was given up in January, 1943, 


and visits to the massage department and use of walking- 


carriage and other apparatus discarded. 
In 1944, when the cases for experimental training were 
selected, ward conditions were modified for the unit children 


-within the limits of an institutional régime. 


By 1946 further modification was permitted, and patient 
was given supervised employment in the new clinic. 

By January, 1946, she walked on crutches with skis and was 
learning to use sticks, stood for an indefinite time unsupported, 
fed, dressed, bathed herself, and attended to her own toilet 
unaided, even when menstruating. She had no body odour. 

She had learned to control deglutition and mastication, and 


' there was no dribbling. She could drink unaided, perform 


tasks bimanually, and had made the shift from left to right 
hand dominance two years before. Speech, though affected, 
was usually intelligible to strangers. 

In the supine and sitting positions there was no involuntary 
motion, and in the standing position very little. She could 
perform ballet exercises of the arms and trunk in the standing 
position and well-controlled rhythmic exercises in the lying, 
sitting, and kneeling positions. 

She took meals at an ordinary table, seated upon an ordinary 
chair, using ordinary utensils; she slept in an ordinary bed 
in her own room, which she cleaned and kept tidy herself. 

She had no deformities, wore no appliance, and had no 
drugs. In appearance she was attractive and clean. She 
read, wrote, painted, played in the rhythm band, could 
typewrite to some extent; she gardened and made knotted 
belts and dog-leads in her spare time. She enjoyed the 
cinema and could be taken out shopping or visiting. 

In December, 1946, she showed slight regression owing to 
shortage of staff in the unit, but has since made excellent 
progress, particularly in the past 3 months, ‘and she now walks 
unaided. 

With continued treatment she should become employable 
under the Disabled Persons Act; but her age and hence long 
habit of faulty motor behaviour have prevented her from 
making greater progress, and lack of teaching has retarded her 
in school work. 

The diagnosis of cerebral palsy of athetoid type with normal 
mentality has been confirmed. 


Case 2.—A boy aged 12 in 1943. 


History—Normal birth. Normal progress until age of 
7 years, when he had whooping-cough, followed by diphtheria, 
after which it was noted that he had i increasing motor difficulty, 
including loss of speech. 

Polioencephalitis, rheumatic chorea, spasticity, and post- 
encephalitic parkinsonism had been diagnosed at variaus times. 

Treatment at various hospitals had included that for 
rheumatic chorea, followed by that for a hopeless degenerating 


- no power in anterior tibial group. 


condition of postencephalitic type; sedative drugs; massage 
and exercises; and the application of various types of splints, 
a plaster bed, and a Clifford and Davis jacket.) -_ 

Much deterioration in 1941 and 1942. Patient was to be 


, sent home as a hopeless - and progressive case in January, 


1943, but he was given a final chance among the cases selected 


- for experimental training. 


He was up part of the day in a wheeled chair but had to be 
cared for in every way. His intelligence was’ gaid to be. fair 
only, and he was afraid of any physical activity ; he feared his’ 
right arm was permanently injured in a fall when he was aged 
7 years ; he knew that he had been given up by several doctors . 
as a progressive case and he did not wish to try any further — 
treatment. 

He was listless and apathetic throughout the day, took 
two hours over a méal, food had to be pushed in through the 
side of his mouth by another child who sat beside him :. his 
appetite was poor, and much food was spilled and wasted. 

He slept badly in his plaster bed and had frequent night 
terrors. Unable to attend school because of. complete 
helplessness and deformity. 

On examination (January, 1943).—Helpless, thin, pale, 
listless boy. Despondent mien. Nervous and sweating © 
profusely during examination. 

Continuous generalised athetosis, strong rotation of trunk 
and head and pelvis to right, strong flexion and torsion of 
trunk, right dorsal, left lumbar curve, asymmetry of buttocks, 
alteration of gluteal folds, left leg rotated out, dropped left - 
foot, valgoid deformity, tibialis anticus tendon. not palpable, 
No. use in either hand. 
Able to stand in a contorted position and to take a few sliding 
dipping steps, but tired easily. 

Speech unintelligible and almost inaudible ; closed eyes and 
grimaced violently on attempted phonation. Deglutition and 
control of tongue impaired. Breathing shallow and irregular. 
Unable to blow a whistle or sound the notes of a scale. 

Treatment on new lines was begun in January, 1943, subject 


to the same limitations as those in case l. Limitations were 


similarly decreased, and by 1946 he similarly lived a normal. 
life in a self- contained unit and received treatment as a whole. 
He never wore the Clifford and Davis jacket made for him. . 

By J anuary, 1946, he was a practising scout, attending 
outings and a summer holiday camp with normal boys, 
he could roller-skate, garden, kept rabbits, played in a rhythm 
band, could dance, run, and hop. He was the most athletic 
child in the unit and could turn somersaults, swing on the 
ropes by his hands, and was learning to ride a bicycle. He 
wore no splints of any kind. 

He had slight residual disability of the right arm, but in 
spite of this achieved everything he undertook bimanually 
and he used his right hand for many acts, though not entirely 
for feeding or for writing and painting, but he was learning to 
paint with his right hand. . 

A report based on graphs kept from J anug: 1943, to 
J anuary, 1945, runs as follows : 


-= January, 1943 January, 1945 


Walking 
Few slow shuffling steps at 5 miles at an ordinary speed 
a time. Wheeled chair used. up and down hill, runs at 
Much scoliosis and postural average speed, but with 
imbalance. slight postural imbalance. 


Relaxation, supine 


No involuntary motion during 
10 min. Apart from the 
right arm, general relaxa- 
tion maintained fòr 30 min. 


Not possible. 


Feeding 


either hand. Full meal in 30 min. Ordinary 
spoon and fork. Can 
drink with left hand. Not 
yet a very tidy eater, but 


Not possible, 
Takes about 2 hours over 
a meal because of facial 
athetosis and difficulty in 


opening mouth and in competent and of- ‘good 
masticating. | appetite. 
Speech 
Unintelligible, superimposed No stammer. Speech gener- 
stammer. Said to have ally intelligible to staff, but 
aphonia, but can make less so to strangers, partly 


because of self-conscious- 


stammered sounds at times. 
; ness under scrutiny: 


`~ 
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January, 1943- January, 1945 
Typing 
Has been taught, but unsuc- Types unaided, using both 
cessfully; unable to use hands: apart from faulty 
hands. spelling, typing is accurate 
and legible. 


Domestic tasks 


Not possible. In spite of residual dis- 
ability of right arm, he 
achieves everything he 
undertakes. 

Painting 


Using paint brush between This method was immedi- 
teeth makes marks on paper. ately discarded as psycho- 
logically unsatisfactory, 
and when he began paint- 
ing again he had sufħicient 
motor ability to use his 
loft hand; he is talented 
and imaginative. Now 
using his right hand to a 
limited ‘extent. 


Similar records kept for other children show a similar 
degree of progress, but in this case startling improve- 
ment under intensive treatment was followed by consider- 
able regression when treatment was suspended owing to 
staffing difficulty. All cases have regressed in the past 
months, but it is felt that renewed treatment will lead to 
renewed progress. 

School work.—A special teacher is attached to the unit, 
and children of school age have ordinary lessons. Case 2 
has done well, but there are large gaps in his education, 
because he had virtually no schooling between the age of 
7 and 13. He is a voracious reader, fond of outdoor life, and 
@ cinema addict. He is likely to become employable. 

Social response.—Socially this boy, like all the other 
children in the unit, is acceptable ; he has charming manners, 


is lively and good-looking, with a healthy tan due to the fact 


that he spends much time out of doors. 

In March, 1947, he showed marked regression, but the 
members of the Cerebral Palsy Committee were satisfied that 
this was temporary and due to old bad habit reassert.ing itself 
during abeyance of regular treatment. | 

Final diagnosis of cerebral palsy of athetoid type with 
tension, and normal mentality. 


Case 3.—A girl aged 4. - 

History.—Difficult birth. Asphyxia neonatorum. No 
sucking difficulty. No fits. No abnormality apparent to 
mother until child was aged 2 years and in the care of foster- 
parents, to whom she had been removed because she had been 
neglected by her own parents from the age of 9 months. 

At 2 years she had been removed to a nursery, where she 
had been considered mentally defective. She had been 
medically examined and stated to be a case of spasticity with 
incoérdinate movements and mental defect. A further 
diagnosis was ‘spasticity, abnormality of nervous system, 
might be early progressive muscular atrophy.” 

In April, 1945, she had been recommended for institutional 
care as she was ‘“‘ gradually becoming more unstable in walking 
and even standing. Mentally alert child.” . 

In September, 1945, she had been oxamined as a suspected 
case of Friedreich’s ataxia. 

In November, 1945, ‘‘ spastic paraplegia with some ? micro- 
cephaly, presumably a cortical development defect” had 
been diagnosed. 

Later in the same month ‘ ? ataxy or athetosis with tension ” 
had been diagnosed. 

On examination (December, 1945).—Pale shy nervous 
girl, with incodrdinate movement and a stance resembling 
that of bilateral congenital dislocation of hip. No abnormality 
detected on radiography. 

She walked with a lordotic gait on a wide base and with 
much instability. She could not run, jump, or stand on 
either leg. She had no idea how to play with toys, and use 
of hands was limited by incoérdination, but she could feed 
herself. 

She had fractured her right arm some months before in 
a fall and was apprehensive about using it, but she did not 
appear to be naturally left-handed. Speech was difficult 


to understand, but there appeared to be no true speech 
defect. Expression was furtive, with some dribbling and an 
open mouth. 

A report was received that she was “ a spastic with a sullen 
mentally defective appearance ’’ and that she was “dirty, 


_ backward, clumsy, and intractable.” 


In December, 1946, after a year in the unit, visiting clinicians 
decided that the former diagnoses -were mistaken. They 
could find no evidence of any neurological] lesion and wished 
to discharge the child as normal. But as in another case in- 
the series the parents had removed a child with athetosis as 
they were convinced she was ‘‘cured’”’ and she had then 
regressed, the hospital authorities were asked to delay, for a 
few months, patient’s discharge. 

Owing to illness among the staff this child had received no 
specific treatment for some months. When her case was 
reviewed by the same panel of specialists, they found consider- 
able evidence of athetoid instability, deterioration of gait, 
increase of facial athetosis, and renewed dribbling. They with- 
drew their former recommendation for her discharge and 
recorded the therapy finding of cerebral palsy, tension athetoid 
type, normal mentality. They recommended further treat- 
ment along the lines used between December, 1945, and July, 
1946. 

Patient now receives regular therapy to the extent 
permitted by staff shortage, and continues to make progress ; 
she has again ceased to dribble, expression is happy, speech 
is normal. She has no deformities, and gait is steadily 
improving. In school she is slightly above the average for 
normal five-year-old children. 


In these case-records note is made of facial appearance 
as it is often stated that children with cerebral palsy are 
unattractive in looks and behaviour. Where such children 
are being adequately treated by modern methods they 
present a pleasant and attractive appearance, do not 
dribble and grimace, and, as motor control develops, 
may reveal good looks formerly obscured by facial 
distortion. i 

The rest of the cases in this series have also made 
progress; no child has developed deformity since 
admission ; and existing deformities have decreased or 
disappeared without recourse to usual hospital appliances. 

It may, perhaps, be deduced that where selection is on 
a basis of mental competence, and where concomitant . 
disabilities are not present, cases of cerebral palsy can 
be effectively treated, within the limits of present 
knowledge, by trained rehabilitation teams, and that 
treatment is most effective when begun at the earliest 
possible age—i.e., as soon after six months of age as 
a diagnosis can be made—and continued throughout 
childhood. 


CLASSIFICATION 


In the cerebral palsy unit a probationary period in 
each case led to reclassification in most cases, only two. 
educable spastics being found among those presented as 
spastic diplegia or hemiplegia. The rest were educable 
athetoids. All were quadriplegics. Athetoids were 
found to be in excess of spastics in a proportion of 5 to 1. 
No true ataxias were discovered ; those presented as. 
ataxic were found to have athetosis. 

It is therefore possible that very many cases of tension 
athetosis are at present classified as ‘‘ spastic paralysis,” 
and it may be that there is a preponderance of athetosis 
over spasticity generally in infantile cerebral palsy. It 


is also possible that most cases presumed to be mixed -` 


cases are tension athetoids, and many of the remainder 
may be spastics with apparent’ incodrdination due to 


_ pyramidal involvement only. 


Several children were transferred from the unit to 
institutions because of epilepsy, mental defect, and post- 
operative paralysis. Among cases reviewed 2 were 
seen with rigidity and tremor combined, and 3 were | 
cases of mental defect with no motor disability due to | 
dysfunction of the type describable.as cerebral palsy. 

After a preliminary examination by the cerebral 
palsy committee of the London County Council (now 
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consisting of the medical superintendent of Queen Mary’s 
Hospital for Children, four medical specialists, and 
myself) the child is given a probationary period in the 
unit to allow for classification and conditioning to 
environment, and to permit of some assessment of the 
mental potentialities of the child under review. Assess- 
ment of the total handicap, so far as present knowledge 
permits, is made as follows : 

(1) Functional ability. 

(2) Nutrition and appearance. 

(3) Ætiology. 

(4) Classification into one of five motor groups defined by 
Professor Phelps: spastic, athetoid, ataxic, rigid, tremor, 
or combined disability. 

(5) Analysis of specific disabilities—e. g., muscle imbalance, 
joint motion difficulty, eye defect, hearing defect. 

(6) Dominant handedness. 

_ (7) Mentality, having regard to sensorimotor handicap aad 
former environmental factors. 


TRAINING 


_ Training is instituted as follows, all measures over- 
lapping to form a whole rehabilitation scheme : 
(1) Senet ara 
_ (2) Everyday activities. 
(3) Occupational therapy. 
(4) Speech therapy. 
(5) School or kindergarten work. 


Physiotherapy includes the following measures :, 

(1) Functional oxamination, designed to discover the 
present ability of the child in ordinary life—e.g., ability 
to sit on a chair and to gain a standing position. 

(2) Athetoid or spastic motor examination (according to 
classification) to discover the range of voluntary motion 
and control present, and the limitations imposed by the 
disability in respect of each part. - 

(3) Respiratory and deglutition training. 

(4) Removal of faulty habit patterns. 

(5) Establishment of correct motor patterns through 
trained motion according to analyses made. 

(6) Balance—equilibration and muscle balance training. 

(7) Voluntary postural correction. 

(8) Special sense training. 


Everyday activities consist of motion learnt in physio- 
therapy practically applied—e.g., hopping, ball-throwing, 
eurhbythmy, and group work, such as rhythm band 
and games of all kinds. 

Occupational therapy consists of movement learnt 
in physiotherapy applied to the use of material—e.g., 
self-feeding, dressing, brick-building, typewriting, and 
group work, such as gardening, care of animals, &c. 

Speech therapy.—Speech training is based on move- 

ment learnt in physiotherapy applied to vocalisation and 

diction. Of course neither of these can be learned until 
respiratory difficulties, excess salivation, facial athetosis 
or spasticity, and tongue difficulties have been eliminated 
to some extent by physiotherapy. 

School work.—Ordinary lessons are taught: learned 
movement is applied in school; speech is practised in 
oral work. 

Physiotherapy is based on the concept that in spasticity 
the lesion is pyramidal whereas in athetosis the lesion is 
extrapyramidal; that damage to the cortex leads to 
a type of. motor dysfunction which differs essentially from 
that due to basal damage ; that dual lesions are actually 
rare, though commonly children are thought to have a 
dual lesion; and that tension athetosis is commonly 
diagnosed as spasticity. 

Movement training is so directed that in each case 
substitution is effected for the damaged function. -It is 
impossible to condense a description of therapy techniques 
or to eludicate the theories underlying these techniques 
in a paper of this length; but for those interested a 
bibliography is appended, and the unit has always 
welcomed visits from members of the medical and ancillary 
professions. 


_~ 
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Mechanical aids to training are introduced only to be 
discarded as progress is made; these include ‘“ skis” 
for walking, individually adapted chairs and tables, 
wooden-handled spoons. Light splints or small springs 
are occasionally used temporarily in education of move- 
ment. Physiotherapy apparatus is simple and consists 
only of two ordinary tables, one set of webbing slings, 
one sloping board, and one ski-slide for walking. 
Occupational therapy equipmeat is that used in any 
kindergarten, plus a typewriter, a fretsaw, and 
gardening equipment. 

Since the cerebral palsy unit at Queen Mary’s Hospital 
for Children is primarily a diagnostic and research unit, 
education in school is carried on as part of the rehabilita- 
tion programme for children of school age during their 
stay in the unit. Children who had entered this unit at 
pre-school ages are now up to the normal standard in 
school work. Those who have had hospital treatment 
before admission to the unit are necessarily retarded in 
school for reasons of motor disability and consequent - 
general retardation. | In some cases these children 
have been énabled to “catch up” to normal; im 
others the age factor and long-established poor 
habit were against them. All have made progre. 
consistent with increasing motor ability. 


RESULTS 


Owing to lack of provision of complete facilities and 
orthodox checking of results, it is impossible to offer 
final evidence other than the records and graphs kept 
between 1943 and 1946, the findings of the cerebral 
palsy committee, and the present condition of these 
children, formerly regarded as mentally affected spastic 
diplegics. 

ADMINISTRATION 


Since July, 1944, the cerebral palsy unit has ran a 
separate entity sO ‘far as treatment is concerned ; the 
children remain patients of the hospital but are housed 
in a separate building in the hospital grounds ; this block, 


‘has been adequately equipped for twenty children. The 


London County Council intends to expand the work, 
using the present unit as the diagnostic centre, and 
providing for children of educable mentality in special 
schools after a period of intensive treatment in this unit. 
Medical supervision is at present in.-the hands of the 
medical superintendent of the hospital, Dr. C. D. Agassiz, 
and, since its inception on an experimental basis, 


treatment as a whole has been my responsibility, A 


part-time medical officer,. a physiotherapist, an occupa- 
tional therapist, a part-time speech therapist, a teacher, 
and a splintman have since been added to the staff 
and specially trained in the-work. Care of the children 
is undertaken by a permanent staff of women orderlies 
supervised by a departmental sister. 

The building was designed for two main wards of 
forty beds, and two day-rooms, enclosing on three sides 
a common courtyard. The two wings are now used as 
dormitory and dining- and school-room. The third 
side, which unites them, is divided into treatment 
rooms, with four small side wards two of which are 
separate bedrooms, one a speech-room, and the fourth 
an office. One former ward kitchen is still used 


for meal service, and the other is partly a storage 


room for tools, clay, and other equipment, and partly 
a common-room for orderlies. 

Sanitary equipment includes low wash-basins and low 
lavatory seats with removable steps and arms for the 
younger children. Meals are served in the dining-room 
at a table for competent self-feeders, furnished with 
ordinary knives and forks and mugs, or at individual 
tables. for learning self-feeders, who use a detachable 
wooden tray with slots for plate and mug and a wooden- 
handled spoon. Children who have still to be fed are 
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at separate tables in a row, so that one orderly can feed 
them all. Chairs fit each table and are adapted for each 
child; steps and arms are used as long as they are 
needed. Similar chairs and tables are used for school 
work. Children unable to walk are moved from place to 
place in light wheeled chairs and are taken out daily ; 
those who can walk go about freely in the playground. 
Occasionally an outing is arranged, or the children are 
entertained in the hospital building. 

Routine is strict and allows 1//, hours’ individual 
therapy per child per week at present, and 2 hours 
each of group therapy. School work is limited to the 
usual terms but treatment is continued throughout the 
holidays, except where children are allowed to go home 
for a short time. In the holidays much attention is paid 
to outdoor games; see-saws, slides, swings are used, 
and there is a swimming-pool close by, where swimming 
is taught.. In fact, all activities commonly supposed to 
be out of reach of children with cerebral palsy are 
scientifically taught to this group. The results have been 
striking in spite of staff shortage and other handicaps. 


CONCLUSIONS 


Patients with cerebral palsy can be classified according 
to the clinical manifestations, which can generally be 
correlated with a presumed site of the lesion. 

Owing to the complicated nature of the syndromes and 
the factors of growth, it may take time fully to observe 
the manifestations which differentiate the syndromes ; 
but differentiation is simplified after a period of systematic 
training in a special clinic. Training differs essentially 
for each type of motor disability. 

In view of the facts that damage has been inflicted on 
a growing organism and that the repercussions of this 
damage are widespread, treatment should be given early 
and to the child as a whole, and preferably in suitable 
communities where all personnel are specially trained 
to work as a team. 


I wish to thank Prof. M. F. Lucas Keene, Dr. Ruth Bowden, 
and Prof. R. D. Lockhart for helpful criticism, and Mr. L. A. 
Key for advice and for permission to publish the cases described. 


BIBLIOGRAPHY 
ens Croonian lecture to the Royal College of 


Molt) Ted Physiotherapy Rev, 22, no. 3. 
S. (1941 bid, 21, 3. 

(ibaa) Nie. -Mirror, oats 6. 

(1 1946 Ment. Hlth, Lond. 6, 3 

mir A Way of Life for the Handicapped Child, 


=" ) Occup. esas ed Jan. F 

uck, M: C. (1946) J. ment. Sci. 9 

Doll, E. eia, W. M., Melcher, R. T + 1080) Mental Deficiency 
‘due a Birth renee New York. 

Duchenne, G. B. A. (1861) De?’ eae po cnleee: Paris. 

Evans, E. S. 1946) Proc. R. Soc. Med. 3 

Forani R., 


Beevor, C. po 
Physicia 
Promentis. 2 


B 
Collis, E 


others, B., Putnam, M. C. 4927) Birth Injuries of the 
ntral Nervous System, Baltimore. 
Gesell, Bo L. (1925) The Mental Growth of the Pre-School Child, New 


(1941) Wolf Child and Human Child, London. 
Jacobson, E. (1929) ad Nae Relaxation, Chicago. 
Kendall, H. Kendall, P. (1939) Care during the Recovery 
period in Paralytic Polion ceutis, Washington. 
Kreig, W. J. S. (1942) Functional Neuroanatomy, Philadelphia. 
Little; W. T 1853) Lancet, ii; 120. 

— 861) On the Influence of Abnormal Parturition, Difficult 
Lab our, Premature Hirth and Asphyxia Neonatorum on the 
Mental and Physical Condition of the Child. Address to 
nae te Society of London 

(1943) in Cunningham’s Textbook of Anatomy, 
London, an VII and VIII. 
moore B. (1934) The Neuromuscular Maturation of the Human 
END York. 
Marta E F. (1940) Occup. Therapy, 19, 331, 
Phelps, Ww. M. 1938) Proc. Aner. Ass. ment. Deficiency. 
(1939) Publ. Hlth Nursing, 31, 3. 
(1940) Med. Rec. 152, 216. 
11940) J. Bone Jt Surg. 22, 1004. 
BIN ye Amer. med, Ass. 117, 1621, 
(1941) N.Y. St. J iar 41, 1827. 
(1941) Sth. med. J. 770. 
(1941) Arch. phys. Ther. 22, 587. 
(1941) Proc. Ass. Reseurch nerv. ment, Dis. 21, 529. 
(1941) Physiotherapy Itev. 21, 136. 
Kiphbuth, R. J. H. (1932) The Diagnosis and Treatment of 
Postural Defects, Illinois. 
Stewart, R. M. (1942) Proc. R. Soc. Med. 36, 25. ' 


MR. FRANKLIN : CONGENITAL ATRESIA OF THE CSOPHAGUS 


[auaust 16, 1947 243 


CONGENITAL ATRESIA OF THE 
C(SOPHAGUS 


TWO CASES SUCCESSFULLY TREATED BY ANASTOMOSIS 


R. H. FRANKLIN 
M.B. Lond., F.R.C.S. 


SENIOR LECTURER IN SURGERY, BRITISH POSTGRADUATE 
MEDICAL SCHOOL, LONDON 


THE two cases of œsophageal atresia with tracheo- 
esophageal fistula reported below seem to be the first 
to be successfully treated in England. 

In America Ladd (1944), Haight (1944a and b), 
Haight and Townsley (1943), Holt et al. (1946), Leven 
(1939, 1941), and Humphreys (1944) have notably 
contributed to the surgery of this condition and great 
success has attended their efforts. 

Two factors have delayed progress in this country: 
the idea that the condition is extremely rare, and mis- 
conceptions about its nature. It is less rare than is 
usually supposed : 4 cases were found in 10,543 deliveries 
at the British Postgraduate Medical School, and Guthrie 


3d 


Fig. i—-Commonest type of con- as 2—Second commonest type 


genital cesophageal atresia: of congenital cesophageal 
pper cesophageal segment atresia: both segments end 
nds blindly at level of vena blindly, there being no fistula. 
gos arch; lower segment Gap between segments may 


rises from trachea. be large. 


(1945), searching the records at the Royal Hospital for 
Siek Children, Glasgow, found 24 proved and a further 
6 probable cases in 6916 necropsies. 

In the commonest type (80%) of congenital esophageal 
atresia (fig. 1) the upper cesophageal segment ends blindly, 
and the lower segment arises from the back of the 
trachea, forming a tracheo-csophageal fistula. In 
the next most common type (fig. 2) both segments of the 
wsophagus end blindly, and there may be a large gap 
between the segments. Very rarely there is a fistula 
between the upper segment and the trachea, or between 
both segments and the trachea. Still more rarely a 
fistula may exist without atresia. The cases here 
described were of the type shown in fig. 1. 


Case 1.—A female infant, first. child, born in Queen 
Charlotte’s Hospital on Jan. 10, 1947, birth weight . 
7 lb. 7 oz., had attacks of cyanosis soon after birth, and 
attempts at feeding were followed immediately by cyanosis 
and choking. 

The infant was seen by Prof. Alan Moncrieff, who made 
a tentative diagnosis of wsophageal atresia. No further 
feeding was attempted. The infant was transferred on 
Jan. 13 to Hammersmith Hospital, where the eno was 
confirmed. 


Confirmation of Diagnosis.—A soft rubber catheter was 
passed through the mouth and was arrested 10 cm. from the 
alveolar margin. Radioscopy showed that the lung fields 
were clear. Air was present in the stomach. [Iodised oil, 
1 c.cm., was introduced into the catheter. and was seen to 
remain in the blind upper segment ; -the oil was then with- 
drawn. This examination confirmed the presence of atresia, . 
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and, by demonstrating air in the stomach, showed the 
. type of anomaly. Care was taken to use only the smallest 
amount of iodised oil, so that none should spill over into 
the lungs. 


Preoperative Management.—The blind upper segment was 
kept empty by frequent aspiration. The child’s position was 
changed every quarter of an hour to allow each lung to 
expand. Dehydration was not noticeable, and no measures 
were instituted at this stage to introduce fluids. 


Operation (Jan. 13).—The infant was secured in a prone 
position over a rubber water-bottle, the head turned to the 
right and a folded towel placed under the right shoulder. 
The line of the skin incision was infiltrated with 1% pro- 
caine. No other anesthetic was used. Oxygen was given 
throughout the operation. 

The incision started over the second right rib 1 cm. from the 
spine and passed downwards, curving slightly outwards at 
its lower end over the sixth rib; 2 cm. of the posterior part 
of the fifth rib was excised subperiosteally, great care being 
taken to avoid opening the pleura. The incision was carried 
upwards in the extrapleural plane, the intercostal bundles 
being ligated and divided, and the fourth, third, and 
second ribs divided. A small piece of the fourth rib was 
excised to improve the exposure. 

The pleura was cautiously pushed inwards with a blunt 
dissector, and was inadvertently torn, but the hole was 
repaired by tying the edges together. The separation of the 
pleura was continued until the vena azygos arch came mite 
view.. This was divided between silk ligatures. 

By gentle manipulation of the catheter the upper 
segment was identified, and stay sutures were introduced. 
The lower segment was found arising from the posterior 
surface of the trachea at the level of the azygos arch 
and was ligated and divided as close to the trachea as 
possible. Stay sutures were introduced into the lower 
segment. 

Anastomosis was carried out with interrupted sutures of 
no. 0 silk. The lower segment was attached to the blind 
upper segment before the latter was opened ; and, when the 
posterior part of the anastomosis had been completed, a 
catheter was gently pushed down from the mouth into 
the stomach and the anastomosis completed over the 
catheter. 

At the end of the operation the catheter was withdrawn, 
and the wound was dusted with penicillin powder and closed 
round a rubber drainage-tube lying in the extrapleural 
space. 

Postoperative: Management.—The infant was placed in an 
oxygen tent, and the mediastinal drainage-tube was con- 
nected to a water-seal bottle. Nasopharyngeal aspiration 
continued. Position of infant changed systematically. 
Penicillin therapy started by intravenous drip set up in left 
leg. 

Progress.— Jan. 14: condition excellent. 

Jan. 15: good air-entry on both sides of chest ; penicillin 
by mouth every hour; swelling and induration of left calf ; 
drip set up in right leg. 

Jan. 16: penicillin 4000 units hourly by mouth; 
escaping round drainage-tube ; much oedema and redness of 
right leg; drip taken down ; rectal drip set up, 14,000 units 
hourly. 

Jan. 18: infant passed a stool; no penicillin found in 
mediastinal fistula; radioscopy after introduction of a small 
quantity of iodised oil into. nasopharynx showed that the 
oil entered the stomach; drainage-tube removed, and oral 
feeding started at noon : ‘at 10.30 p.m. the dressing was moist 
and curds were present. 

Jan. 19: infant very hungry; Kader Senn gastrostomy 
carried out (1% procaine) at noon; at 6 P.m. blood escaped 
from mediastinal wound on coughing. 

Jan. 20: 1.30 P.M., child exsanguinated ;_ blood-trans- 
fusion given. -Condition much improved at 4 P.M. 

During the next few days the chief concern was the varying 
amount of leakage from the mediastinal wound. 


Jan. 28: no leakage of milk from chest wound; saliva 
still leaks. 
Jan. 31: chest wound dry; gastrostomy tube removed ; 


child started breast-feeding. 
Feb. 17: child behaved normal except that Hb had fallen 

to 51%; ferrous sulphate given. ` 
March 12: Hb returning to normal ; 


child taking food 
| well by mouth. 


saliva: 


Case 2.—A female infant, second child delivered at 
St. Helier’s Hospital on April 24, 1947, by cesarean section 
by Miss M. D. Daley (disproportion had necessitated 
cesarean section in the first pregnancy). 

Birth weight 6 lb. 7 oz. Excessive mucus and slight 
cyanosis noted at birth; colour improved after pharyngeal 
aspiration. Saline by- mouth produced a recurrence of 
symptoms, but one dose of penicillin is said to have been 
retained. A rubber catheter passed by mouth was arrested 
10 cm. from the anterior alveolar margin. 

Diagnosis was confirmed by radiography carried out as 
in case l. Air demonstrated in stomach.: In spite of care 
taken, some iodised oil regurgitated into lungs and thence 
passed by an exceptionally large fistula into lower cesophageal 
segment and so into stomach. (This might lead to difficulties 
in diagnosis if screening were to be omitted and sole reliance 
placed on the radiogram.) 


Operation (April 26).—Local anesthetic. Posterior 
mediastinal extrapleural approach. Details of operation 
as in case 1. Anomaly found of type shown in fig.:1. Calibre 
of tracheo-cesophageal fistula almost as large as that of 
cesophagus. (#£sophagus reconstructed as in case 1. a 


Postoperative Management.—A blood-transfusion (100 c.cm.) 
was started in the theatre and was followed by an intravenous 
drip of N/5 glucose saline. The rest of the postoperative 
management closely followed what had been carried out in 
case l and was in the hands of Dr. J. N. O'Reilly; but two 
improvements were made: (l) the penicillin was given by 
mouth 10,000 units hourly, starting when the infant was 
returned to the ward; and (2) the mediastinal drainage- 
tube was removed earlier (April 30). Before the tube was 
removed it was shown radiographically that iodised oil was 
passing down the reconstructed cesophagus into the stomach. 

Feeds of expressed breast-milk were started on April 29. 
No leakage took place from the mediastinal wound at any time ; 
consequently a gastrostomy was unnecessary. This fact 
made it possible for the infant to make a smooth con- 


= valescence, and the only complications were a Horner’s 


syndrome ‘and a slight ulnar palsy (both on the right side). 
The former cleared before the child left hospital. _ 

When discharged on April 25 the child was taking breast- 
feeds normally every four hours. Her progress has been 
maintained. 


DISCUSSION 7 


Early diagnosis is essential if success is to be obtained 
in these cases; to this end all babies with attacks of 
cyanosis and choking, made worse by .attempts at 
feeding, must, until the contrary is proved, be regarded 
as having congenital cesophageal atresia. Meanwhile 
no feeding must be attempted. Unskilled attempts 
at diagnosis may lead to the contrast medium spilling 
over into the lungs. The proper method of diagnosis 
is described in detail. 

As regards the operation, the Scioapleusal approach 
offers the best chance of success, because the suture line 
is almost certain to leak, and a leak within the pleura 
will almost inevitably ‘kill the child. The use of 
penicillin greatly increases the chances of success. 

The postoperative management is of the utmost 
importance, and without the codperation of a skilled 
pediatrician to take charge of the fluid’ requirements, 
and the unstinted services of an intelligent and con- 
scientious nurse, the most careful operation will be of 
no avail. 


I wish to thank Dr. Trevor Mann for looking after water 
balance and feeding after the operation; Prof. Alan 
Moncrieff for most helpful advice; and Sister Anderson and 
her staff nurse for their willing coöperation. 
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SUDDEN DEATH FROM PERFORATED 
GASTRIC ULCER 
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M.D. Leeds 


CasEs of immediate death from the perforation of a 
gastric ulcer seem to be rare. Hurst and Stewart (1929) 
stated that ‘‘in exceptional cases the agony caused by 
the perforation is so overwhelming, and its effect on the 
circulation and nervous system so great, that it has 
caused sudden and immediate death; and in other 
cases, though not immediate, death occurs before signs 
of peritonitis have developed.” Moynihan (1901) found 
a perforation of the duodenum just beyond the pylorus 
in a case of sudden death, the relatives affirming that 
the patient had never had any gastric or intestinal 
disease. Simpson (1936), in a very extensive experience 
of autopsies on cases of sudden death, only recalls two 
similar cases, one of which was that of a man, aged 32, 
who collapsed and died in the street; a very recent 
perforation of an acute duodenal ulcer was found post 
mortem, and although the peritoneal sac was full of bile- 
stained duodenal contents, there was no peritonitis. The 
right heart was widely dilated, the left firmly contracted. 
There was no other disease. 

Moynihan (1928) stated that not one of the signs of 
shock (increased pulse-rate, diminished blood-pressure, 
reduced blood volume) may be present within an hour 
or two of perforation, and that prostration was a more 
suitable term for the condition found. McCreery (1938) 
commented on the relative infrequency of shock in 
these cases. The systolic blood-pressure was below 
100 mm. Hg in only 1 of the 63 of his cases that 
recovered, and in 7 of 19 fatal cases. Eliason and 
Ebeling (1934) stated that in only 4 of 46 cases was the 
systolic pressure below 100 ‘mm. Hg. 
said that only 6% of 335 cases had classical symptoms of 
shock. He found no definite relation between the degree 
of shock and the size of the perforation or the amount 
of fluid in the peritoneal cavity. In the following case 
sudden. death followed the perforation of an ulcer on 
the lesser curvature of the stomach. 


CASE-RECORD 


A tube-finisher, aged 45, who had been an outdoor labourer 
until three years earlier, had had gastric trouble for some 
years, not serious enough to interfere with his work. Epi- 
gastric pain came on about an hour after food, lasted about 
half an hour or less, and was relieved by alkaline powder. 
Radiography on Aug. 11, 1942, revealed an ulcer of the lesser 
curvature, the gastric emptying time being four hours. He 
was put on a restricted diet but continued at his work as 
before. 

On the morning of Sept. 16 he complained of pain in the 
upper part of his chest at the back, and later at work he 
had a feeling of oppression in the chest. However, he worked 
throughout the day as usual and partook of his usual meals 
at 10.30 a.m. and 12.30 P.M., both of which consisted of 
steamed fish, white sauce, butter, and milk. He had a cup of 
tea and some biscuits at 4 P.M. and returned home at 8.45 P.M., 
normal and apparently cheerful. He took a dose of alkaline 
powder, as was his custom. He then had occasion to reprove 
and punish his young son and was very much emotionally 
upset later on at finding himself in error for doing so. He 
then became short of breath and was tapping his chest with 
the flat of his hands and complained of a pain over the right 
scapula. He retched but did not vomit, then sat down and 
lit a cigarette. He seemed comfortable and went upstairs at 
10.20 P.M., where he undressed, wound up his watch, put out 


his cigarette, and went to bed. Shortly afterwards his wife 


heard him moaning. She found him with his arms and legs 
extended and his hands clenched. His face was deathly 
pale, and he repeatedly blinked his eyelids. He gasped but 
could not speak; but, asked where his pain was, pointed to 
the lower part of the sternum. He died at 10.35 P.M. 


Post-mortem Findings.—Necropsy was performed next day. - 


There was no food, blood, or free fluid recognisable in the 
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peritoneal cavity, and no sign of peritoneal irritation or 
inflammation. The stomach was large and contained a 
moderate amount of milky white fluid. There was a simple 
obviously chronic ulcer on the anterior surface, close to the 
lesser curvature, midway between the cesophageal opening 
and the pylorus. The ulcer crater was !/, in. deep and 1 in. 
wide. There was an oval perforation, 4 mm. long and 2 mm. 
wide, through the floor of the ulcer into the main peritoneal - 
cavity. There were some local peritoneal and omental 
adhesions. The gall-bladder was bound down ‘by 
adhesions. 

There was evidence that the heart had stopped in a systolic 
phase, and no blood was present in the left ventricle. No 
defect was found in the coronary arteries or their branches 
apart from slight atheroma ; the myocardium and the cardiac 
structure appeared normal. There was some atheroma of 
the descending aorta, especially near its bifurcation. ‘There 
was no macroscopic abnormality of the kidneys and endo- 
crine system, including the suprarenals. There was a small 
diverticulum of the urinary bladder. The intestinal tract, 
peritoneum, and brain appeared normal. 


also 


COMMENTS 


Death apparently took place almost immediately after 
the perforation of a gastric ulcer and before any signs 
of peritonitis had time to develop. It is not clear 
exactly how the termination, in such a case, is brought 
about. It is known that mechanical irritation or acci- 
dental section of the vagus nerve in the neck can cause 
sudden death, attributed to inhibition of the action of 
the heart. It is also possible that exhaustion of the 
hypothalamus, such as might result from an emotional 
upheaval, followed by perforation of the ulcer, as in 
this case, might lead to uncontrolled vagal inhibition and 
sudden death. 

Gas embolism as the cause of sudden death is unlikely, 
since the gas would have to enter the systemic circulation, 
and examination of the lungs excluded this. 

Widal et al. (1920) produced in dogs sudden death 
from “ hxemoclastic crisis’’ by injecting autolytic products 
of protein digestion into the general circulation, but the 
absence of food or fluid in the peritoneal cavity in the 
present case rules out such a happening. 

I am indebted to Dr. A. V. Neale, physician to 
the Birmingham United Hospital, who performed the: 
necropsy, for the following comment : 


“ There seems to be no doubt, from the clinical sequence 
of events and the necropsy findings, that this man died 
very rapidly as a direct result of the ulcer perforation. 
There were no indications of any other important structural 
disease. The mode of death suggests a rapid exhaustion 
of the neuro-circulatory mechanisms, as a final response 
to the violent and sustained pain of the perforation. 
Vagus reflex inhibitory influences may have played some 
part in this adverse reaction. The total circumstances, 
mental and physical, in a catastrophe of this kind have to 
be summed up in arriving at possible reasons for rapid 
death. An emotional storm, as in the present case, though 
subsiding somewhat, may be a relevant factor in increasing 
the susceptibility. There are points in the present case 
directing towards this view.” 
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» 66 


- Public health research of earlier days was often 
concerned with the minimum conditions necessary to ward 
off disease and preserve health. ... Now... wo are travelling 
away from the nicely-calculated more-or-less-ness of minima, 
towards the more liberal view of optima for the preservation 
and enhancement of health.’’—Dr. J. L. Burn, Recent Advance 
in Public Health, London, 1947, p. 1. 
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Reviews of Books 


Animal Genetics and Medicine 


Hans GRUNEBERG, PH.D., M.D., reader in genetics, 
University College, London. With a foreword by Sir 
Henry DALE, o.m. London: H. Hamilton. 1947. 
Pp. xii +296. 21s. 


In human genetics people too often assume, once 


it has been established that a disease is due to a parti- 
cular gene—dominant, recessive, or sex-linked—that 
there is no more to be said. Dr. Griineberg’s account 
of animal genetics, though confined to rodents, indicates 
how far from being correct is this narrow viewpoint. 
Inherited disease is as dynamic a process as any other 
type of disease. The gene is a substance, whose action 
is not magical but which produces an end-result by 
means of concrete physiological and pathological mecha- 
nisms. These mechantsms can be closely studied in 
animals, where both gene and environment can be 
purified to a degree unthinkable in the case of human 
subjects. The obvious disadvantage of insect material 
—that the experimental organism is so unlike man— 
does not apply so strongly to rodents. The medical 
reader of this book will be astonished to find how many 
hereditary or partly hereditary conditions and diseases 
known in man are paralleled in other mammals. Spastic 
paralysis, ataxia, acholuric jaundice, microphthalmia, 
polydactyly, diabetes, and harelip are just a few 
examples. Even epilepsy occurs in rodents. The Viennese 
white rabbit is liable to spontaneous major attacks, and 
these and other animals with inherited epileptic diathesis 
have a lowered threshold to ‘ Cardiazol.’ Certain mice 
are thrown into convulsions by sound and others similarly 
affected by odours. ; 

The essence of Dr. Griineberg’s presentation, however, 
is not so much to point out parallels as to establish the 
system of cause and effect which has been initiated by 
each gene. This treatment lays bare fascinating net- 
works of pathological events; in tracing the multiple 


effects seen, for example, in the grey lethal or the hydro- 


cephalic mouse, it rivals any study of crime in fact or 


fiction. Moreover, the discovery of red cells containing — 


“free” iron (siderocytes) in flexed-tail anzemic mice 
has had a direct bearing on the diagnosis of anzemias in 
man. The accounts of hereditary variation in immunity 
to infections, though brief, are stimulating to the imagina- 
tion. At the same time, the student who reads the book 
is never in danger of being misled by speculative dis- 
cussion. The known facts are always stated in the 
clearest language and distinguished from the author’s 
own inferences or those of other workers. No attempt 
is made to conceal the numerous points on which informa- 
tion is inadequate, however uncomfortable this may be 
as regards satisfactory theory. The ‘‘ pedigree of causes,” 
which it is the aim of the method to establish for each 
condition, is almost always incomplete. As the writer 
himself points out, the analyses which can be made on 
.existing embryological, histological, and clinical evidence 
are usually at the mechanical level rather than at the 
more fundamental chemical level. Such analysis is, how- 
ever, the first step, which must be taken; and in taking 
it Dr. Griineberg is doing for the pathology of genetically 
determined diseases what Virchow did for pathology in 
general. The happy circumstance that he himself 
has not only contributed very substantially to our 
present knowledge of rodent genetics but is also a clinician 
and a pathologist has enabled him to present the new 
field of investigation so well that the book should become 
a medical classic. 


Insect Pests 
(2nd ed.) W. CLUNIE Harvey, M.D., D.P.H.; HARRY 
HILL, F.R.SAN.I., A.M.I.S.E. London: H. K. Lewis. 
1947. Pp. 347. 14e. 


THis handbook, dealing with the insect pests liable to 
infest British people or their dwellings, is designed for 
regular reference by the practical hygiene official. The 

chapters on procedure and legislative control, as well 
‘as that on building construction and infestation, are 


comprehensive, and are no doubt based on the solid- 


experience of the authors. The sections dealing with 


‘doses of cestrogen (stilbcestrol) 


control measures are generally good, though it is surpris- 
ing to find no description of controlled tipping, or the 
management of refuse-tips to control infestations by 
flies and crickets. The hot-air disinfestors, which were 
so useful to disinfest bundles from air-raid shelters 
during the war, are not mentioned, and there are also 
lacunz in the biological data: for example, a ‘section 
on the bed-bug which goes into anatomical details of 
the organ of Berlese should not omit the useful informa- 
tion on bug biology summarised in the Medical Research 
Council report of 1942. Data on speed of development 
of the bug and its resistance to starvation under different 
climatic conditions are of practical importance. A 
number of misprints in the specific names of insects 
should not have crept into a second edition. Two new 
chapters, on mosquitoes and on new insecticides, are 
useful, and where the specific uses of new insecticides 
are given, the advice is sound; but several out-of- 
date methods should have been relegated to second place 
or dropped altogether: for example, the elaborate 
method of bug-disinfestation by use of heavy naphtha 
should be superseded by the much simpler and more 
reliable use of D.D.T. spray. No mention is made of 
Iethane hair oil for use against head lice, nor of benzyl 


‘benzoate emulsion for scabies, though both were added 


to the National War Formulary in recent years. 


Treatment of Diabetes Mellitus 


(8th ed.) Exxiotr P. JosLIN, M.p.; Howarp F. Root, 
M.D.; PRISCILLA WHITE, M.D.; ALEXANDER MARBLE, 
M.D.; C. CABELL BAILEY, M.D. London: H. Kimpton. 
1947. Pp. 861. 50s. ; 


WE welcome the new edition of this book not only 
because it brings the Boston school’s thoughts on the 
subject up to date, but because it gives us most of the 
references new and old on this wide subject. For this 
reason alone everybody seriously interested in diabetes 
and carbohydrate metabolism must have it; and the 
covers and binding hardly seem strong enough for the 
hard reference work the book will meet. The inde- 
fatigable work of Joslin and his group is so highly valued, 
and their ideas are so often ahead of accepted facts, 
that criticism of their book may be offered almost 
appreciatively. One edition stated that diabetes starts 
and ends with obesity as a cause, another that diabetes 
is a recessive mendelian hereditary disease; but this 
edition seems to have retracted its statistical dogmatism 
on these points. A new and interesting suggestion is 
that ‘‘ hormonal imbalance ” is the chief cause of the 
high prenatal and neonatal death-rate in the babies of 
diabetic mothers. The authors claim that such disasters 
can be prevented by giving the diabetic mother very large 


and progesterone, the 
former being the more important. poe is 


‘The Principles and Practice of Medicine 


Originally written by WmLIaAM OSLER, M.D., F.R.C.P. 
(16th ed.) H. A. CHRISTIAN, A.M., M.D.; LL.D., HON. SO:D., 
HON. F.R.C.P.C., F.A.0.P., Hersey professor of the theory 
and practice of physic, emeritus, Harvard University. 
AO D. Appleton-Century Co. 1947. Pp. 1539. 
ACCOMPANYING the 16th edition of -this famous text- 
book is a short history of medicine as it has developed 
since Osler brought out his first edition in 1892—a 
story of remarkable progress. Professor Christian has 
retained the personal touch for which ‘ Osler” has 
always been famous, while bringing the book up to date. 
Penicillin and the sulphonamides are here in full; 
tridione is mentioned in the treatment of petit-mal, and 
streptomycin for tuberculosis (though not for leprosy). 
Psychosomatic medicine was recognised in the last 
edition (1942), but surely by now deserves more than a 
page and a half. Medical facts of historical interest, 
which have helped to make the book so popular, are 
still here: for example, the researches carried ‘out on 
acclimatisation by Haldane, Douglas, and Henderson 
on Pike’s Peak. ` The references at the end of each chapter 
might conveniently be put in alphabetical order. 'The 
last seven pages are devoted to those normal laboratory 
values of blood, plasma, and serum which sooner or 
later everyone forgets. Taking it all round “ Osler ” 
remains the ideal bedside medical textbook: 
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Readjustment 


A PATIENT comes to his doctor in a state of mild 
nervous breakdown. He is finding the day-to-day 
management of his life increasingly difficult. No 
organ system is unhealthy, but his capacity for 
adaptation to the demands of his environment and 
to his inner needs is inadequate ; there is a break- 
down affecting the person as a whole vis-a-vis 
the environment as a whole. In such a case the 
patient’s inability to meet the current requirements 
of work and adaptation can generally be traced to 
diversion of part of his energies to the solution of 
unsolved emotional or personal problems of the past 
—problems by no means extinct but living on into 
the present, usually well below the level of conscious 
awareness. On the surface there seems to be no 
reason why, with all his apparent health and good will, 
the patient cannot make a success of his life. He is 
“ ready to start again,” to start with a clean slate. 
But Nature provides the sponge only for those who 
have finished their tasks. It may be impossible to 
restore a working equilibrium unless each of the 
issues once shirked is faced again, the reason for the 
past evasions is examined, and the old struggles are 
relived (but with clearer insight) till the gaps in 
past experience are closed and his life in the present 
is unencumbered by the pressure of old conflicts. 
In all this the doctor’s function is to be not only 
an analyst of the forces, cohesive and disruptive, 
within the patient’s mind, but also to be the catalyst 
of a new synthesis. 


Today, in our body politic, no one “system,” 
trade, or industry is manifestly disordered, but their 
interaction as one whole is unsatisfactory. On super- 
ficial viewing there is enough energy to meet all 
current requirements; but something is lacking 
in codrdination or morale. Computations of man- 
power or horse-power are no true index of potentiality : 
in the coal industry, for example, failure to act on the 
recommendations of the Sankey Commission after 
the first world war created a gap between expectation 
and fulfilment—a sense of frustration—which per- 
meates the situation today. Time, says the psycho- 


analyst, never heals ; procrastination is not a thera- 


peutic agent ; and it is not an act of political wisdom 
to ask any man to forget the past. Similarly, in 
international as well as national relations unmeasur- 
able elements have to be given their importance if 
we are to readjust our values, and redeploy our forces, 
in this our latest malaise. 


One of the great (but little sung) benefits of war is 
that the community is given an object, the enemy, 
on which aggression may be turned with an easy 
conscience. The group-disruptive forces, which are 
always present—is not a mixture of love and hate 
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for the same object our most human characteristic ? 
—thus find to a large extent a temporary approved 
outlet. To try to recapture “the Dunkirk spirit ” 
without providing a threatening enemy at the doorstep 
is to attempt the impossible; for the problem is 
different. The threat now is not so much external as 
internal; and we face only with great reluctance 
the need to reorganise our way of living sufficiently 
to make our social and economic metabolism balance. 
Just as the individual dreads to face the disruptive 
forces within himself, so the community now dreads 
to face the social aggression and economic chaos 
which it fears is imminent. It is highly unlikely 
that such a danger is actually near, but the anxiety 
about it is present. just the same. Our British 
way of adjustment and compromise rejects either 
extreme measures or short cuts ; our political experi- 
ence and the faith we repose in each other leads us 
to believe that it will be unnecessary for us either to 
be swept into the Russian orbit or become a cat’s-paw 
of American big business. But time is short, adjust- — 
ment is always slow, and we always fear the worst, 
not least while denying its possibility. 


Each of us responds to the national difficulties in 
his own way. Some feel threatened by any change 
at all; a very few regard any change, however 
tumultuous, with indifference or amusement; . the 
majority are affected, though by different aspects of 
the same thing. A crisis exists when everyone, except 
the queer people at either extreme, believes that 
a change beyond anyone’s control will occur. A 
crisis does not exist if changes, however great, are 
unobserved, or if there is a strong belief that the 
pattern of equilibrium will right itself, or if the 
changes can be controlled by forces or institutions 
or people who are trusted. Where morale is high, 
adaptability is also high: and if a high degree of 
adaptability can be achieved the danger-point will 
nearly always be passed in safety. To judge whether 
there is a “‘ crisis ” on us now we may ask what is the 
state of our morale, our capacity for mutual trust, our 
belief in a common purpose, our tolerance of differ- 
ences, and our readiness to accept changes, if need be, 
in the pattern of our lives. | 


If we are all in this together, who is to be the 
therapist to resolve our difficulties? Are the blind 
to lead the blind? Do we not need a leader whose 
clarion calls will rally the nation, a powerful will to 
overrule the obstructive, a man of blameless record 
on whom all can rely ? (How reminiscent are these 
pleading wishes of the sufferer in his individual crisis 
who desires as a helper the biggest name in the 
profession, or to be told what to do, or someone he | 
can “really” trust.) How, more rationally, can we 
find an outside helper, a catalyst and synthesiser, 
who stands calmly above the battle? If the only 
analogue known to medicine were that of individual 
therapy the question would be hard to answer. But | 
the past few years have seen developments in another 
technique in which the study of the intra-group 
tensions is made the task, the therapeutic task, of the 
group itself. Here the disruptive forces tending to 
break up the group are given at least as much con- 
sideration as those which lead to group coherence, 
and the members get from the discussion only as much 
as they put into it. In group therapy of this kind, 


-` administered, safe, and effective. 
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the rôle of the doctor is not that of an adviser but 
of a “ clarifier ” : the patients’ appeals to him for 
guidance, their looking to him for leadership, are 
signs of temporary mutual distrust. His most effective 
power is shown, or his impotence most clearly dis- 
played, in his handling of the hostile demands for 
action at a time when action is inappropriate. His skill 
lies not in persuading them to follow a course of action 
but examining with them—for he is a member of the 


group—the reason why they are blocked from achiev- 


ing their goals. Today, instead of asking for a leader, 
we should be recognising that part of the duty of 
analysis, clarification, and catalysis devolves on each 
one of us; we must not pass on any burden of 
thought, responsibility, or courage that we can carry 
ourselves. The Government must inevitably function 
as the chief clarifier, but it cannot do this if the 
public does not want the issues to be clear. 


= Gonorrhea in General Practice 
GonorRH@A is one of those problem diseases 


which the practitioner has ‘always regarded rather 


warily. He has recognised that it is resistant to 
treatment, that its cure is hard to determine, and 
that it may have serious consequences for the 
individual, the family, and the public health. 
Formerly, therefore, he was content to send the 
patient straight to a specialist and to limit his own 
réle to help in adjusting family difficulties. In the 
days when the sulphonamide drugs seemed to lessen 
the difficulty he became much more inclined to “‘ have 
a go”; but, while rejoicing in apparent successes, 
he quickly passed the failures on for expert advice. 
Since penicillin has been obtainable there has been 
a further change of outlook, and the practitioner is 
tending more and more to treat gonorrhea, at any 
rate in the male. This may prove an advantage 
to the patient, provided certain standards are 
maintained and certain responsibilities are 
recognised and accepted. The drug is easily 
Where, then, do 
any dangers lie? - | 

First is the question of diagnosis. It is still not 
universally appreciated that there are common causes 
of urethritis other than the gonococcus, and that 
most of them are not susceptible to penicillin treat- 
ment. If penicillin is given without a preliminary 
microscopical test the diagnosis may always remain 
in doubt; and accurate diagnosis is essential both 
= for successful treatment and as a guide to the right 
course to adopt in investigating and treating contacts, 
both inside and outside the family. Next comes the 
question of dosage. With so safe a drug it is tempting 
to overwhelm the gonococcus with a massive initial 
dose. The difficulty is, of course, that syphilis is 
often contracted at the same time as the gonorrhea, 
and syphilis has a longer incubation period. Even 
small doses of penicillin can prolong the incubation 
period of syphilis, or mask the early stages of the 
disease, and larger doses, if they do not entirely 
destroy the infection, will increase this danger. 
Dosage should therefore be limited to the minimum 
which will give a high proportion of successes. 


After treatment cure must be established. With 
penicillin prompt cessation of symptoms and signs 
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is the rule; but it may be deceptive, for gonorrhea 
is notorious for its tendency to infectious latency. 

A period of close observation and a series of careful 
tests are essential before cure can be presumed. 

Most of these tests are matters for the expert, but with 
male patients there is a simple one which is within 
the scope of the practitioner and may indicate in good 
time the desirability of further advice. Symptom- 
less carriers of infection are often free from signs 
at most times of the day, but examination of the 
first morning specimen of urine, held for at least eight 
hours and recently passed, is likely to yield evidence 
of infection obvious to the naked eye in the form of 
threads, haziness, or turbidity. Such a test should 
be repeated several times. That cure should not be 
presumed. easily or lightly is evident from the common 
experience that relapse in the symptomless patient 
may come weeks or months after apparently successful 
treatment. Clinically these cases cannot be dis- 
tinguished from those due to reinfection, but the 
sequence of events has been observed so often in 
patients whose histories seem reliable that the fact 
of genuine relapses must be accepted. In the female: 
diagnosis and the determination of cure are consider- 
ably more difficult, and require specialised aids, such. 
as a good culture medium, which practitioners seldom 
have at hand. 


Already there is reason n to think that these simple 
rules are not being observed. Sometimes patients 
with urethritis arrive at hospital for diagnosis after 
having had anything up to 3 mega units of penicillin 
from their doctors; and there must be other cases 
in which this attempt at confirmation is not made 
at all. There is some fear too that the greater use of 
penicillin by mouth may add to the confusion of a 
dangerous situation. Oral penicillin is less certain 
in its action, and the appropriate dosage is more 
dificult to estimate: the patient must codperate 
strictly in taking the right doses at the right time, 
and the standards of tests for cure must be very 
high. If we allow ourselves to be misled by the 
ease and simplicity of this form of treatment the 
result will be a legacy of latent infection with all its 
crippling after-effects ; and it is only too likely that 
we shall breed and foster lusty strains of penicillin- 
resistant gonococci. 


Cerebral Palsy in Children 


THE idea that congenital and acquired cerebral 
palsy can be treated is still new enough to be startling. 
The work of Dr. WintHRor M. PHELPs in America, 
the example of Dr. E. R. Caryson (himself a cerebral 
diplegic), and the founding of schools at Croydon! and 


Birmingham ? for affected children, and of hospital 


clinics for their treatment, all testify to a live 
interest in this subject. The newly formed British 
Council for the Welfare of Spastics and the 
Scottish Council for the Care of Spastics are 
planning programmes of research and courses of 
training for therapists and teachers, and the Ministry 
of Education? is supporting an} appeal of the 
B.C.W.S. to local education authorities forj financial 
contributions. 
1. Lancet, 1946, ii, 354. 


2. Ibid, 1947, i, 108. 
3. Ibid, Aug. 9, p. 230. 
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Some of the best work of the kind has been done 
at the London County Council cerebral palsy unit 
at Queen Mary’s Hospital, Carshalton, since January, 
1943. Here, with makeshift and limited equipment 
and dowdy though roomy quarters, Mrs. EIRENE 
CoLLis is making studies of muscle action, and 
getting good results in the treatment of a group 
of diplegic children. On p. 239 she describes some 
of her results. 
heads: as spastic, where the lesion is ‘mainly pyra- 
midal, and as athetoid, where the lesion is mainly in 
the basal ganglia. There are also ataxic cases in which 
the lesion is cerebellar. Mixed cases, it seems, are 
rare, and in practice it can be assumed that a child 
with athetosis has no true spasticity: his apparent 
spasticity is of psychological origin, deriving from his 
‘attempt to control the athetosis ; and the child can 
overcome it. He is first taught to relax—to lie 
_ completely at physiological rest for a longer and 
longer period at each session. He then learns accurate 
purposeful movement, not merely as a form of play 
therapy or as a side-line to occupational pursuits 
(though these may be used too), but as a serious study 
at which he is expected to work. The atmosphere of 
work and attention in the treatment room helps the 
child to develop his character and sense of responsi- 
bility. Nor are things made particularly easy for him ; 
he is not told “ Lift your arm ’’’—a thing he does 
every day of his life and takes as a matter of course— 
but “‘ Abduct your arm,” a technical term which 
puts the movement in a different and more important 
light. He learns incidentally to his treatment the main 
muscles by name, and responds to requests in which 
they are so mentioned. This calls for at least average 
intelligence in the child; and children with cerebral 
palsy are in fact nearly always normal mentally. 
Indeed, if a child, whether athetoid or spastic, proves 
incapable of benefiting by sustained adequate treat- 
ment this is generally evidence, Mrs. Cou.is finds, of 
mental defect. The younger children of course, 
cannot follow such complex patterns as the older 
children, but they early learn to think of the 
treatment room as a’ place of work and study. 
The playroom is different, with its own informal 
atmosphere. 


The spastic child differs E from the 
athetoid ; his spasm is pyramidal in origin, and he 
cannot relax it; no amount of training in relaxation 
will help him to lengthen a spastic muscle. His 
difficulty must be approached in another way. In 
any movement, the prime mover of a joint is a muscle 
acting against gravity or against resistance.. Thus in 
the ordinary position of the arm the biceps is the 
prime mover of the elbow-joint. In the spastic child 
the tense biceps cannot lengthen steadily and easily 
in order to let the triceps straighten the elbow ; but 
raise the arm above the head and the situation is 
changed : the triceps is now the prime mover, acting 
against gravity, while the biceps becomes the synergist, 
and it is now found that the child can easily straighten 
the arm. In other words, the biceps when acting as a 
synergist loses its spasm ; for, as Woop Jones * has 
pointed out, we cannot by taking thought alter the 
muscle sequence in a movement. Once the prime 


4. Wooa, Jones, F., Porteus, S. D. Matrix of the Mind, Honolulu, 
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mover acts the synergists fall into their pattern and 
accompany its movements by changing length 
appropriately. The task, then, with the spastic child, 
is to teach him the feel of his muscles when they are 
acting without spasm: to give him a “ kinesthetic 
image ” of the perfect movement. Once this has 
been achieved the child himself develops the idea— 


_he learns to perform the same movements with the 


muscle in the ordinary anti-gravity position. 


Mrs. Co.uis has a simple device for reversing the ` 
effect of gravity: she places the child head down- 
wards on rather a steep inclined plane, and tells him 
to let his arms hang above his head. In this position 
all the usual prime movers take their place as syner- 
gists: the latissimus dorsi and biceps lengthen, the 
legs fall apart by their own weight, the gastrocnemius 
lengthens in favour of the tibialis anticus; and 
the child is able to learn movements long denied 
him. 


It requires attention on the child’s part to perform 
these movements and to translate them into their 
counterparts in the upright position; and it is thus 
not surprising that if. treatment is interrupted the 
child’s progress is hindered, and he deteriorates. A. 
pianist maintains his virtuosity only by constant and 
regular practice, particularly in the. early stages. 
The adult spastic who has worked hard at overcoming 
his disability is able to maintain his standard because 
he has the necessary knowledge and responsibility, 
quite apart from the years of practice behind him ; 
but similar qualities cannot be expected of a child. 
It is thus the more unfortunate that the L.C.C. 
cerebral palsy unit is at present handicapped by lack 
of adequate staff, both trained and untrained. 


The subject is intricate, and calls for a careful study 
of individual movements. At the unit a chart for the 
examination of spastics covers 74 muscles, which must 
be noted as normal, spastic, or flaccid ; while a joint- 
motion chart for athetoids covers 86 movements.’ 
Exercise is planned to meet the findings in indi- 
vidual children, and is based on analyses of normal 
movements. From this unit, which is mainly for 
research, older children will shortly be handed on 
to appropriate schools after diagnosis, classification, 
and a comparatively short period of intensive training ; 
the chief aim of the unit is to provide for the preschool 
child before he can acquire deformities and bizarre 
behaviour patterns. 


Ordinary school lessons are given to the school-age 
children daily in between time by a qualified teacher 
specially trained in the unit, and it is noteworthy 
that the behaviour of the children both at school and 
at play is much more like that of normal children than 
is that of the usual “ hospitalised ”? child. They do 
not freeze into dumb politeness before a visitor, and 
they are pleasantly boisterous with one another: 
the atmosphere is not that of a ward, nor are the 


children encouraged to think of themselves as patients ; 


they are a group of school and preschool children 
working to overcome a disability while pursuing their 
ordinary studies. This is the spirit which should be 
encouraged in all wards where children are gathered 
for long-term treatment. 

6. Routine work is set out n Mrs. Collis’s book: A Way of Life 


pr the Handicapped Child. London : Faber & Faber. 
1947. Pp. 183. 103. 6d. 
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Annotations 


TEMPORARY REGISTER 


Last week we summarised the Bill by which the 
Government propose next session” to regularise the 
position of doctors holding Colonial or foreign qualifica- 
tions, who have been temporarily registered by the 
General Medical Council, or have served in the British 


Armed Forces, or have entered this country through” 


_ circumstances of war. Since 1940 temporary registration 
has permitted refugee doctors to work in this country 
in hospitals or as assistants, though not as independent 
practitioners; but unless fresh action is taken this 
permission will lapse at the end of the year. The number 
who may be expected to seek permanent registration is 
less than 2000, and many are elderly people. While 
refugees could not expect any arrangements to be made 
which in the post-war search for appointments would place 
. them in a better position than their British colleagues 
retained in the Services, the time has certainly come for 
putting an end to the miserable uncertainties .of their 
position. Very many have proved themselves good 
friends in war and peace, and will have no difficulty in 
providing the General Medical Council with evidence of 

“ satisfactory service.” The claims of recent entrants who 
have made no contribution to the Allied war effort are of 
course more open to question ; but in general we ewe 
a measure which if anything i is overdue. 


EARLY DETECTION OF POLIOMYELITIS 


THE United States, with its heavier incidence of the 
disease, offers scope for observation of poliomyehtis that 
have not been paralleled in this country. In an analysis 
of 1125 cases treated in Minneapolis during the 1946 
epidemic, Dr. John F. Pohl? suggests that the diagnosis 
can usually be established within twenty-four hours of 
onset. Headache, he says, was the most distinctive 
initial complamt, and this was usually of a severe, 
generalised, unrelenting type rare in the illnesses of 
childhood ; it was particularly prominent ,during the 
first twenty-four hours in 57% of all patients. Fever 
was recorded within the first twenty-four hours in 80%, 
but this was in no way distinctive; the elevation 
of temperature was usually moderate. Otherwise the 
principal symptoms, in order of frequency during the 
first twenty-four hours, were nausea, vomiting, anorexia, 
stiff neck, stiff back, painful extremities, and general 
malaise with listlessness. Among the 4% of patients 
who complained of head cold or respiratory infection 
at the onset, the complaint was not generally confirmed 
on physical examination; and the 10% m whom sore 
throat was an early symptom were observed to have 
no inflammation of the throat. This symptom was ten 
times commoner in cases where bulbar symptoms 
ultimately developed than.in those which eventually 
showed paralysis of spinal origin. In 22% of the 
patients there was a history of the symptoms having 
abated for 2—3 days after an initial and characteristic 
illness of about twenty-four hours. 

The diagnosis, Pohl asserts, can be established very 
surely by physical examination. The patient lies quietly 
in bed and does not wish to be disturbed ; he is irritable 
and resentful of interference. Spasm is indicated by the 
painful irritability of the peripheral tissues, and by the 
stiff neck, stiff back, or shortened hamstrings. Muscles 
elsewhere may be spastic ; and spasm of the abdominal 
muscles may simulate that found in acute appendicitis. 
Spasm is found more often, and is more severe, in the 
paralytic than in the non-paralytic cases. Weakness or 
paralysis developed within the first twenty-four hours in 
only 5% of all cases. The cerebrospinal fluid (C.s.F.) is 
typically crystal-clear, is at a normal or low pressure, 


1. J. Amer. med. Ass. July 26, p. 1059. 
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and has a moderately elevated cell count, usually not 


“exceeding 350 per c.mm.; and in Pohl’s series 4% of 


all cases and 1% of those in which paralysis developed 
had a normal c.s.F. cell count. 

The diseases often confused with poliomyelitis, Pohl 
suggests, are the Guillain-Barré syndrome, encephalitis, 
meningitis, and transverse myelitis. In the Guillain- 
Barré syndrome (or radiculoneuritis) the neck is not stiff, 
and weakness or paralysis tends to progress over weeks ; 


_ the protein content of the c.s.F. is increased but the cell 


count is usually normal. The patient with meningitis or 
encephalitis is restless and hyperactive at the onset ; 
while transverse myelitis is marked not only by weakness 
but by sensory changes, which are most unusual in 
poliomyelitis. 


CHILDREN IN DAY-NURSERIES 


THat the happiness and general well-being of children 
in a day-nursery depends on the quality of the staff in- 
charge can hardly be questioned. But there are dangers 
to young children living in a group which even the best 
of care cannot wholly defeat. These may be classed as 
physical dangers from infection and emotional dangers 
arising from the inevitable lack of individual love, care, 
and attention for a great part of the day., Yet day- 
nurseries are -needed not only for the relief of tired 
mothers, but also—just at present—because women 
must be released to work in industry. We must therefore 
try to assess accurately how serious these dangers are, 
how far they can be offset by benefits to the child, and 
what age-groups suffer most. - 

The Medical Women’s Federation, who have just 
reviewed } recent studies in the field, quote the findings 
of Dr. Margaret McLaughlin that respiratory infection 
was 2-8 times as common among 557 day-nursery 


‘children than among 641 children living at home, that 


the higher incidence was present at all ages, and that 
the nursery children developed respiratory infections 
at an earlier age. The older children in the nurseries 
weighed more, but those under 2 years of age less, than 
their counterparts living at home. Measles was four 
times commoner among presumed susceptibles in the 
nursery group than in the home group, and the excess 
was found particularly among children under 18 months ; 
these formed 33-6% of the nursery group against 5% 
of those living at home. _ 

The federation think that day-nurseries are needed 


“principally to alleviate the effects of bad housing, over- 


crowding, and other social evils which prevent many 
children from having a healthy and happy life at home. 
But group care is in any case not a sound health measure, 
they hold, for children under the age of 2 or 3 years. 
Every mother should be enabled to bring up her children 
in the home circle in the early years, and day-nurseries, 
they suggest, should be regarded mainly as an interim 
measure until the social disorders which stand in the way 
of such home upbringing have been corrected. This is 
no doubt the ideal, but meanwhile it is encouraging to 
note that day-nurseries do not always spell disaster for 
the child, even from the dangers of infection. Dr. Bryçe 
Nisbet (p. 253) gives figures to show that in two day- 
nurseries at Kilmarnock infections did not seem to be 
excessive, weight-gains were normal, and children who 
had been to the nurseries seemed later, to their school- 
mistresses, to be more self-reliant and better behaved 
than children who had not. 

While most doctors would agree that the child under 
2 is unfitted, both physically and emotionally, for group 
life with other children, it is also certain, as Margaret 
McMillan showed, that those between 2 and 5 profit. 
greatly from community life; and though day-nurseries 
have not in the main achieved the standards of the good 
nursery school, they have already travelled far from the 


1. Brit. med. J. Aug. 9, p. 207. 
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old passive notion of the nursery as a place where achild 
can be “ minded ” while his mother is elsewhere. If the 
dangers to health can be overcome, or offset by benefits 
which the child would lack at home, the day-nurseries 
have in them the makings of good nursery schools, and 
might be developed along such lines. As long as the 
ideal of uncrowded family life in good home surroundings 
remains far beyond the child’s prospects and the country’ 8 
purse, nurseries still have work to do, and should be 
encouraged to do it at a better level. 


HUMAN-MILK BANKS 


ALTHOUGH the wet-nurse of our grandmother’s time 
has almost disappeared, the virtues of human milk for 
the feeding of infants in general and premature babies 
in particular continue to be extolled. But practice, as 
usual, lags behind precept, so that today less than half 
of our babies are breast-fed for periods of 3-6 months, 
while many premature and difficult-feeding infants are 
denied the benefits, if such they be, of ‘human milk 
because there is no large-scale arrangement for the 
collection and distribution of this commodity. Milk 
bureaux, as they are called, have been established in a 
number of American cities and take one of two forms: 
either the milk is expressed by the nursing mother in her 
own house and is collected daily to be pooled and 
processed at the milk bureaux, or the women attend at 
the milk centre and express their milk manually under 
controlled hygienic conditions.12 The collection of surplus 
milk has of course long been practised in many maternity 
departments for the use of premature infants, and a 
few centres, such as Queen Charlotte’s, have collected 
milk for distribution to a wider public. There is some 
reason to believe that if there were larger supplies the 
demand would correspondingly increase. If this is so, 
the collection of human milk must be so organised that 
the final product is safe and palatable. 

The necessary steps in the organisation of the human- 
milk bank, either for hospital use or for wider distribution, 
are the hygienic collection of the milk, and its sterilisation 
and preservation. In papers published on July 26 and 
in our present issue Dr. Joyce Wright, with the codpera- 
tion of Sister E. M. C. Edwards, has shown how this can 
be accomplished satisfactorily and inexpensively in a 
_maternity department—even in one exposed to air 
attack. The collection of milk from mothers in a 
maternity unit has the advantage that the donors are 
already in situ, but the disadvantage that small amounts 
of milk have to be obtained from a large number of 
donors: where the mothers attend as outpatients, or 
supply milk from home during the whole period of 
lactation, daily amounts of 10-20 ounces can be obtained 
from each donor and tuition in the cleanly collection of 
milk is limited to the few. That instruction in milk 
collection so as to avoid gross bacterial pollution is 
essential, was demonstrated by Dr. Wright’s finding of 
high bacterial counts in milk collected by the methods 
commonly used in a number of maternity departments. 
‘The main sources of pollution were the unboiled collecting- 
bowls, breast-pumps, mothers’ hands, and nipples. The 
‘adoption of simple measures to obviate these and other 
possible sources of bacterial contamination reduced the 
bacterial counts in the milk from a mean of over 2,000,000 
per ml. to 8600. Besides environmental contamination 
however, the milk itself may be infected, ‘particularly 
with Staphylococcus aureus, which in the experience of 
different workers may be present in appreciable numbers 
in the breast-milk of more than half the women in a 
maternity unit. That this organism can be imbibed 
with impunity is attested by the numbers of babies who 
suffer no upset from ingesting large numbers or staphylo- 
1. Smith, C.A. J. Pediat. 1942, 20,616. 


2. Recommended Standards for the Operation of *Mothers’ Milk 
Bureaus, Ibid, 1943 23,112. 
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cocci; but if enterotoxin-producing strains are allowed 


. to multiply in milk after it is withdrawn the risk 


of serious gastro-enteritis among susceptible babies is 
obvious. 

Milk should therefore be boiled and sterilised as soon 
as possible after it is withdrawn. Pasteurisation by the 
holder or flash method will destroy all vegetative bacteria, 
but this method of sterilisation is not easily carried out 
in a hospital ward without additional equipment. 
Wright and Edwards therefore recommend bringing the 
milk to the boil in a lidded saucepan, which practically 
sterilises the milk without affecting its palatability. 

The last stage is preservation of surplus milk for use 
in the hospital when supplies are short, or for distribution 
outside. American workers have found that a relatively 
slow freeze method using a commercial ice-cream freezing- 
cabinet will serve the purpose admirably. The milk 
after sterilisation is distributed in 4-8 oz. amounts and 
frozen at —12°C, at which temperature it will keep 
without obvious deterioration in flavour for periods up 
to 8-12 weeks. Milk so preserved may be sent by rail 
packed in ice to considerable distances. If human-milk 
banks utilising lactating mothers outside the hospital 
are to be established, there are obvious advantages from 
the viewpoint of hygienic collection and preservation in 
having the donors attend as daily outpatients; but 
obviously they need an incentive, and the American 
practice of paying 5-15 cents per ounce of milk could 
be adopted. Sums of $1000-1500 have been paid out 
to donors for a session’s attendance, and stories of 
mothers who save enough to put their children through 
college are told at these milk bureaux. An efficient and 
enthusiastic organiser is also needed to maintain a 
constant supply of donors if milk-banks are to continue 


their work satisfactorily. The experience and machinery . 


that have gone to the organisation of blood-banks 
throughout the country could probably be made available 
if the piediatricians are agreed that human-milk banks 
are as essential as the blood-banks have proved to be. 


HUMAN RELATIONS 


Direct study of community problems by the methods 
of the psychologist proved useful during the war, and is 
nowadays being applied to problems of industry. The 
Tavistock Institute of Human Relations, formed about a 
year ago by the Tavistock Clinic, and granted £22,009 
by the Rockefeller Foundation, has a team of two 
psychiatrists, an educational psychologist, and an 
economist with psychological experience who study 
human relations in industry. They have already investi- 
gated situations in several factories, one of which was 
mentioned in the Manchester Guardian of June 25. A 
Yorkshire factory had difficulty in attracting and retain- 
ing staff. After talking with some of the girls employed, 
a member of the team was able to list 68 complaints 
and suggestions. Some of these related to the domestic 
economy of the factory, but more to the feeling the girls 
had that their work was unrelated. to life and that they | 
were regarded as parts of the machinery rather than 
as responsible humans. Not one of the complaints related 
to wages. The team have been able to offer constructive 
suggestions on this and other occasions. 

This type of work is specially important today when 
the old distinction between employer and employed is 
disappearing in favour of a new spirit—a spirit in which 
both are partners in a joint enterprise. The first number 
of a journal designed to integrate the work of social 
scientists, on both sides of the Atlantic and in countries 
abroad, has just been published, and promises well.. 
Human Relations is a quarterly sponsored jointly by the 
Tavistock Institute of Human Relations and thé 
Research Center for Group Dynamics, Cambridge, Mass. 
The editorial committee (managing editor, Dr. Thomas 
Fairley) is composed of five representatives from each 


- 
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of these bodies, most of the British members béing doctors. 
There are also British and North American advisory 
editorial boards, composed of experienced British, 
American, and Canadian social scientists. These will 
collaborate to develop the journal, the purpose of which 


is to review original work done in any country, and to - 


report research and contributions to theory and method. 
Social theory, it is hoped, may thus be related to social 
practice, and principles will doubtless emerge which will 
apply to the whole field of social science. 

The well-produced first issue carries a paper on frontiers 
in group dynamics by the late Prof. Kurt Lewin. Other 
articles deal with a follow-up study of the civil resettle- 
ment of British prisoners-of-war, autistic hostility and 
social reality, residential management as treatment for 
difficult children, antisemitic prejudice in an American 
town, and task perception and interpersonal relations in 
industrial training. Future issues will carry in addition 
surveys of new techniques in social science and of legis- 
lative and administrative problems, as well as reviews 
of books and notes on current research. 


DISEASE AND THE WEATHER 


MAN, we are told, has inherited from his ancestors the 
predilection for a climate with a temperature of 47°F 
in March and of 62°F in June +1; but in colonising the 
globe he has had to adapt himself as best he may 
_to much less favourable conditions. The adversity is 
plainest in the tropics; here growth is slower, and, 
according to Mills,? the menarche, contrary to popular 
belief, -occurs later than in temperate zones. 
has proved experimentally that the lower the temperature 
to which an animal has been accustomed the greater 
its response, by increased heat-output,. to chilling ; 
since heat-production and energy are interdependent, 
general vigour is presumably at its lowest in hot climates, 


and the risk of succumbing to infections is usually greater | 


than in cooler zones. Invigorating climates have their 
special hazards, too: these include such disorders 
as diabetes, pernicious anzemia, exophthalmic goitre, 
leukæmia, Addison’s disease, cardiovascular lesions, 
rheumatoid arthritis, and chronic respiratory infections. 

It is generally agreed that the incidence of respiratory 
infections varies inversely with the atmospheric tem- 
perature, though the particujar climatic factor involved 
is uncertain. How did it happen that, as Sir Andrew 
Davidson pointed out,* the incidence of children’s 
diseases in Scotland, previously rising, fell sharply with 
the start of last winter’s long cold spell? Perhaps 
real winter-sports weather, which tempts the young and 
active to disport themselves in the open air, has the oppo- 
site effect to the damp chilliness which drives everyone 
indoors. Experimentally 5 chilling, though not affecting 
resistance to the intraperitoneal injection of pneumo- 
cocci, greatly increases the incidence of pneumonia after 
the intranasal inoculation of mixtures of pneumococci 
and mucin. Herrington and Moriyama,’ in a statistical 
analysis of respiratory infections against climatic and 
socio-economic conditions, found a high pneumonia 
mortality in cold stable climates with (for lobar pneu- 
monia) high precipitation ; but, like other workers, they 
found no correlation of respiratory diseases with relative 
humidity. They concluded that the importance of 
climatic factors was far outweighed by that of the socio- 
economic ones, particularly urbanisation. This links 
with the observation of Haythorn and Meller,’ that 
the smokiest wards of Pittsburgh have the highest 
pneumonia death-rates, and that deaths from pneu- 
monia increase after periods of ‘“‘ smog ”’ (smoke and fog). 


Herrington, 
: are R. , Meller, H. B, Amer. J. publ. Hlth, 1938, 28, 479, 


1. angen, E . J. Psycho-Asth. 1937, 42, 116. 

2. Mills, C. A. Ini. Clin. 1936, 2, 143. 

3. Gelineo, S. Ann. Physiol. Physicochim. biol. 1934, 10, 1083. 
4. See Lancet, a 

e Nungester, W. J KIo R. G. J. infect. Dis. 1938, 63, 94. 
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Of even greater economic concern is the relation of 


- climate to the common cold. Several years ago a con- 


trolled experiment in America established that residence 
in a constant warm “climate” almost completely 
protected volunteers against infection. The morbidity 
figures of the Social Survey ought to tell us in time 
exactly what weather it is that precipitates the annual 
outbreak of coughs and sneezes. 


EXCERPTA MEDICA 


As the achievements of scientific medicine go forward ` 
the great snowball of published work rolls behind them, 
and the busy doctor gazes with despair at its colossal 
proportions. Nobody can keep abreast of all that goes 
on: British readers are irritated by the lack of references 
to European work in publications from the New World; 
Americans no doubt shake their heads at the darkness . 
of Europe where American advances are not studied 
as they should be. H. G. Wells in one of his books 
recommended an international bureau where scientific 
work should be gathered, sorted, collated, and thus 
become accessible to all. Holland is attempting to serve 
this ideal by establishing an abstracting service of 
medical work published throughout the world. Excerpta 
Medica will provide “ pertinent and reliable abstracts 
in English of every article appearing in every available 
medical publication in the world.” The abstracts are 
being issued in the form of fifteen sectional journals, all 
of which will be published monthly. 7 

The fifteen journals cover: anatomy, anthropology, 
embryology and histology ; physiology, biochemistry and 
pharmacology ; endocrinology ; public health and social and ` 
industrial medicine ; general pathology, pathological anatomy, 


‘and bacteriology ; ‘internal medicine, tropical medicine and 


hygiene; pzdiatrics; neurology and psychiatry; surgery 
and anesthesia; obstetrics and gynecology; oto-rhino- 
laryngology ; ophthalmology ; dermatology and venereology ; 
radiology ; and tuberculosis. 

The central administration is at Amsterdam under the . 
direction of a chief editorial board of three members :. 
Dr. M. W. Woerdeman, professor of anatomy and 
embryology, Dr. A. P. H. A. de Kleijn, professor of oto- 
rhino-laryngology, and Dr. W. P. C. Zeeman, professor 
of ophthalmology. Each section is placed under. the 
direction of a separate board of editors, people of 
distinction and of many nationalities. 

For example, the internal medicine section has 23 authorities 
on the editorial board, while the section on neurology has 
34 residing in such varied places as Philadelphia, Stock- 
holm, Chicago, Strasbourg, Berchem-Antwerp, New York, 
Amsterdam, Indianapolis, Oxford, London, Lund, Oporto, 
Washington, Bristol, Prague, Cape Town, Copenhagen, 
Paris, Toronto, Warsaw, Zürich, Lisbon, Oslo, Utrecht, 
Barcelona, and Batavia. Great Britain is well represented on 


all but three of the sections. 


The organisation stretches as far afield .as China, 
and through the courtesy of the embassy of the U.S.S.R. 
in the Hague it has been possible to make arrangements 
with : Russian scientific organisations ensuring that 
hitherto inaccessible work will be abstracted. : The 
venture should do more than fill the gap left by such. 
journals as the Zentralblatter and Berichte, which were 
doing the same sort of thing, but less comprehensively, 
before the war. The difficulties of collecting, every 
month, several thousands of abstracts, all needing careful 
editing, and many requiring translation into English, 
are not small, but the first two sections to issue their 
maiden numbers—Dermatology and Venereology, and 
Radiology—show that a high standard has been set, and 
it seems likely that the Excerpta Medica will prove an 
important agent for disseminating knowledge of medicine. 


Dr. W. P. Forrest, former chief medical officer with 
UNRRa’s Ukrainian mission, has been appointed assistant 
director of the headquarters office of the World Health 
Organisation, Interim Commission, in New York City. 


CHILDREN 
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CHILDREN IN DAY-NURSERIES 


Bryce R. NISBET 
M.D. Edin., F.R.C.P.E., D.P.H. 


MEDICAL OFFICER OF HEALTH, KILMARNOCK 


WHEN Menzies ! described her experiences with children 
in two day-nurseries at Leyton she concluded, inter alia, 
that a substantial proportion of children under 2 years 
old did not make satisfactory progress as judged by their 
weight gains over three-monthly periods. I have extracted 
comparable figures for the children in the two nurseries 
in the Burgh of Kilmarnock. In this burgh one nursery, 
opened in April, 1943, has 40 places (temporarily increased 
to 45 while the other nursery was being completed), 
and the other, a mixed nursery, opened in June, 1945, 
has 43 places for day children and 10 residential billets. 

In three and a half years in nursery A 148 children 
have been admitted and have left; of these, 28 (18-9%) 
stayed until they went to school. In one and å att 
years in nursery B 46 children have been admitted and 
have left; of these, 12 (26%) stayed until they went to 
school. Thus, in both nurseries 20-6% of the children 
remained until they went to school. Of these 194 
children 7 left within a week, 14 others within a month, 
95 others in less than six months, and the remaining 
78 stayed more than six months. ~ 

The accompanying table sets forth the gains in weight 
in the various classes of children. The numbers in each 
class are small, but the findings are given for what they 
are worth. 


INFECTION 


At nursery ‘A, of 54 children admitted under the age 
of 2 years who remained longer than three months, 7 
developed- an infectious disease. At nursery B, of 36 
children admitted under the age of 2 years who remained 
longer than three months, 17 developed an infection. At 
nursery A measles was the main trouble, and at nursery 
B measles and chickenpox. At both nurseries the 
number of children admitted under the age of 2 years 
who remained for a year or more was 38. During the 
first year of-their stay in nursery A, of 20 children 5 
escaped an infection. At nursery B the number was 
18, and 7 escaped infection. Altogether, then, 12 out 
of 38 escaped infection. : 


DISCUSSION 


In connexion with the rapid turnover of children in 
nurseries noted by Menzies, the figures for Kilmarnock 
are not nearly so striking as those from Leyton, where 
368 children were admitted and left and only 60 (16%) 
stayed until they went to school. The comparable 
figures for Kilmarnock are 194 children admitted and 
left, 40 (20%) of whom stayed until they went to school. 
Almost a quarter of the children at Leyton who left did 
so within a week, whereas here a child leaving within a 
week is an: exception—3-4% of admissions. At Leyton 
more than a fifth of the others left within a month, 


whereas at Kilmarnock only about another 7% did so. - 


“ Fretting’’ as a cause for the withdrawal of a child 
was seldom put forward by a mother—in effect only 
twice. 

It has been the rule here to note carefully the reasons, 
so far as they have been ascertainable, for the child 
leaving, and we find that by far the greatest number of 
children left the nursery because the mother gave up 
work. We had often to request the mother to remove 
her child, as our policy was to admit only the children 
of mothers working. The number of children removed 
because the mother either gave up work or was told to 


en nw 


J. Menzics, H, F. Lancet, 1946, ii, 499, 
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do so was 99. When mothers were questioned, their 
reasons for giving up work fell 
categories : 


into three main 


(1) The mothers said they did not like the work (57 cases). 
(2) The mothers felt unable to continue work (15 cases). 
(3) The mothers became pregnant again (12 cases). 


A few children were taken into the nursery to allow 
mothers to try to get work; if the mothers failed, these 
children had to be sent out again. One or two women 
gave as their reasons for giving up work the fact that their 
husbands had been demobilised. 

Further, 23 children were taken away because the 
mother was leaving the district. In 13 cases no reason 
was given. 

Though the numbers of children in each group shown 
in the table are small, the weights seem to show that the 
gains, though not spectacular, are within the limits of 
normality and ey better than the figures for 
Leyton. 

As regards infection, it is difficult to get comparable 
figures for children in this district, since “much depends 
on what infections are prevalent, and the position varied 


GAINS IN WEIGHT 


In3 7 3-6 0-12 


| Total 


rn months months months 
ge on r fo 
admission D admis- 
(months) y sions | No.of| Av. | No. of Av. |No.of | Av. 
chil- | gain | chil- | gain | chil- | gain 
| dren | (Ib.) | dren | (ib.) | dren g(lb.) 
Under 12 | A 33 | 22 | 24 | 16 |23 8 | 8-6 
B 21 17 2-1 13 2:3 10 7:8 
12-17 A 24 20) 1-8 15 1:7 9 6:8 
B 12 9 1-2 5 1:6 4 58 
18—23 A 17 12 1-6 6 2°3 3 7-1 
B 12 10 1-8 8 1-2 4 4:0 
24-35 A 39 26 1-6 1> 1:4 7 5:0 
B 20 10 2:2 6 | 2:2 4 78 
36 and A 73 52 1:4 34 1-2 14 3°8 
over ! 28 18 1-6 16 1-2 4 5:0 
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The above admissions include not only the children who had left 
but also those who still remained in the nurseries. 


greatly from time to time. The figures extracted did 
not seem to show an excessive number of infections. 
Our experience is that at times there is a fairly heavy 
incidence, and then for long periods the incidence is 
slight. 

An effort has been made to trace 40 children who have 
passed on to school. So far, detailed reports of head- 
mistresses on 27 children who have been long enough 
at school to warrant a report have been received. The 
general opinion is that the children who have been at 
nurseries mix well, are more self-reliant, and are better. 
behaved than children who have not. 

The general impression of the work in nurseries at 
Kilmarnock has been that they have fulfilled a need, 
and that the children have done well in them. There is 
a waiting-list for admission which has remained steady 
for the past few months at about 60 children, and there 
is no sign of the numbers diminishing. 


SUMMARY 


Of 194 children admitted to day-nurseries. in 
Kilmarnock, 7 left within a week, 14 others within a 
month, 95 others in less than six months, and 78 stayed 
longer than six months. | 

The gains in weight were normal. 

The number of infections in the nurseries seemed 
to be not unduly high. 

The children who passed on to school mostly made a 
good impression on their teachers, 


l 


~ who performed the operations. 
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MISSILE WOUNDS OF THE HEAD 
REVIEW OF WAR EXPERIENCE 


. THE British Journal of Surgery, which published a 
special supplement on penicillin during the war, is now 
producing a series of supplements on war surgery as a 
record of the achievements of British surgeons during 
the second world war. The first of these supplements is 
on missile wounds of the head. Z. 


G. JEFFERSON writes a characteristic and valuable 
account of infection of head wounds in the first world 
war and attributes the greatly improved results in the 
second world war mainly to antibiotics. l 

H. CAIRNS describes the arrangements for neurosurgery 
in the British Army—a base hospital in Oxford which 
treated some 13,000 patients during the war, and 6 
mobile neurosurgical units overseas which together 
treated over 20,000 patients. This arrangement, which 
was economical with medical personnel, was coördinated 
with neurosurgery in the Canadian Army and the E.M.S. 
Cairns traces the evolution of surgical methods during 
the war—increasing thoroughness of debridement, 
primary closure of the wound with methods borrowed 
from the plastic surgeons, and the use of penicillin and 
sulphonamides. In a large series of brain wounds the 
incidence of fatal infection was reduced below 5%. The 
success of neurosurgery in the British Army is attributed 
among other things to careful planning before the out- 
break of war, securing important items of equipment 
before the country’s supplies and industry became so 
largely devoted to destructive weapons, the encourage- 
ment by the R.A.M.C. of high professional standards, and 
early*segregation of the wounded, usually by air evacua- 
tion. He considers that the neurosurgical experiences of 
war strongly favour fusion of the medical services of 
the fighting Services. ‘‘ In any medical service of the 
future, military or for that matter civil, services for 


- evacuation of sick and wounded must inevitably include 


an air arm.” : 

The operative methods employed are illustrated by a 
series of coloured photographs taken by Mr. HENNELL 
at Naples during the battle of Cassino; the photographs 
have been selected and described by J. SCHORSTEIN 
The treatment of head 
wounds in the forward area is described by SMALL, 
TURNER, and .WatTr (North-west Europe, 1944-45), 
GILLINGHAM (Northern Italy), and R. T. JoHNSON 
(Burma), while the work of the Royal Navy is described 
by LAMBERT ROGERS, and that of an E.M.S. centre near 
Newcastle-upon-Tyne by ROWBOTHAM and WHALLEY. 
These papers with those previously published by Ascroft 1 
(Middle East), Eden ? (Western Desert and Tripolitania), 
Johnson and Dick * (Eastern Bengal), and others provide 


us with a fairly complete record of the development of a. 


remarkably efficient neurosurgical service. | 

Special types of head wound receive special considera- 
Wounds involving the paranasal sinuses are 
«described by STEWART and BOTTERELL, of the Canadian 
Neurological Hospital, by CALVERT, and by JOHNSON 
.and Dutt. The authors agree that most of these wounds 
require repair of the overlying dura to ensure against 
meningitis, cerebral aerocele, or brain abscess. It is 
remarkable to what extent the elaborate operations 
necessary for dural repair could be carried out during the 
rush of battle-casualties. There are differences of opinion 
as to what is the best method of operative approach, 
and this should ‘probably ‘differ from one type of 
paranasal-sinus wound to the next. An admirable 
description of the mechanism of fractures and of the 
means of detecting inconspicuous ethmoidal ‘fractures 
by means of stereoscopic radiography of the orbit is 
given by JOHNSON and DUTT. i 

SCHORSTEIN describes 83 cases of intracranial hæma- 
toma, and shows the importance of the small penetrating 
missile of high velocity as a cause of intracerebral clot. 

CONNOLLY recounts his experience of old untreated 
suppurating brain wounds in 113 Yugoslav partisans, 
among whom with the help of sulphadiazine and local 

1. Ascroft, P. B. Lancet, 1943, ii, 211. 


2. Eden, K. Ibid, p. ; 
3. Johnson, R, T., Dick, R. C. S$. Ibid, 1945, ii, 193, 
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penicillin there were 90 survivors, notwithstanding the 
fact that the majority of these patients had brain 
abscess, or brain fungus, or meningitis, on admission to 
hospital in Italy. : . 

P. B. ASCROFT gives a most interesting survey of the 
cause of death in over 500 head wounds, in which he 
shows the importance of associated wounds in other 
parts of the body and the need in such cases of paying 
close attention to the general condition of the patient. 
Among those with head wounds alone, neural damage 
(41%), intracranial sepsis (40%), and intracranial 
hematoma (6%) accounted for the majority of deaths. 

-A special complication of wounds of the body of the 
lateral ventricle is described by CAIRNS, DANIEL, 
JOHNSON, and NoRTHCROFT. In the course of healing 
the walls of the ventricle may adhere, with the result 
that the temporal horn of the ventricle is sealed off from 
the foramen of Monro, and localised hydrocephalus 
develops, often causing symptoms suggesting brain 
abscess. The condition is easy to recognise once one is 


familiar with it ; and it is easily cured by excision of the 


choroid plexus of the temporal horn. | 
Bacteriological studies of infected head wounds were 


‘made in Oxford (CAIRNS, CALVERT, DANIEL, and NORTE- 


CROFT), in the Middle East (ASCROFT and PULVERTAFT), 
and in Burma (JOHNSON) where a particularly virulent 
form of ventriculitis and meningitis due to Escherichia 
colt was encountered. In the Middle East (1942) staphylo- 
coccus preponderated. In Oxford, brain wounds from 
north-west Europe in 1944 showed a 14% incidence of 
major infections, in which clostridia, non-B hsmolytic 
streptococci, staphylococci, and coliform organisms: were 
the common organisms, in. approximately equal propor- 
tions. It is remarkable that in 354 brain wounds CAIRNS 
and others found not a single case of B-hzemolytic strepto- 
coccus infection; they attribute this to the use of 
penicillin and the fact that opportunities for cross- - 
infection of wounds were reduced to a minimum by 
complete closure of practically all wounds at the primary 
operation. Clostridial infection did not produce spreading 
gas-gangrene of the brain or symptoms of generalised 
toxemia; it was not particularly virulent, the intensity 
of the intracranial infection being proportional to the 
severity of the cortical wound rather than to the presence 
of clostridia. With modern chemotherapy the most virulent 
organisms in acute infections after brain wounds~ were 
non-B hemolytic streptococci—organisms' which are 
often relatively resistant to penicillin. 

It is too early yet to assess the late results of these 
brain wounds, but RITCHIE RUSSELL reports the results 
in 200 cases 14-18 months after wounding. This follow-up 
shows that 145 of the 200 were working and that only 
16% had had generalised convulsions after leaving 
hospitals. These preliminary results are encouraging ; 
they may be attributed to the low incidence of wound 
infection and to the excellent methods of rehabilitation, 
which are briefly described at the end of the fasciculus. 

Some unusual cases of brain wound are described at 
length, and there is a bibliography of literature on 
gunshot wounds of the head published in Britain between 
1939 and 1947. 


NEUROSIS IN FACTORIES 


A SURVEY, made between 1942 and 1944, of the 
incidence of neurosis among factory workers, its effects 
on production, and of the predisposing factors, has now 
appeared.! It was undertaken by a team provided by 
the Industrial Health Research Board of the Medical 
Research Council under the direction of Dr. Russell 
Fraser ; his collaborators were Dr. Elizabeth Bunbury, 
Dr. Barbara Daniell, Miss M. Elizabeth Barling, Miss F. 
pele Waldron, Miss P. Mary Kemp, and Miss Imogen 

ee. ae 


Diagnosis was based on clinical appraisal of any recent 
illnesses ; each person questioned was submitted to special 
investigations, and where necessary to full physical examina- 
tion; and was, besides, intelligence-tested, interviewed by a 
social worker, and assessed psychiatrically by one of the three 
physicians in the team. Over 3000 workers were studied, 


1. The Incidence of Neurosis among Factory Workers. Medical 


Research Council: Industrial Health Research Board, report 


no. 90. London: H.M. Stationery Office. Pp. 66. ls. 3 ° 
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being 80% of a random sample from a total of 30,000 employed 
in 13 light or medium engineering factories. 


FINDINGS 


The term “ neurosis’’ was defined as including only 
those disorders which were clearly illnesses both in the 
doctor’s and the patient's opinion, and which were 
both neurotic in nature and also disabling—they had 
nearly always caused absence from work. In practice, 
there were anxiety states, mild depressive states, 
obsessional states, hysteria, and a few instances of 
psychosis. The term was not used to cover organic 
nervous disease or mental defect. ‘‘ Minor neurosis ”’ 
was used to cover such things as psychosomatic illness, 
migraine, functional dysmenorrhea, peptic ulcer; and 
ulcer-like dyspepsia, as well as abnormalities of person- 
ality sufficiently marked to indicate reduced mental health. 

In the sample of over 3000 men and women 10% 
(9°1% of the men and 13:0% of the women) had suffered 
from definite disabling neurotic illness; and a further 
20% (19°2% of the men and 23:0% of the women) from 
minor neurosis during the course of 6 months. Neurotic 
illness caused !/,—/, of all absence from work due to illness, 
and !/,—'/, of all absence from whatever cause. It accounted 
for the loss of 1:09 % of the men’s possible working days 
and 2°4% of the women’s—a loss equal to 3 days’ absence 
yearly of every man and 6 days’ yearly of every woman 
studied. Neurosis was as common among those in the 
more skilled as among those in the less skilled jobs: 
failure to employ those with neurotic illness would thus 
reduce the country’s reservoir of skilled labour. 

Since people differ in their susceptibility to illness, 
an attempt was made to study their constitutional pre- 
disposition at the time of the survey. This was done by 
reviewing the past health record, age, physique, per- 
sonality, employment record, and intelligence level of 

-each worker studied. 


Those who had suffered materially from illness before the 
war were found to suffer similar illness during the six months 
studied. Age was found to have little relation to recent illness ; 
the men of 41-60 experienced slightly more physical illness 
than the younger men. Physique, in the sense of strength 
and solidity of build, was related to recent experience of 
illness, those with better physique having less physical and 
neurotic illness and less absence from work than the rest 
during the 6 months of the survey. Those of adaptable and 
stable personality, persistent in the face of difficulty, had a 
lower incidence of neurosis than the rest, while those whose 
habits had become fixed suffered more than the average from 
recent neurosis. Those with a history of repeated changes of 
work, or of more than 6 months’ continuous unemployment 
before the war, had: had more recent physical illness, and 
probably more neurotic illness too, than others. People of 
low intelligence suffered more physical illness than the rest, 
presumably because they were not so good at looking after 
themselves. 

FAVOURABLE CIRCUMSTANCES 


The team studied circumstances associated with less 
than the usual incidence of neurosis. First of these, 
remarkably enough, was more than average normal 
domestic responsibilities, coupled with less than 75 hours 
weekly of industrial duty. 


_ Examples of “ average” normal domestic and allied 
responsibilities, as judged by the team, are those borne by 
the male householder with a family of 1-3 children of school 
age and under; by a housewife with no children at home 
but doing her own housework as well as full-time work at the 
factory ; and by a housewife with 1-3 children at home doing 
her own housework and also part-time factory work. ‘Those 
with ‘‘ more than average ” responsibilities had similar duties 
to those just given, but had, in addition, to shoulder any one 
of the following: a family of more than 3 children under 14 ; 
partially dependent parents; at least 12 hours’ travelling to 
and from work weekly ; (if a mother) sole financial responsi- 
bility for a child; other significant duties such as another 
part-time job, civil defence work occupying more than 7 hours 
a week, or executive duties in some local organisation. 


Other strong defences against neurosis were more than 
average social contacts and congenial work. 
dom from worry seemed to be of little account beside 
these, though a small group with considerable sources 

-of worry had more neurosis than the rest. 
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UNFAVOURABLE CIRCUMSTANCES 


More than the usual incidence of neurosis was found. 
among those doing more than 75 hours’ work a week in 
the factory, those taking the least adequate diets, and 
those with restricted social contacts, recreation, or leisure 
interests. The incidence was also raised among widows, 
and among married women with only partial home duties. 
Those with considerable abnormal responsibilities— 
such as illness or death in the family, separation from 
close friends, and special shopping, housing, money, 
or transport difficulties—also showed a high incidence. 
Other factors favouring neurosis were boring or distaste- 
ful work ; very light or sedentary work ; work requiring 
skill inappropriate to the intelligence of the worker; 
assembly, bench, inspection, or toolroom work; work 
requiring constant attention, especially if it offered little 

‘scope for initiative or technical responsibility ; work 
programmes with little variety ; and badly lighted work. 

The report notes that more variety and more scope 
for initiative and interest could be introduced without 
any fundamental alteration of production programmes. 
Poor lighting increases strain and makes the surround- 
ings gloomy. Unsatisfactory human relationships inside 
the factory are also likely to influence emotional health, 
and therefore output. 


- 


PHYSICAL ILLNESS 

More physical illness than the average was found 
among those having their first taste of factory work, 
those on very light or sedentary work, men doing the 
heaviest work, those receiving low wages, and those 
married women who had partial or minimal home duties. 
-~ Absence from work was below the average among those 
who liked their work, and above the average among 
married women with full or partial home duties, those 
with abnormal responsibilities, those working more than 
75 hours a week, those receiving low wages, and those 
doing very light or sedentary work. | 


CONCLUSIONS 

The team note that good welfare and social work 
within and without the factory would probably alleviate 
and prevent neurosis, as would better facilities for its 
treatment. Their main finding is that 10 % of the workers 
studied suffered from disabling neurotic illness, and that 
neurosis caused over a quarter of all absence from work 
‘due to illness. 


-= Medicine and the Law 


Notifying the Coroner 


Dr. Robert Forbes recalled in a recent letter (July 26, 
p. 153) the opinion of Sir Roland ‘Burrows, K.C., obtained 
jointly by the Medical Defence Union and the Medical 
Protection Society, on the duty (if any) of surgeons and 
physicians to notify the coroner of the death of a patient. 
The first of the five points enunciated by learned counsel 
was that ‘‘ there is no legally enforceable duty resting 
on a medical practitioner qué medical practitioner to 
report any death to a coroner.” The opinion was presum- 
ably confined to duties at common law ; there is a limited 
and perhaps indirect obligation to notify under statute. 
Thus under the Habitual Drunkards Act, 1879, where 
anyone detained in a retreat dies, the principal medical 
attendant of the retreat must sign a statement of the 
cause of death, and a copy, certified by the licensee of 
the retreat, must be transmitted to the coroner. So also 
if the patient dies while absent from a retreat under 
licence, a duly qualified medical practitioner must sign 
a similar statement and the person in whose charge the 
patient, had been placed must notify the death to the 
coroner, to the registrar of deaths, and to the local 
authority. It will be remembered too that a person in 
charge of an institution, hospital, or nursing-home, or 
of a single patient, must give the coroner notice of the 
death of a mental patient within the “‘ prescribed time ” 
—i.e., before the expiration of the second day after the 
death. That obligation was laid down in the Mental 
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Treatment Rules made under the Act of 1930, replacing 
section 319 of the Lunacy Act of 1890. Omission to 
discharge this duty is a misdemeanour. Two other 
statutory provisions with which the medical profession 
is not particularly concerned may be added. In the 
case of a foster-child or'an adopted child the person 
having care of the child must give the coroner written 
notice within 24 hours of the death. The coroner must 
then hold an inquest unless, after receiving a certificate 
of the cause of death from the medical practitioner who 
has personally attended the child in its last illness, he 
decides that.no inquest is necessary. | 
Such are some of the inroads which statutes make 
upon the common law. If these examples mildly qualify 


the general statement quoted above from counsels- 


opinion, they do not seriously diminish the importance 
or authority of the advice. On the other hand, as Dr. 
Keith Simpson says in our correspondence columns 
this week, “ it is to be hoped that a too rigid interpreta- 
tion of the Burrows opinion will not have the unfor- 
tunate effect of leading doctors to depart from the more 
practical custoni of informing the coroner direct, either 
through his officer or the police.” 


- 


Overdose of Carbachol 


In our account (July 26, p. 148) of a fatality after an 
overdose of carbachol it was stated that the drug used 
was ‘Moryl.’ This is incorrect. Another preparation ‘of 
carbachol, made by different manufacturers, was in this 
case the cause of death. \ 


Public Health 


AN OUTBREAK OF 
STAPHYLOCOCCAL FOOD-POISONING 


J. Morrison RITCHIE D. L. Murray 
M.A., M.B. Glasg., D.P.H. M.B. Edin., D.P.H. 


BACTERIOLOGIST SENIOR ASSISTANT MEDICAL 
OFFICER 


M. HOLGATE 
M.R.San.I., M.S.1A. 
CHIEF SANITARY INSPECTOR 
BIRKENHEAD 


On June 28 and 29, 1947, there. was an outbreak of 
food-poisoning in Birkenhead and district, involving 
some 171 persons, 97 of whom. received hospital treat- 
ment. The symptoms, which appeared 3'/,—41/, hours 
after eating infected food, were vomiting, diarrhcea, and 
abdominal pain. All the patients recovered, the great 
majority in two or three hours, but a few were detained 
in hospital for two days. l 

The chief sanitary inspector was called out by the 

Birkenhead police at 9.40 P.M. on Saturday, June 28, 
and informed that patients with food-poisoning had 
been taken to hospital from all parts of Birkenhead. 
He got in touch with the acting medical officer of health 
and the borough bacteriologist, and a visit was made 
to a hospital where about 30 persons were being treated. 
They were guests from three wedding parties. Guests 
from a fourth wedding party were being treated at 
another hospital within the borough, and some children 
from a child’s birthday party were detained at the 
county hospital. 
- Inquiries immediately revealed that catering for all 
the parties had been carried out either wholly or in part 
by one firm. The one food which had been-supplied to 
all the parties was trifle, and such inquiries as could be 
made under the very difficult circumstances showed 
that all the persons affected had eaten trifle. 

One of us (D. L. M.), who was acting as medical officer 
of health, contacted the manager of the catering firm and 
ascertained that the suspected food had been supplied 
only to special orders. Similar trifles were being served 
at a dance then in progress at the town hall, and the 
police confiscated all those not already eaten. 
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Bacteriological investigations were begun at once, and 
are referred to in detail below. . BES 

On Sunday morning, June 29, a meeting was held of 
the manager of the catering firm, the medical officer of 
health, and the chief sanitary inspector. The firm’s 
order books were examined, and a list was obtained of 
14 parties at which trifle had been supplied. The sanitary 
inspectors, working all day on Sunday, obtained complete 
lists of guests attending the various functions and visited 
all those living in Birkenhead. At functions where trifle 
was not served no cases_of illness were reported. All the 
neighbouring local authorities ‘codperated in obtaining 
similar information from persons resident in their areas. 


Out of 380 persons traced, most of whom ‘had- eaten 


trifle, the number affected was 171... 

Samples of the ingredients of the trifles were submitted 
for chemical and bacteriological examination. Chemical 
analysis showed that all the materials were free from 
poisonous matter, -but bacteriological examination 
produced very interesting results. 


BACTERIOLOGICAL INVESTIGATION 


The bacteriologist was notified by the chief sanitary 
inspector at 10.30 P.M. on Saturday, June 28. Outfits 


were collected, and a visit was made ta a hospital to 


which some of the patients had been taken. : Vomit and 
fæces had been plentiful but were by that time curiously 
scarce, most of the containers having been washed up 
for re-use. Only five vomits, and these mere residual 
fluids, together with three fæces were available for test. 
These were put on culture forthwith. . 

At midnight samples of all the foodstuffs involved, 
consisting of trifles, jellies, meat sandwiches, wedding 
cakes,. and sausage rolls, together with whisky, wines, 
and lemon squash, were collected from the police. These 
were also cultured forthwith. 

On Sunday, June 29, subcultures were made, and 
further vomits and feces were received from another 
hospital. - ` 

By this time it had been established that trifles 
delivered from a certain bakehouse were the only common 
factor in all cases. Staph. aureus was isolated from several 
of these, and from a portion of jelly. which had formed 
part of yet another batch of trifles from the same bake- 
house. : The drinks and all the other foods were clear, as 


. were the ingredients of the trifles, examined separately. 


No evidences of salmonella infection were found any- 
where, though many late lactose fermenters were found 
in the fæces examined. Biological tests were carried out 
with the trifle.on guineapigs, by feeding experiments, 
with negative results. | 

On Monday, June 30, the bakery was visited, and the 
staff who had dealt with the trifles were examined. 
Swabs were taken from throat, nose, and ears of all 
concerned. An almost healed stye on the left eye of one 
Oo was also swabbed. Cultures gave the following 
results : | 


A.B. (throat) Staph. aureus abundant 


A.B. poe sh x j 

A.B. ears) 3 39 9 

A.B. (stye ss » 35 

C.D. (nose) A few Staph. aureus (three colonies in all) 
The others were all negative. - 


A.B. gave a history of having been off colour now and 
again for a considerable time, attributed to having 
given many pints of blood to the blood-bank. She had 
had a discharging ear some time previously, which had 
apparently healed. | ; 

C.D. gave no history at all of any illness and, beyond 
being of a pale type, appeared perfectly healthy. 

Coagulase tests were made of all the cultures available, 
with the following results : 


Trifle (all sources) sa H 
Jelly from trifle .. + 
C.D. (nose) ea + 
A.B. (throat) .. 

A.B. (nose) 

A.B. (ears) 

A.B. (stye) 

Vomit 

Feces 


H+t++++4+ 


The other staphylococcus cultures gave no coa 
reaction, but the variation in the intensity of the positives 
gave the first hint of the real cause of the outbreak. 
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Cultures were sent to Dr. V. D. Allison, of the Central 
Public Health Laboratory, Colindale, London, for typing 
by phage reaction, with the following results: 


Trifle .. wk 42D 

Jelly from trifle 42 D 

: ©.D. (nose) ais 42D 

A.B. (throat) .. §2 A 

A.B. (nose) oe .. JLA 

A.B. (ear) “oe -- 52A 

t A.B. (stye) š 52 A 


Vomit untypable 
Fæces untypable 


~ The source of the infection was therefore not the 
heavily infected and clinically obvious A.B., but the 
other operative, C.D., who was apparently only lightly 
infected, and in the nose only. The staphylococci being 
of different types proves that there is no question of one 
operative having infected the other. 


An interesting feature, which unfortunately could not. 


be proved, was that some of the guests at one of the 
functions were reported to have had ‘“‘ boils and a stye ” 
after the outbreak. News of this reached the laboratory 
only a week or more after the occurrence. Though steps 
were taken to get in touch with all the groups of victims, 
no further cases were noted, and those who had suffered 
had cleared by the time the laboratory was notified, 
and no staphylococci could be obtained. The report is 
curious, especially as there can be no question of post-hoc 
suggestion, since it was mentioned before any suspicion 
of Staph. aureus had been made public. It is felt that 
this point might be gone into in future outbreaks. 


DISCUSSION 


The origin and method of infection are clear. The 
sponges for the trifles were broken up by hand about 
4 P.M. on Friday, June 27. The weather was extremely 
hot and steamy—ideal for the proliferation of Staph. 
aureus and the production of its toxin—and remained 
so until the food was eaten next day. The trifles had 
therefore about 24 hours’ incubation. That certain parts 
of the trifles were more heavily contaminated than 
others (171 persons affected out of over 300 known to 
have consumed trifle) is a reasonable assumption from 
the method of preparation, the sponge being a solid 
medium at the time of inoculation. 


SUMMARY AND CONCLUSIONS 


An outbreak of food-poisoning by Stuph. aureus toxin 
was due to the consumption of trifle. 

The bacteriological evidence shows that infection took 
place from an operative in the bakehouse where the trifle 
was prepared. ‘ 

The wéather was extremely hot and steamy for at least 
24 hours after preparation—right up to the time the 
food was eaten. 

The advisability of adequate refrigerator accommoda- 
tion being available to all bakehouses where food has to 
be kept ‘overnight is indicated. 

Staph. aureus was found in two operatives, one heavily 
infected and clinically probable, the other slightly 
infected only and not clinically diagnosable. 

The clinically probable operative was proved by 
typing to have no connexion with the outbreak, whereas 
the lightly infected and otherwise apparently healthy 
operative was the source of contamination. 

Thorough bacteriological investigation is therefore 
important even when the source seems obvious. The real 
origin of infection was here effectively camouflaged 
clinically, and could easily have been missed altogether 
with less thorough bacteriological technique on the spot. 

The danger of destruction of evidence by nurses in 
outbreaks of this character should be emphasised in 
their curriculum. The material available in an outbreak 
of this magnitude should have been much more volumi- 
nous than it was. Only juice, for example, was available 
from the vomited material, with practically no food. 

The problem of prevention of further outbreaks is 
the more serious as the source of this infection was not 
clinically apparent. The warm weather acting as an 
incubator undoubtedly played a major part in the 
production of the staphylococcal toxin. A laboratory 
service might advantageously be given to places of food 
production on the following lines: 

(a) Only those engaged in preparing food which is not to 
be cooked after preparation are concerned. 


(6) Distributors of finished foodstuffs are not at present 
being considered. The essential feature in this outbreak is 
felt to be the long incubation within the material after 
preparation. Distributors, even if carriers, can under any 
reasonable conditions infect only portions of the surface and 
are therefore in a different category as potential sources of | 
infection. l 

(c) As Staph. aureus can be clinically unsuspected, the 
services of the local public-health laboratory should be 
available, so that operatives included under paragraph (a) 
can, during hot weather, be examined as a routine for Staph. 
aureus at such intervals as are practicable, probably monthly. 
Acute septic conditions, however small, should be reported to 
managers, who can then send the patient at once for examina- 
tion. Simple plating is all that is needed ; but, if Staph. aureus 
is found, it can then be typed. No-one need be suspended 
from duty unless the’ organism is present. As refrigerators 
become more generally available, the tendency towards 
Staph. aureus outbreaks may well diminish. 


We wish to thank Dr. Allison for typing the strains of 
staphylococcus isolated; and Dr. F. G. Foster, medical 
officer of health, for permission to publish this report. 


Poliomyelitis 


During the week ended Aug. 2, 448 cases of polio- 
myelitis were notified in England and Wales. 
increase of about 50% on the figure for the previous 
week (302). A rate of increase of this order has now 
been recorded for the last four weeks, and provisional 
figures available for the week ended Aug. 9 suggest 
that it is still continuing. The largest increases in noti- 
fications were in the following county areas, which 
include county boroughs (the figures for the previous 
week are shown in parentheses): Durham 45 (20); Lancs 
36 (17); Yorks, East Riding, 16 (3); Yorks, West Riding, 
70 (52); and Surrey 32 (15). 

During the week ended Aug. 9, 106 cases were removed 
to hospital from the London County Council ‘area as 
against 55 the previous week. Consultations have been 
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held between representatives of the L.C.C. and the 
London teaching hospitals, and the latter under- 


. took to establish as soon as possible special units for 


the treatment of cases of poliomyelitis in the acute stage 
occurring in the London area; these additional beds will 
be allocated through the Emergency Bed Service (Tel. : 


- Clerkenwell 6571). 


PATHOLOGICAL SPECIMENS 


As a result of a recent memorandum on acute polio- 
myelitis by medical officer ;to the Ministry of Health, 
which appeared in our issue of July 26, a large number 
of specimens have reached the Virus Reference Labora- 
tory, Colindale Avenue, London, N.W.9. The labora- 
tory are very grateful for the coöperation of clinicians 
and pathologists. It is, however, necessary to emphasise 
that the virus of poliomyelitis has never been isolated 
from cerebrospinal fluid and that specimens of C.S.F.. 
were requested only from cases where it was possible 
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that some other neurotropic virus might be the cause 
of the illness. Such specimens of c.s.F. must be packed 
in ice for transport. Specimens of feces are not requested 
at present, since monkeys, which are the only animals 
suitable for primary isolation of the virus, are not 
. available for this purpose. 

In addition to the post-mortem specimens in glycerol 
saline for the Virus Reference Laboratory, it is also 
requested that representative specimens of spinal cord, 
as much as possible of the brain stem, and pieces of 
cortex, including the motor area, be preserved in formol 
saline and sent either to Prof. J. McIntosh, Middlesex 
Hospital, Mortimer Street, London, W.1, or to Dr. J. G. 
Greenfield, National Hospital for Nervous Diseases, 
Queen Square, W.C.1. 


Beds for Poliomyelitis at Teaching Hospitals 


The London teaching hospitals, some of which were 
already admitting occasional cases, have in the past week 
made special provision for the reception of acute 
cases of poliomyelitis. As is announced above, the 
distribution of cases is being arranged in conjunction 
with the Emergency Bed Service of King Edward’s 
Hospital Fund for London. The allocations already 
made, some of which are only a first instalment, are as 
follows : 


No. of beds 
Hospital Male Female Children’s 
aring Cross : - i 
Mount Vernon, Northwood 5 5 — 
Teing’s College” - 3 3 å 
’s College 
London = z si "A 12 12 10 
Middlesex .. Sa wee 8 6 16 
Royal Free : 
Liverpool Road Annexe .. = 6. — 6 
Rheumatology unit, North- 
Western Hospital, Hampstead -4 <a 4 a — 
St. Bartholomew’s .. re ane Total of 42 
St. George’s .. as oe a 9 ae 9 i — 
Associated Victoria Hospital for 
Children, Tite Street .. n — i — ot 18 
St. Mary’s ee eo ee ee 2 ac 2 ae 2 
St. Thomas’s << i ws 22 be — si — 
University College .. : i Total of 23 
Westminster .. “4 — ce 12 A — 


St. Thomas’s and Westminster hospitals have a reciprocal arrange- 
ment for the transfer of female and male cases. l 


Some hospitals have established the beds in isolation 
units with separate medical and nursing staffs; while 
others, to conserve trained personnel, are admitting 
cases to the general wards, where they are nursed 
with ‘‘ barrier” technique. The- teaching hospitals 
undoubtedly have more nurses at their command than 
the London County Council institutions; and these 
dispositions will give welcome relief. to the L.C.C. hos- 
pitals from a growing strain on their resources, already 
severely taxed by the continuing prevalence of measles, 
whooping-cough, and gastro-enteritis. 


Diphtheria Prophylaxis 


With the aim of getting atleast 75 % of babiesimmunised 
in their first year the Minister of Health is launching a 
further drive. In a brochure he suggests ways by which 
local authorities may contribute—through advertising in 
local newspapers, posters, films and slides, and leaflets; but 
“local publicity should have as its basis a scheme of 
personal persuasion.” : 


Infectious Disease in England and Wales 
WEEK ENDED AUG. 2 


Notifications.—Smallpox, 0; scarlet fever, 803; 
whooping-cough, 1737; diphtheria, 200; paratyphoid, 
19; typhoid, 6; measles (excluding rubella), 6954 ; 
pneumonia (prim or influenzal), 271; cerebrospinal 
fever, 48; poliomyelitis, 448; polioencephalitis, 39 ; 
encephalitis lethargica, 2; dysentery, 53; puerperal 
pyrexia, 145; ophthalmia neonatorum, 80. No case of 
cholera, plague, or typhus was notified during the week. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 2 (0) from diphtheria, 
1 (0) from measles, 8 (2) from whooping-cough, 52 (4) from 
diarrhoea and enteritis under two years, and 3 (0) from 
influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the week 
was 252 (corresponding to a rate of 27 per thousand 
total births), including 32 in London. . 


In England Now 


A Running Commentary by Peripatetic Correspondents 


My asthma season begins every year during. Ascot 
Week and closes with the St.. Leger. Once or twice it 
has for some reason embraced the Cesarewitch, but it’s 


_ usually over by the time the Manchester Handicap has 


been run. In the meantime I suppose my poor old bronchi 
are being tormented by some devilish (and so far com- 
pletely anonymous) pollen, emanating from an inoffensive 
little plant I probably pass ten times a day without so 
much as a malicious glance. I know I’m too late for the 
buttercups, though, whose undramatic reproductive 
activity, given the right climatic conditions, fires off an 
annual army of sneezers and wheezers. They tell me that 
as soon as the fields are speckled yellow there has only 
to be a rainy day followed by a fine morning, and half 
the windows in Harley Street shoot up appreciatively 
as they get ready for the rush. 

My asthma has survived all sorts of times and condi- 
tions since my first attack was put down by my nurse-to 
wandering about with wet feet in Skegness at the age 
of four. It is bad in Cornwall, Cambridge, and the 
Cotswolds, while the only spots that seem to do it any 
good are, unfortunately, Paris, St. Moritz, and Monte 
Carlo.. The colourful sun-drenched English summer 
countryside has for me only the dangerous beauty. of a 
Borgia. Nothing suits my respiratory tract so nicely as 
a smoke-filled, stuffy, overcrowded, low-ceilinged room, 
as conveniently provided by the innkeepers of 
England. l 

I started having treatment shortly after the original 
Skegness incident. The family doctor, I suppose in good 
faith, packed me off to an B.N.T. surgeon who removed my 
tonsils and adenoids, with half my uvula as ‘an encore. 
They left me alone after that for no less than ten years, 
when I was operated upon again (for tonsils and adenoids). 
Nowadays they content themselves with X-raying my 
ee which remain, thanks be to God, frustratingly 
clear. 

The next line of treatment I initiated at school. 
Reading an advertisement in the papers for some tablets 
guaranteed ‘‘ to miraculously stop attacks in 30 seconds,” 
I bought five bob’s worth and swallowed a couple, my 
watch on the table in front of me. At the end of thirty 
seconds nothing had happened, and I haven’t tried them 
again since. Then I took tosmoking herb cigarettes, which 
gave me bronchitis and lots of fun when passed along a 
row of friends in the darkness of the cinema. But as a 


‘therapeutic measure and as a smoke they were equally 


unsatisfying. 

With an increase in my medical knowledge came a 
widening of my circle of treatment. As an undergraduate 
at Cambridge I was skin-tested. A charming physician 
scratched a pair of tramlines down my left forearm with 
great enthusiasm and no asepsis whatsoever. I found it 
hard to believe that such delightfully named plants 
should be the cause of all the trouble—Soft Brome, 
Vernal and Cock’s Foot for example, not to mention 
Yorkshire Fog, Dog’s Tail, and Sheep’s Fescue. And 
neither, apparently, were they. The only conclusive 
reaction was for lobsters and so forth, though I have 
eaten Homard à l Americain in midsummer without 
reprisal. I was desensitised against pollens, regardless : 
effect on asthma—nil. — 

The next step was breathing exercises. These are no 
doubt excellent, but I am one of those unfortunate 
people who can never follow printed directions for doing 
anything, from blood-sugar estimations to (once upon a 
time) dancing the tango. After getting myself into all 
sorts of respiratory contortions, I let them slide. 

, About this time I qualified, mainly because they led 
me up to a fellow-sufferer in the Conjoint clinical. As 
the summer sibili set in again, I reached the sad conclusion 
there was but one therapeutic avenue down which I 
had not yet taken refuge. I should have to see a 
psychiatrist. 

We had several little chats together, the psychiatrist 
and I. Every visit convinced me more strongly how 
neurotic I was, as he dug firmly into my past, carefully 
shaking the psychopathic worms out of each spadeful. 
Had I ever any trouble with my sex life ? Well, there was 
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the time I inadvertently asked both staff nurses on my 
ward to the same party on the same night. . .. How about 
dreams? What sort of dreams did I have? I never 
dream, except that someone is waking me up, when they 
are. My childhood then—was it unhappy ? We even- 
tually got back to Skegness at the age of four. He came 
to the conclusion my asthma was probably the result of 
wandering about with wet feet. 

So now I have no alternative than, like Lord Beaver- 
brook and King William III, to live with my asthma. 
I don’t worry about diet, but if I’m sharing a room with 
anyone I warn them that the terrifying wheezes likely 


to occur in the dead of night sound much more alarming - 


than they actually are. I take ephedrine (which keeps 
me awake), ‘ Benadryl’ (which sends me to sleep), and 
‘ Aminophyllin’ (diuretic). IPve tried atropine, absti- 
nence, alcohol, and adrenaline. Only the last is of any 
use at all, but it’s terrifying stuff to take. The injection 
stings like a wasp, you can hear your heart-rate climbing 
sky-high, the bottom begins to drop out of your stomach, 
and the top of your head wants to blow off. This is all 
made worse by a concurrent feeling of panic. My 
favourite weapon is an atomiser loaded with adrenaline 
1:100. Carrying this in my pocket all summer spoils 
the shape of my suits, but I’d rather leave my trousers 


at home than be without it. By sneaking off into a quiet. 


corner for a sniff, à la Cocaine Joe, I can usually get 
wonderful relief if I catch the attack early enough. I 
can recommend it, and often have done. 

Not long ago I saw two other beneficial measures 
mentioned in the literature—boxing and marriage. But 
before adopting such heroic treatment, Pd like to try a 
-few more cures first. Anyone know any ? 

* 3 * 

I was interested in your peripat’s difficulty in explain- 
ing the whereabouts of the Royal College of Physicians 
to a taxi-driver, as I had a somewhat similar experience. 

Unlike my illustrious colleague (quarter of a century 
as F.R.C.P.) I am an M.R.c.P. of one week’s standing, 
and although not.in the taxi-rider’s group I thought 
I would celebrate the admission to membership by this 
wild extravagance. 

On inquiring my destination, the driver’s face assumed 
a blank stare. After a few moments’ cogitation he 
suddenly smiled and said, ‘‘ I know what you mean, the 
dirty end of Canada ’Ouse.”’ 


s * * 


The elderly French colonel from whom we have hired 


our summer chalet on Lake Geneva arrived this afternoon - 


at our back door dripping wet and clad in nothing but a 
coat of a cut so ancien régime that, fortunately, it reached 
to his knees. After kissing my wife’s hand and exchanging 
the usual prolonged compliments, he asked (a) if I was 
in, (6) if I had any chloroform, (c) if not, could I get 
seme ? My wife answered (a) that I was paid to sit at 
a desk in the Palais des Nations from 8.30 A.M. to 
6P.M.; (b) that not, therefore, being a practising doctor, 
I had no chloroform; and (c) that, being a foreigner, 
there were doubtless regulations which would prevent 
me getting any; and riposted by asking what he wanted 
it for? It seemed that the old lady—also French—with 
whom he was now lodging some 500 yards up the shore 
had fallen and cut her head, and, he greatly feared, broken 
her wrist. 

My wife at this point dragged him indoors—for the 
weather was cool—and administered brandy, which he 
received with many compliments on ‘‘ ce vhisky déli- 
cieux ’’ and a long story of how he had once had some 
in a Scottish regimental mess. He had come as quickly 
as possible for the chloroform in his boat, he explained, 
and his elderly dog, wishing to accompany him and 
nearly falling into the water, he had fallen in himself 
in saving her. But fortunately, Madame, I had pre- 
viously removed my coat, and (with a modest glance 
downwards) it suffices. My wife then asked if the doctor 
had sent him for the chloroform. But, no, it was not 
mecessary to call in the doctor; only he feared that the 
old lady would not sleep tonight without chloroform ! 
After further compliments and hand-kissing, he took 
himself off, chloroformless but cheerful, leaving my 
wife dazed but clear at least on the causes of French 
depopulation and why age is so respected in that 
country. 


Pa 


Letters to the Editor 


INFORMING THE CORONER 


Sır, —The opinion of Mr. (now Sir) Roland Burrows 
on reporting deaths to the coroner, which has once 
more been quoted in your columns, this time (July 26) 
in a letter from the secretary of the Medical Defence 
Union, however correct in law, is capable, if rigidly 
applied in practice, of bringing about one very 
unfortunate consequence. 

While the doctor may have no “‘ enforceable duty ”’ 
to report to the coroner, very valuable time may be 
lost if he refrains from at once reporting a case that he 
knous will ultimately reach the coroner by way of the 
registrar of deaths. If, in such a case, he is content 
merely to drop his certificate in the post-box, two to 
four days may elapse before the pathologist can make his 
autopsy on the coroner’s instructions. In hot weather 
this delay may be fatal to a useful autopsy owing to 
decomposition. 

The remark attributed to Mr. Bentley Purchase on 
p- 147 of your issue of July 26 “ that the coroner’s desire 
to be promptly informed of cases in which an inquest 
may be necessary is based on the convenience of the 
relatives, not of the coroner himself ’’ perhaps understates 
the urgency of the matter. It is no less important to the 
coroner that the pathologist whom he requests to perform 
an autopsy shall have the best facilities that can be 
offered : if the body has been allowed to decompose for 
two to four days the one really important ‘‘ facility ”’ 
—good fresh material for examination—will have been 
lost. Prompt autopsy is more important than prompt 

uri 

It is to be hoped that a too rigid interpretation of 
the Burrows opinion will not have the unfortunate 
effect of leading doctors to depart from the more practical 
custom of informing the coroner direct, either through his 
officer or the police. 

Guy’s Hospital, S.E.1. KEITH SIMPSON. 


NUTRITION IN PREGNANCY 


SIR, —It is generally accepted that the vital statistics 
of pregnancy and infancy are sensitive indices of the 
health of populations, and war-time experience in this 
country suggests that of all the environmental factors 
concerned, nutrition is probably the most important. 
The chief -medical officer of the Ministry of Health! 
writes that ‘‘ the national provision of milk and vitamin 
supplements . . . together with rationing and the greatly 
improved quality of the national loaf has contributed 
to the gradual decline in the maternal, neonatal and 
infant mortality and stillbirth rates’’ during the war. 
Baird ? has pointed out that prematurity aad stillbirth 
are more than twice as common among hospital as among 
nursing-home confinements, despite equivalence of 
medical care, and has given reasons for believing that 
nutrition is the most likely cause of the difference. 
Sutherland è has shown statistically that the stillbirth- 
rate is associated with nutrition and antenatal care, 
but not with overcrowding and its concomitant social 
handicaps. 

In the light of such evidence some of Prof. C. A. Smith’s 
findings ‘ in an inquiry into events in north-west Holland 
during the winter famine of 1944-45 are unexpected. 
His facts were obtained from the records of a maternity 
hospital in Rotterdam and from other sources, several 
months after the famine ended. National statistics 
and data supplied to him by the Oxford Nutrition Survey 
indicated that during the early months of 1945 pregnant 
women in the affected Dutch cities were consuming less 
than 1000 calories daily, their diet having been reason- 
ably adequate before the German blockade started 
in September, 1944, and again becoming fairly adequate 
soon after the liberation in May, 1945. That there was 
in fact severe undernutrition is supported by the state- 
ment that about 50% of women suffered from amenor- 
rhoea, and that there was a fall in the birth-rate to about 
one-third of normal. The average birth-weight of 
1. Qn the state of the public health during six years of war, 1939—45. 

H.M. Stationery Office. 1946. 
. Baird, D. J. Obstet. Gynec. 1945, 52, 217, 339. 


: Sutherland, I. Lancet, 1946, ii, 953. 
. Smith, ©. A. J. Pediat. 1947, 30, 229. 
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infants born in hospital fell to about 90% of normal, but 
the weight attained or exceeded normality within two 
months of the liberation, indicating that the effect was 
produced by underfeeding during the last part of 
pregnancy. Prematurity (defined as birth-weight of 
5 lb. or less) was not significantly increased in ‘‘ hunger ”’ 
pregnancies. Stillbirths actually decreased, according 
to hospital, municipal, and national statistics; and 
there was no increase of neonatal mortality (defined as 
deaths in hospital during the first 10 days of life). The 
proportion of infants who were breast-fed, and the 
duration of breast-feeding did not show any significant 
abnormality. 


Considering the amount of famine in the world recently, 


there are surprisingly few parallel accounts in the litera- 
ture. Antonov ® has described experience in the 
Leningrad State Pediatric Institute during 1942, when 
amenorrhcea became ‘‘ widely prevalent ’’ among women ; 
and the average birth-weight of infants at the height of 
the siege fell to about 85% of normal. The hospital 
stillbirth-rate doubled, and prematurity (defined as 
length at birth less than 47 cm.) became very common. 
There was a high neonatal mortality (21-22% ; no defini- 
tion of neonatal mortality is given). Capacity for breast- 
feeding was never abolished, but less milk was produced 
and the period of breast-feeding became shorter. 
Struthers,* whose writing reflects considerable scientific 
scepticism, says that in the large German cities in 1945, 
when starvation seemed imminent, there was no change 
in birth-weights, but prematurity and missed abortions 
“were more common than usual, and breast milk tended 
to fail after about six weeks. Amenorrhcea was very 
common among women in the Ruhr; this he attributed 
to emotional factors. Middelhoven’” reports that in 
Amsterdam during the famine many infants, though 
not premature, were underdeveloped, had very poor 
temperature control, and were prone to an obscure and 
deadly gastro-enteritis. French and Stare * say that in 
Rotterdam the infant-mortality rate rose from 126 in 
1944 to 319 in 1945. (Incidentally, the 1944 rate is 
extraordinarily high ; in 1938 it was 30.) On the whole, 
Smith’s surprisingly negative findings are not in harmony 
with these parallel observations, but there is little or no 
information which contradicts him conclusively. | 

It is not easy to find a loophole in Smith’s evidence, 
but certain theoretical possibilities should be considered, 
especially since studies of human famine cannot be 
-repeated at will. One must assume that the Rotterdam 
clinical records, on which his main conclusions were 
-based, referred to severely undernourished women. 
There is, however, no direct evidence on this point, though 
one would have expected clinical data to have been 
available, since women consuming considerably less than 
their basal requirements would be expected to show 
clear signs of starvation. Famine undoubtedly existed 
in the area ’—1!; but that women were less severely 
affected than men is suggested by the report è that the 
male death-rate in Rotterdam was 248 and the female 
rate 69% above the 1944 levels. The possibility that 
some pregnancies occurred without being reflected in the 
birth-rate does not seem to have been fully considered. 
While the incidence of amenorrhcea was about 50%, 
births fell to about one-third of normal. The presented 
evidence on abortions, which shows a decreased incidence, 
is admitted to be unsatisfactory. And although “ still- 
birth tends to be reported with some accuracy (as 
compared with the unsatisfactory information concerning 
abortions)’ notifications may have- been incomplete 
during a period of comparative civil disorganisation and 
widespread starvation, with its. resultant apathy, 
especially since nothing could be gained by such reports. 
Established pregnancy, on the other hand, would 
probably be reported in all cases, in order to establish 
priority for rations; and hence it is disappointing that 
numbers of rationed pregnancies were not equated with 
numbers of births plus stillbirths. Such an equation 


` 5. Antonov, A.N. Jbid, pD. 250. 

6. Struthers, R. R. Canad. med. Ass. J. 1946, 55, 152. 

7. Middelhoven, A. Ann. Pediat. 1945, 165, 225. . 

8. French, O. E., Stare, F.J. J. Nutrit. 1947, 33, 649. 

9. Cardozo, B. L., Eggink, P. Canad. med. Ass. J. 1946, 54, 145. 

0. Boe Baa E., Sandstead, H. R., Drummond, J. Lancet, 
1945, il, ; , 

11. Dols, M. J. L., Van Arcken, D. J. A. M. Milbank mem. Fund 
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might have revealed numbers of surplus pregnancies, 
which presumably would have ended in unrecorded mis- 
carriage or stillbirth. Finally, in an account of. this 
kind it is desirable to know something of the conditions 
under which hospital records were compiled by their 
originators. Clinical accounts such as that of Middel- 
hoven ? indicate that at least some hospitals were not 
exactly cases of calm routine, but shared in the extra- 
ordinary hardships suffered by the population at large. 
Would statistics collected under such conditions be 
entirely comparable with those of normal times, or was 
the Rotterdam maternity hospital unusually fortunate ? 
Though Smith doubtless considered this point, his only 


comment is that the records were ‘‘ presumably accurate.” . 


Other reports on the Dutch famine are said to be under 
publication. They will be read with interest. Mean- 
while, Smith’s findings underline the need for further 
study, but do not mean that statistics of mortality 
connected with reproduction and infancy have little or 


no bearing on the social and nutritional well-being of 


populations. 
DUGALD BAIRD 
Department of Midwifery, Aberdeen University. _ 
; ANGUS M. THOMSON 
Rowett Research Institute, Bucksburn. 
LEITCH 
Imperial Bureau of Animal Nutrition, Bucksburn. 


DISTRIBUTION OF STREPTOMYCIN 


Sm,—Your leading article of June 14 states that there 
are some 2000 cases of tuberculous meningitis a year, 
and that the Government hope for a production of 
perhaps 250 g. of streptomycin a month by next June— 
enough to treat at most 50 of these 2000 cases. Your 
complacency, and the Government’s, in the face of this 
abject failure of nationalised medical care, does not, 
however, end there; for it is repeatedly suggested in 
your columns and in Mr. Bevan’s statements in the 
House of Commons that the value of streptomycin in 
pulmonary tuberculosis is still unproved, and that. it 
would therefore be unjustifiable to embark on the 
expense of full production until the M.R.C. trials have 
been completed. Yet it has already been shown by 
competent American investigators that streptomycin 
will save the lives of most patients who have miliary 
disease of the lungs or acute exudative disease. Assuming 
that there are three times as many deaths from miliary 
disease as from tuberculous meningitis, and a like number 
of deaths from acute exudative disease, there will be 
some 10,000 or more deaths from tuberculosis next year 
which could have been prevented by an adequate supply 
of streptomycin. Moreover, streptomycin is of the 
greatest value as an adjunct to surgical procedures in 
pulmonary tuberculosis, making for greater safety and 
quicker healing ; and even as a palliative measure it can 
invariably be relied upon to lessen cough, reduce fever, 
and improve well-being. 

This complacency in all aspects of tuberculosis control 
is of course of long-standing: thus in noting (in the same 
issue on p. 837) the great success of the Minneapolis 
scheme in lowering the incidence of infection, you say 
that it ‘‘ is not as a whole applicable to centres in this 
country.” Why on earth not? Likewise, after 40. years 
of Government administration for tuberculosis, and 
almost as long a period of Government control of milk 
production, we still have thousands of children infected 
and crippled by the bovine bacillus every year. If the 
United States can eliminate tuberculous dairy cattle, 
so that tuberculosis of bone and joint in children is 
practically unknown, why cannot England do the same ? 

Lest you should wonder why a cancer specialist should 
write to you on tuberculosis, may I briefly recount the 
following case ? 

In April last year a thoracoplasty was done for a large 
cavity in the left upper lobe. Unfortunately the day after 
the first-stage operation, atelectasis of the left lower lobe 
ensued, and then tuberculous bronchopneumonia, which 
began to stabilise some weeks later. In July, however, 
after several attacks of unexplained pyrexia, a skiagram 
showed a hematogenous spread throughout the right lung. 
On August 6, when the patient was practically ‘moribund, 
streptomycin was started; by the 16th cyanosis had dis- 
appeared, fever had subsided, and appetite returned. After 
3 g. daily for 120 days the sputum became negative. Now, 
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a year later, it would be impossible to tell from the skia- 
grams that the lungs had ever been infected with tuberculosis, 
so complete is the resolution not only of the right-sided 
miliary disease and the exudative disease in the left lower 
lobe, but even of the caseo-cavernous disease in the left 
upper lobe. 


If you publish this brief case-history, it would be 
wrong not to acknowledge with gratitude the extra- 
ordinary generosity and kindness which our American 
and Canadian colleagues have shown to the stranger 


within their gates. RALPH PHILLIPS. 
Summit Park Sanatorium, Pomona, N.Y., U.S.A. 


*,.* Complacency about any side of the campaign 
against tuberculosis would certainly be out of place. 
Given sufficient expenditure, the disease is one that is 
controllable and ultimately preventable; but at present 
it is not being controlled. So long as this is so, there 
must be some hesitation about diverting any large 
proportion of our limited resources to the development 
of an expensive remedy which is promising rather than 
proven. Our correspondent is, we believe, overstating 
the incidence of the miliary and acute rapidly fatal 
exudative forms of the disease, neither of which perhaps 
is commoner than tuberculous meningitis. As for 
pulmonary tuberculosis in general, caution will remain 
necessary until the merits of streptomycin have been 
fully demonstrated in an organised investigation. If 
we seem to be carrying caution too far it is only because 
the implications, and the hopes aroused, are so tre- 
mendous. The largest possible trials are required, and 
it is a relief to learn that the amount of streptomycin 
to be produced in this country by next summer, though 
small in relation to American output, is likely to be 
vastly greater than the 250 g. a month which was formerly 
mentioned.—Eb. L. 


VISITING THE SICK 


Sir,—I write in connexion with Miss Olive Matthew’s 
letter, published in your issue of Aug. 2. 

For some years friendless inmates of public-assistance 
institutions and chronic-sick cases in hospitals under the 
L.C.C. and a few other authorities have enjoyed the 
services of the Pen Friends Guild, whose members 
correspond with old or sick folk who have no other 
contact with the outside world. The pen friendships 
that have resulted have been so greatly appreciated 
‘that I am anxiois to see the service extended, and should 
be very glad to hear from anyone who might be willing 
to organise a county branch of the guild. The work 
can be undertaken even by busy people, since it can 
be regulated in accordance with the time that can 


be spared. M. A. PRATT 
Hon. Secretary, Pen Friends Guild. . 


Hillview, Bryants Bottom, Great Missenden, Bucks. 


LEUCOPLAKIA 


S1r,—Leucoplakia vulve and kraurosis are very rare. 
Leucoplakia is a precancerous condition, in which 
early diagnosis is important. Leucoplakia, kraurosis, 
and many of the maladies described in gynecological 
textbooks are usually vulvar dermatitis, associated with 
a complicating factor such as uterine, vaginal, or urethral 
discharge. The whitish, macerated, horny epithelial 
layer seen with many of the dermatological conditions 
affecting the anogenital region and surrounding area 
has too often in the past been called leucoplakia. If 
that word is retained, a better term would be ‘‘ leuco- 
plakic vulvitis.” In the late stage of vulvitis a degree 
of contraction occurs which has been mistaken for 
kraurosis. 

Some years ago! I described in detail several cases 
observed over many years, and at the request of 
Sir Comyns Berkeley I wrote an article? on the diagnosis 
and treatment of these maladies, in which the work of 
eminent dermatologists of Britain, France, Germany and 
America was summarised. 

During twenty years the cases sent to me by gynæ- 
cologists labelled leucoplakia could be placed under these 


1. Brit. J. Derm., 1940, 52, 321, 353. 
2. J. Obstet. Gynec. 1942, 49, 310. 


headings—lichenification, eczema, intertrigo, tinea cruris, 
seborrheeic dermatitis, and eczematised psoriasis; or, 
less commonly, erythema multiforme, scleroderma, 
pemphigus, dermatitis herpetiformis, and lichen sclerosus. 

I was interested to see from your annotation of July 26 
that oestrin therapy has fallen out of favour; I long ago 
came to the conclusion that more rapid and enduring 
results were obtained by pelvic diathermy (Cumberbatch 
technique). Vitamin A is certainly of value, but with 
war-time diet it is difficult to appraise its effect when 
other remedies are also employed. 

London, W.1. AGNES SAVILL. 


A HYGIENIC FORK 


Sir,—Dr. Gordon is doubtless bacteriologically right 
in condemning the present design of forks (Aug. 9, 
p. 220), but he cannot blame it on our ancestors. I 
happen, as I write, to be finishing my breakfast with an . 
1Sth-century fork. It has three prongs, no ridges of 
any kind, and the business part glides into the handle 
with a rounded smoothness which knocks spots off 
Dr. Gordon’s bevelled edges. Also, a small point, it 
looks beautiful, which is more than can be said for 
Dr. Gordon’s drawing. 


Oxford. ; E. M. VAUGHAN WILLIAMS. 


BOARDS AND MANAGEMENT COMMITTEES 


Sir,—The regional hospital boards must soon decide 
the principles which are to guide them in the appoint- 
ment of hospital management committees and their 
officers. The sources from which any bodies are renewed 
—or, in the Churchillian phrase, ‘ refreshed ’’—deter- 
mine their strength and vitality ; and future member- 
ship of the boards, at least on the lay side, will no doubt 
go to those who distinguish themselves on the hospital 
management committees. When we come to the actual 
recruitment of the management committecs, however, 
we have less grounds for confidence. X 

It seems to me that your leader of July 12 hardly goes 
far enough. It is in effect a powerful plea that the 
management committees should have a dominant voice 
in the selection of their members. The committees of 
voluntary hospitals are at present largely composed 
of those who work or pay, or perhaps do both. Justifica- 
tion by works is an excellent credential for any man, 
but will this method of selection necessarily prove ade- 
quate in the new conditions? Some hospital com- 
mittees seem to be out of touch with the broad currents 
of local life, and while this was a serious enough defect 
under the old system it may prove disastrous under the 
new. The regional boards of the future will require to 
be broad-based on the hospital management committees, 
and the proper manning of these may ultimately make or 
mar what the Minister is the first to admit is an admini- 
strative innovation. It is to be hoped therefore that 
both regionally and locally there will be a sustained 
effort to keep the membership of the committees in full 
and continuous contact with the life of the communities 
they serve. 

And what of regional administration ? You speak of 
global budgets instead of itemised control. So far so 
good ; but what is to be the guiding principle in deter- 
mining the size of the regional budget? Will this be 
based on the population of the region, or on the number 
of existing hospital beds; and will the development 
budget be determined on the bed deficiencies ? Having 
determined the size of the regional budget, how is this 
to be apportioned by the board? The boards have 
responsibility for the acts of the hospital management 
committees to which they delegate many of their powers. 
What will happen to the management committee which 
overspends its appropriation? The only remedy for 
wilful default in this matter appears to be the super- 
session of the committee. 

The regional boards will no doybt set out determined 
to afford the widest degree of autonomy possible to the 
management committees. But the committees are to 
appoint and dismiss staff, not in their own name, but 
in that of the regional board, which will be in a contractual 
relationship with the. staff concerned. Is it fanciful 
to see in this arrangement a potent source of difficulty 
and embarrassment ? as 
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Complaints are of first-class importance in any 
organisation. From them administrators learn the 
day-to-day lessons of their job. Failure to deal ade- 
quately with complaints is probably the greatest source 
of irritation to the consumer, and much of the impatience 
displayed in dealing with large institutions arises from the 
apparent lack of satisfaction given to complainants. 
A hospital management committee is the agent of a 
board. A justified complaint against a hospital may be 
the measure of the committee’s failure adequately to 
discharge their responsibilities. Are they always to be 
judge and jury in their own case, and is a board to deprive 
itself of the educative value of handling complaints ? 
‘Sooner or later the Minister must be involved, as he is 
at the present time—but with the cardinal difference 
that in the future he will have the final responsibility 
to the public.: The regional boards cannot be content 
to act merely as a channel of communication between 
' the central authority and the hospital management 
committee, nor to accept, without question, explanations 
which may ultimately reflect on the manner in which 
their obligations have been discharged. 

When the boards become responsible for the hospital 
finance of the region there will fall to them the invidious 

task of attempting to iron out inequalities of wages and 
` salaries and conditions of service generally. Moreover 
in times of general shortage of both goods and services 
‘the boards cannot allow the individual institutions to 
compete with each other and to compel a rising scale of 
costs at the expense of the regional budget. 

The chief criticisms against the existing hospital 
services, apart from the inequalities of provision and 
lack of overall planning, are to be found at either end 
of the scale. The larger hospital authorities have been 
criticised for their bureaucratic tendencies and the smaller 
hospitals for having parochial outlook and being in some 
cases.a vested interest. It seems that there will be an 
impetus towards compelling the regional boards, in 
sheer self-protection, to limit the degree of delegation 
which every fair-minded observer would like to see 
granted to the hospital management committees. 

The whole success of this great venture may therefore 
depend firstly on securing that the committees attract 
and recruit their’: members from the widest field, and 
in their administration strike a nice balance between 
centralisation and devolution. To do this will require 
their unceasing vigilance, and they will have the right 
to expect that the management committees are sympa- 
thetic to the great difficulties with which they will be 
confronted. 

Southend-on-Sea. J. STEVENSON LoGaN. 


ETIOLOGY OF DISSEMINATED SCLEROSIS 


Sir,—Your annotation on July 19 contained a quota- 
tion from the paper of Kabat, Wolf, and Bezer on the 
production of brain lesions by ‘injections of heterologous 
brain tissue with ‘‘ adjuvants’’ into monkeys. The 
lesions are described as perivascular polymorphonuclear 
infiltration associated with oedema, degeneration of 
myelin, and occasionally fresh hemorrhages. 

In my experimental work on heat-stroke I found lesions 
similar to these, except that hsemorrhages were absent, 
in the brains of many rabbits after subjection to hyper- 
thermia. My experiments are referred to very briefly 
in the British Encyclopædia of Medical Practice, Cumu- 
lative Supplement, 1947, p. 127; I have not yet had 
time to publish them in full. Microscopic heemorrhagic 
lesions in the brain after hyperthermia have been 
described by Hartman ! and others. 

It is possible that the brain plus ‘‘ adjuvants ” injected 
by Kabat et al. may act as foreign protein and cause the 
animal to become pyrexial, even hyperpyrexial. I was 
puzzled to explain the lesions in my experimental 
material: I thought the changes might be due to a 
combination of hypoxia and ischemia ; an immunological 
explanation did not occur to me. The blood of hyper- 
thermic animals inclines to a relatively low pH due to 
outpouring of lactic acid from the heated and oxygen- 
starved tissues, principally muscles. Many years ago 
Suzman (in a paper in the British Journal of Experimental 
Pathology) showed that emulsions of brain tissue added 
to saline suspensions of killed bacterial cultures produced 
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agglutinins of very high titre in the blood of rabbits 
after subcutaneous injection. The explanation there 
given was that the brain emulsion caused rhythmical 
contractions of the spleen. The brain emulsions used — 
were highly diluted and autoclaved before injection. 
Under the circumstances it is rather curious that, the 
effective treatment employed by Prof. P. C..P. Cloake? 
should be repeated T.A.B. pyrotherapy. | 
Epping. FRANK MARSH. 


ELECTRONARCOSIS 


Sm,—The report by Dr. Spencer Paterson and Dr. 
Milligan (Aug. 9) holds out hope that electronarcosis — 
may prove another useful treatment in psychiatry.. But 
I have just returned from a visit to the U.S.A., where I - 
found opinion still much divided on its value. It will | 
probably be some time yet before we know its proper 
use in relation to the present established methods of 
treating schizophrenia. 

Meanwhile there is a real danger to be guarded against. 
When electric convulsion therapy was first jatroduced, 
it was too rapidly ee as a possible simpler sub- 

his had unhappy results for 
patients who were “given it instead of insulin in the 
recoverable stage of their-ilmess. Findings now. suggest | 
that some drifted into chronicity as a result. 

I do hope therefore that electronarcosis will not be - 
used too widely as a substitute for insulin till findings 
as to their relative values are fairly certain. Now that 
machines are becoming more easily available for our use 
we do not wish for a repetition of the E.c.1T. tragedy. 
To allow a schizophrenic to drift into avoidable chronicity 
may mean thirty years’ suffering for the patient and a 
large financial burden to the relatives or the State. 

Sutton Emergency Hospital. WILLIAM SARGANT. 


ACTINOMYCOSIS OF RECTUM 


Srr,—In connexion with an investigation which I am 
making into the incidence and symptomatology of 
actinomycosis involving the rectum and anus, I should 
be greatly obliged if any of your readers would let me 
have details of any such cases which may have come 
under their observation. 


20, Rosecroft Avenue, 
London, N.W.3. 


ADMINISTRATIVE RESPONSIBILITIES OF THE 
MATRON 


Sm,—May I correct the statement of your corre- 
spondent of July 26 (p. 147)? The Association of Hospital 
Matrons drew up, in 1945, ‘‘ suggested standing orders 
for matrons’’ which were intended to help individual 
hospitals to compose their own, as the first paragraph 
stated. It has been no part of the policy of the associa- 
tion to lay down regulations or standing orders for 
hospitals ; we have merely offered helpful suggestions. 
Contrary to the impression of your correspondent, the 
association had in mind every kind of hospital— 
voluntary, municipal, and private. Since these have 
different practices, main principles only were set out, 
for adaptation and amendment to suit the requirements 
of each. Suggestions were also made for procedure to 
be followed when the office of matron became vacant. 

This association does recognise that the house- 
governor, secretary, or medical superintendent, as the 
case may be, is the chief executive officer of the hospital, 
and that the closest liaison on administrative matters 
is necessary between himself and the matron at all times. 
Professionally she is head of the nursing staff, but when 
problems arise she should consult with the chief executive 
officer. There are still, however, hundreds of hospitals 
in this country where the matron carries out the duties 
of the chief executive officer as well as her own; and 
difficulties have mainly arisen in such hospitals when a 
chief executive officer has been appointed, and, without 
any explanation on his part or the part of the committee, 
has taken over the duties, and has totally disregarded the 
proper professional standing of the matron. 

ertainly the matron should be capable of loyal 
cobparation with the other departments of the hospital = 
that is one of our recommendations. E, COCKAYNE 


Association of Hospital Matrons. Hon. Secretary. 
2. See Lancet, July 26, p. 143. 


V. ZACHARY COPE. 
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Parliament 


ON THE FLOOR OF THE HOUSE 


THE crisis turned what was to have been a short 
week with an adjournment motion for the recess into a 
very long week. On Bank Holiday Monday after an 
exhaustive debate on Germany and Austria we went on 
to finish with the Agriculture and the Transport Bills 
and did not rise till 6.45 a.m. on Tuesday. 

The Government have stated that after the end of 
the current period Great Britain cannot continue to 
pay in dollars for supplies to the German people. They 
have also been forced to impose heavy taxation on 
Hollywood films. It is hard, concrete, ungetoverable 
difficulties of this kind which may be part cause of the 
fading out of the original Marshall * plan ” into a nebu- 
lous Marshall ‘‘ suggestion.” The original proposal was 
expected to bring help to Great Britain by the end of 
July and before the adjournment of the American 
Congress. But, as Mr. Attlee made clear in his speech 
to the Commons, it is impossible for this country to 
become permanently dependent on the U.S.A.; and 
Congress has adjourned till January, 1948, with no offer 
to this country. - 

The programme of austerity announced in the debate 
on Wednesday and Thursday on the state of the nation 
is the price of British freedom, and the Battle of the Gap 
is on. Many expedients for reducing our expenditure 
were considered, including a heavy cut in our Armed 
Forces. A reduction by half was in the minds of many 
members: And some bigger reduction than at present 
suggested may have to be made, because expenditure 
on them is one of the biggest items of our budget. We 
cannot cut down essential basic foods, although we can 
and must cut luxuries. We must produce more and 
export more, and this we cannot do if the workers are 
not well enough fed. 

It is expected that the Paris consultations on the 
Marshall offer will consider the pussibility of an economic 
integration of the western European countries there 
represented. In the crisis debate it was suggested that 
this integration should extend to the agricultural countries 
of Eastern Europe—in particular Hungary, Roumania, 
Yugoslavia, and Czechoslovakia—and beyond that to 
the Soviet Union. It is significant that arrangements 
have since been announced with Hungary for supplies 
of bacon, eggs, and fats. Those M.pP’s who are also 
economists think the days of the old free multilateral 
trade is over and that regional arrangements must 
replace them. The North and South Americas make 
one such region. The British Commonwealth with the 
Colonies makes another. Add to the resources of the 
British Commonwealth those of continental Europe and 
of the Soviet Union and you have a region potentially as 
rich as the two Americas. It is considerations such as these 
that are the daily bread of Parliament at present. And 
it is to vast economic changes in production and trade that 
all governments must look forward. The crisis is not that 
of Britain alone; it.is the growth of a new world out of 
the old, and the new forces are at work under our eyes. 


MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Tribute to the Indian Medical Service 


In the House of Lords on Aug. 7 the Earl of 
LISTOWEL, in the course of moving an appreciation 
of the work of the civil and military Services of the 
Crown in India, said that the Indian Medical Service, 
though its primary function had been the care of these 
Services, had also contributed substantially to the 
advance of medical science and had played a leading 
part in building up a modern system of applied medicine 
in India. Its research into the cause of malaria resulted 
in discoveries about the malarial mosquito which 
enabled the Panama Canal to be built. In the applica- 
tion of medicine it reduced the death-rate from cholera 
in India by two-thirds, and its mastery of the diagnosis 
and treatment of many tropical diseases had brought 
relief to thousands of victims. It was the pioneer, 
and for many years the only source, of medical education, 
-and the father of the three medical colleges which were 
founded in British India in the nineteenth century. 


The result of the pioneer work done by the I.M.S. was 
that India now possessed a well-organised medical 
profession of more than 50,000 practitioners. The PRIME 
MINISTER, moved a similar resolution in the Commons. 


Medical Practitioners and Pharmacists Bill 


In answer to a question, Mr. H. MORRISON stated that 
this Bill had been published in order that the House 
and the country should be aware of its proposals. It 
was not proposed to proceed with it this session. 


School Medical Services 


In introducing the estimates for the Ministry of 
Education in the House of Commons on July 31, Mr. 
TOMLINSON said there were some 5 million children in 
the schools, but among that large family there were. 
75,000 handicapped children—only 11/,% it was true, . 
but the nation would be judged as much by what it did 
for the 1'/,% as by what it did for the 98!/,%. Therefore, 
he was pleased that in dealing with the problem of the 
handicapped child some progress had been made in the 
Ministry’s specialist organisations and services. 

The rise in the number taking milk in schools had been 
remarkable. In June, 1946, it was 3,370,000, or 72%; 
in June, 1947, when milk was free, it was 4,300,000, or 
92%. Of all milk given in schools, 94% was either heat- 
treated or tuberculin-tested. About 50% of the school- 
children today were receiving meals in school: more 
progress could have been made but for the decision to 
put the provision of huts in preparation for the raising 
of the school-leaving age before the feeding of children. 


QUESTION TIME 
Consumption of Foods in 1946 


Mr. P. FREEMAN asked the Minister of Food what was the 
total weight and value of all principal foods consumed in this 
country in 1946; and the corresponding details for foods 
supplied to restaurants and canteens, separately—Mr. J. 
STRACHEY gave the following figures : i 


Catering 
Total food establishments 
Quantity Value (a) Quantity (b) Value (c) 
7000 tons £000 7000 tons £'000 
Bread 4,415 101,638 503 ' 10,941 
riour .. eee. eww 1,753 33,887 89 1,946 
Cakes and biscuits .. 1,113 150,104 107 13,201 
Meat and offal (d) 1,814 211,347 182 21,140 
Canned meat .. aie 172 32,229 15 667 
Bacon and ham (e) .. 306 57,255 21 3,416 
Fresh fish si .. 1,072 81,591 — — 
Butter... Sa za 229 40,957 20 3,337 
Margarine, lard, and 
cooking fat .. uM 504 39,877 58 4,292 
Fresh milk (e).. 6,700 207,798 989 28,799 
Canned milk .. me 166 14,026 17 33 
Dried milk Be ea 42 8,205 22 
Cheese .. ie 218 25,983 20 2,118 
Eggs in shel] (e) 201 27,054 ARa Teak 
Dried egg za we 37 17,719 2,274 
Tea a ae ah 191 63,328 32 10,129 
Sugar... ai .. 1,254 49,506 92 ,15 
Jam and marmalade. . 283 33,591 28 2,801 
Chocolate and sugar 
confectionery “se 232 49,529 24 4,136 
Potatoes ute .. 5,502 60,225 — E 
Vegetables .. _.. 2,265 116,844 — cen 
Canned and dried 
vegetables .. sis 349 25,660 — wees 
Fresh fruit ix ee 985 95,518 = =a 
All other foodstuffs. . — 178,875 — 69,582 
— 1,722,746 — 185,495 


(a) These values are the totals of the estimated expenditure 
in the following five categories: . 


(i) Domestic purchases of food by households at retail prices, 
together with the value at farm prices of produce consumed 
on farms, and the value at the cost to the consumer of 
welfare foods provided under the National milk, milk-in- 
schools, and vitamin schemes. 
Purchases by category A catering establishments (restaurants, 
hotels and all residential establishments, together with 
institutions. such as Services hospitals, orphanages, and 
hostels, and school canteens and feeding centres, war-time 
nurseries, and public and private day schools) valued at the 
rices paid by these establishments. 
chases by category B catering establishments (voluntary 
services canteens, and police canteens, industrial A and 
B canteens, youth service centres, workers recreational 
clubs, and all other cadet clubs, &c.) valued at the prices paid 
by these establishments. 
(iv) Purchases by the Services of food for the Armed Forces in 
the U.K. valued at the prices paid by the Services. 
(v) The quantities of ingredients used for the production of manu- 
factured foods and their valuc at the prices paid by manu- 
facturers are included against the ingredients where these are 


(ii) 


. dii) 
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given separately in the above table. The value of other 
meres ene and the added value resulting from manufacture 
are shown against all other foodstuffs. 


(b) The quantities of unrationed foods consumed in catering 
establishments are unknown. An estimate of their value is 
included in the total. (c) These values represent the totals 
of groups (ii) and (iii) noted in (a) above. (d) Including canned 
corned meat and pork self-suppliers. (e) Including self- 
suppliers. l 

Poliomyelitis 


Asked by Mr. E. FLETCHER whether any general direction 
has been given for closing swimming-baths in districts where 
poliomyelitis occurs, Mr. A. Bevan, Minister of Health, said : 
I am exceedingly anxious not to create an atmosphere of 
panic. It must be remembered that sad and calamitous 
though the consequence of this infection often is, there are 
‘very many other epidemics which are very much more serious, 
and we must keep a sense of proportion. I believe that the 
psychology of panic would be far worse than the advantage 
of any directions that I would be able to give. 

Mr. G. NicHotson: While I accept and agree with what 
the right hon. gentleman has said, does he not think it would 
be advisable for his department to make such statements on 
the disease in order to allay anxiety and to tell parents how 
best to try to avoid sources of infection? Surely a little 
guidance is needed.—Mr. Bevan: I have already given 
guidance, and general information has been given from the 
beginning. I must warn the House against frightening 
parents uwnnecessarily. 

In further answers Mr. BEVAN said there was no evidence 
whatever of the slightest connexion between malnutrition and 
` infantile paralysis. Research on this, as other virus diseases, 
was at present a matter for the Medical Research Council. 

Colonel M. Stoppart-Scotr asked the Lord President of 


the Council what public money was being spent on research 


into the causes, prevention, and treatment of infantile 
paralysis.—Mr. H. Morrison replied: Research on virus 
diseases, of which infantile paralysis is one, forms an important 
part of the programme of the Medical Research Council, and 
over £10,000 is being spent upon it in the present year. The 
proportion of this represented by the salaries of workers 
devoting most of their time at present to studying infantile 
paralysis is about £2000. 


Homes for Aged Persons’ 


Mr. F. MEssER asked the Minister of Health if he was aware 
that some voluntary organisations were deferring the setting 
up of homes for old sick people owing to their doubt as to 
whether such homes would come under the regional hospital 
board ; and if he would make clear the position of such non- 
profit-making establishments.—Mr. BrEvan. replied: I 
know that doubts have been expressed. The position is that 
if a non-profit-making home exists to provide medical or 
nursing care for old sick people it in future becomes the 
responsibility of the hospital service, unless specially dis- 
claimed by me. 
for the aged non-sick is precluded from arranging minor 
facilities for minor ailments, or, for example, the periodic 
visiting of a doctor. But if it becomes a place whose function 
is essentially the care of the sick the position is as above. 


Penicillin for Germany 


In answer to a question, Mr. C. P. MayHEw stated that in 
May, 1947, the issues of penicillin to the British zone from 
official sources in mega units were: for venereal-disease 
cases, 1271, and for non-venereal-disease cases, 100. An 
additional 2000 were issued from non-official sources for non- 
venereal-disease cases. In August 5000 mega units will be 
available from official sources. 


Recruitment of Nurses 


Mr. A. L. Symonps asked the Minister of Health if he had 
now given consideration to the practical effect on recruit- 
ment to the nursing profession, on the Rushcliffe scale of 
salaries, of recent judgments of magistrates at Clerkenwell 
and Wealdstone.—Mr. Bevan replied: I understand 
that this matter is being taken to the High Court. 


Health Education Films 


Mr. G. Cooper asked the Minister if he would donidan 
sponsoring a British film through the Central Office of 
Information, for use in senior schools and for the education 
of the public in childbirth and maternal and child welfare 


PARLIAMENT—OBITUABY 


This does not mean that a home existing 


[auaust 16, 1947 


including the work of antenatal clinics.—_Mr. BEvAN replied : | 


The Ministry of Health has already produced, through the 
Central Office of Information, a series of films on the care 
of young children. Others on various aspects of maternal 
and child welfare are in production or planned.—Mr. 
CoorER: Does the Minister realise the extraordinary amount of 
human interest taken in an American film which is 
being shown at a cinema in the Charing Cross Road 
which has attracted very great crowds? Does he not think 


that it is important to show the public of this country the 


British practice as distinct from the American practice ?— 
Mr. Bevan: We are indeed showing a large number of 
English films. I would resist any inclination to believe that 
the Americans in this matter are more forward than we are, 
Colonel Stroppartr-Scorr: Will the Minister promise 


the House that he will not have shown in senior schools any 
film which shows a detailed, factual and faithful reproduction. 
of the operation of childbirth, which can only have a deterrent 
effect, ultimately, on the birth-rate ? Mr. Bevan: I-am sure. 


that the Minister of Education and I will bear in mind any 
technical advice we have on this subject, but the effect on the 
psychology of the child seems to be a matter upon which 
yee have as much information as specialists. 


Fruit Content of Jam _ 


Sir E. GRAHAM-LITTLE asked the Minister of Food 
whether he would make it clear to the public that the 
full fruit standard of English jam contained only 10% of 
the fruit specified on the label, the other contents being 
extraneous matter—Mr. STRACHEY replied : The 
hon. Member is mistaken in thinking that any full fruit 
standard jam contains only 10% of the fruit specified on the 
label. In no case may the fruit content be less than 20%. 
The only other ingredients that may be used are sugar, pectin, 
and, where necessary, traces of colouring matter and pre- 
servative. 
the normal meaning of the term “ extraneous matter,” 
they are essential to the best manufacturing processes. 


Obituary 


JOHN SCOULER BUCHANAN 
M.B. GLASG., F.R.F.P.S. 


Mr. Buchanan’s death, on July 23, at the age of 56, 
came as a shock to colleagues and friends. Last month, 
apparently in his usual good health, he attended the 
Oxford meeting of the Association of Surgeons; but 
on his return to Glasgow he developed a mild coronary 
attack which was followed in a fortnight by a fatal 
recurrence. 

A son of the late Dr. John A. Buchanan of Rutherglen, 
he qualified at Glasgow in 1912 and served as house- 
surgeon and house-physician in the Western Infirmary. 
Having decided on a surgical career his next step was 
to spend some months in general practice. War broke 
out soon afterwards, and apart from a short period of 
home service in 1915 he was in France and Belgium 
from the autumn of 1914 until 1918, serving latterly 
as a surgical specialist. When hostilities ceased he was 
transferred to Glasgow as orthopædic surgeon to the 
Bellahouston Red po Hospital, and in 1919 he was 
elected to the staff of the Western Infirmary where he 
joined the clinic of the late Mr. Archibald Young. In 
1925 the death of Sir William Macewen led to Young’s 
promotion to the regius chair of surgery, and Buchanan 
became his university assistant. A few years later he 
became senior assistant to the late Mr. Farquhar Macrae 
in the Western Infirmary, and after Macrae’s retirement 
he held a similar position with Mr. W. A. Campbell. 
In 1936 he was promoted visiting surgeon and two years 
Jater became hon. lecturer in surgery in the university. 
Thus throughout his professional career he held appoint- 
ments in the Western Infirmary; but in his younger 
days he was also for 10 years assistant surgeon to the 
Royal Hospital for Sick Children, and for the last 17 
years of his life he was consulting surgeon to Ayr County 
Hospital. A devoted fellow of the Royal Faculty of 
Physicians and Surgeons of Glasgow, he was elected 
visitor in 1946, in which year he was also elected to the 
council of the Association of Surgeons of Great Britain 


6 


since 


and Ireland. He did more than his share of public work, 


and at the time of his death was a member of the boards 


I do not regard any of these ingredients as within. 
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of management of the Western Infirmary and of the 
Royal Maternity Hospital and was chairman of the 
advisory committee of the staff of the Western Infirmary. 
He was a good committee-man and his advice was highly 
valued. 

Buchanan excelled as a general surgeon and had a 
large private consulting surgical practice. Patients 
trusted him without reservation; for here, they knew, 
was a man full of human sympathy yet master of the 
situation. He was thorough in the pursuit of an accurate 
preoperative diagnosis, and, having taken his decision, 
a bold operator. He taught and practised meticulous 

re- and post-operative treatment, and he was rewarded 

y brilliant results in very diverse fields of surgery. 
As a teacher, too, he achieved outstanding success. 
He had an inquiring and critical mind and an 
extensive knowledge of surgical literature; he pre- 
‘pared carefully ; he delighted i in the giving of instruction 
and he understood students and their difficulties. With 
undergraduates and postgraduates alike he was one of 
_the most popular surgical teachers in the West of Scotland. 
He served for a term of years as examiner in surgery to 
the University of Glasgow and as examiner for the 
fellowship of the Royal Faculty. In this he was thorough 
and conscientious, and many a candidate has had occasion 
to be grateful for his unexpected patience. He did not 
believe in writing unless he had something of real value 
to put on record. His few publications are marked by 
the clarity of expression and careful preparation which 
were characteristic of the man. 

‘* Scouler’’ was an asset at any gathering whether 
medical or lay. He was a ‘“ good mixer” and had a 
host of friends. He was a keen sportsman, a good shot, 
and an enthusiastic angler, and he greatly enjoyed a 
day on the golf-links. He was kindly and courteous 
and ever ready to help those in trouble. He was taking 
an increasing place in the councils of the profession in 
Scotland and his untimely death at the zenith of his 
career is a loss which we can ill afford. His wife, a 
daughter of the late Mr. John H. Hair, of Lossiemouth, 
was his most devoted helper in all his many activities, 
and of their two children his son is a recent Cambridge 
medical graduate. W. W. G. 


Births, Marriages, and Deaths 


BIRTHS 


ALLEN.—On Aug. 6, in London, the wife of Dr. E. H. Allen— 
a son. 

CaREY.—On Aug. 7, the wife of Dr. Charles Carey—a son. 

GLUCKMAN.—On Aug. 1, at Johannesburg, the wife of Dr. 
Jonathan Gluckman—a daughter. 

HARRISON.—On Aug. 7, at King’s Lynn, the wife of Mr. John O. 
Harrison, F.R.C.8.—a daughter. 

Hory.—On Aug. 6, in Loudon; the wife of Dr. R. A.  Hoey—a 
daughter. 

HvuGHES.—On Aug. 8, the wife of Dr. W. Hughes—a son. 

Kerys.—On Aug. 1, ‘in Singapore, the wife of Dr. D. N. Keys— 
& son. 

McQUEEN.—On Aug. 4, at Sydney, Australia, the wife of Dr. E. G. 
MCQUEEN—a son. 

OLLERENSHAW.—On Aug. 2, at Esher, the wife of Dr. Gerald 

pia eg eae daughter. 

_ WEL18.—On Aug. 1, at Ipswich, to Dr. Dorothy Wells, wife of 

Dr. J. M. W. Wells—a daughter. 


MARRIAGES | 


ALDRIDGE—RADCLIFFE- WILSON.—On Aug. 2, at Crondall, Reginald 
Aldridge, M.R.C.8S., to Anne Margery. Radclifte- Wilson. 
CROCKETT—CHALMERS.—On Aug. 7, at Northants, David John 

Crockett, M.B., to Anne Baillie Chalmers. 
INKSTER—WATr.—-On Aug. 4, at Aberdeen, John Scott Inkster, 
M.B., lieutenant, R.a.M.c., to Helen Milne Watt. 
‘MorrRis—GaRLAND —On “Aug. 10, in London, 
M.R.C.8., to Netta Garland. 
T 1L—TUNSTALL- BEHRENS —On July 23, in Cornwall, Kenneth 
Till, M.B., to Morwenna Tunstall- Behrens, M.B. 


7 DEATHS 
BrmtTs.—On Aug. 6, at Worthing, Birts, 
M.B. Lond. 


GARWOOD.—On Aug. 3, 1947, at Lagos, West Africa, Dorothea Elsa 
Garwood, M.R.U.8. 

LAVINGTON.—On Aug. 4, at Bristol, 
M.B. Durh., aged 67. 

SIBLEY.—On Aug. 4, at B Reginald Oliver Sibley, M.D. 
Lond. D.P.H., D.T.M., aged 7 

WATEIN-WILLIAMS.—On Aug. 3, at Padstow, 
Watkin-Williains, p.8.0., F.R.c.8., aged 79 

WL. ey Bee: 7, at Cheltenham, Oliv er Hilton Wild, M.B. Edin., 
age 

Woop.—On Aug. 9, at Bournemouth, Charles Wood, M.R.C.S., 
J.P., aged 90. 


David Morris, 


Claude Alexander 


Cyrll Claude Lavington, 


Penrose Lanyon 


Notes and News 


TRANSITIONAL ARRANGEMENTS FOR HOSPITALS 


When the National Health Service comes into operation on 
July 5, 1948, the day-to-day management of hospitals, other 
than teaching hospitals, will rest with the hospital manage- 
ment committees. These committees, however, are unlikely 
to be appointed until the early part of next year, and in the 
few months before they assume responsibility they may find 
it hard to arrange for certain services—such as supply, 
accounting, and the maintenance of premises and land— 
which are at present provided by local authorities for large 
groups of institutions. The Ministry of Health therefore 
proposes (circular 134/47) that where such an arrangement 
seems desirable, the local authorities should be asked to 
continue such services for an interim period (initially nine 
months), acting for this purpose as the agents of tho. regional 
hospital boards. Officers engaged in such work would be 
transferred to the regional boards as provided by the Act, 
but would remain for the time being with the local authorities 
now employing them. 


BETTER PAY FOR PART-TIME NURSES 


THE rates of pay of part-time nurses, and especially those 
offered to volunteers who have had previous nursing training 
or experience, have been widely criticised. Some authorities 
are paying them Is. 5d. an hour, according to the Rushcliffe 
scale; but the Ministry of Health note (circular 124/47) 
that these rates will need to be reviewed in the light of the 
report of the working party on the recruitment and training 
of nurses. In the meantime, the Ministry suggests, ls. 9d. an 
hour might, in many cases, be appropriate. A woman who 
holds a certificate of three years’ training issued by a hospital 
before July, 1925 (and who therefore might have been put 
on the State register had she applied in time) might be offered 
2s. an hour. 

These increases indicate that the poor pay of nurses 
generally, and of part-time nurses in relation to that of other 
part-time workers, is beginning to receive serious consideration 
in the proper quarters. 


STREPTOMYCIN IN ITALY 


In Italy, Fontana and Roversi ! have treated four cases of 
tuberculous meningitis with streptomycin and they give a 
preliminary report on the results. The first patient was a 


‘man of 26, admitted to hospital on Jan. 27 with the typical 


cerebrospinal fluid (c.s.F.) and clinical picture—neck-rigidity, 
photophobia followed by optic neuritis, and paresis of urinary 
bladder and lower limbs. He was given nine injections of 
streptomycin 50 mg. intrathecally and three-hourly intra- 
muscular injections of 50 mg. to a total dosage of 7 g. He 
gradually improved, and after 35 days in bed was discharged 
from hospital on March 3 with slight residual paresis and 
almost complete blindness of the left eye. The o.s.F. was 
then ‘‘almost’’ normal. The second patient, admitted 
seriously ill on Feb. 16, was showing considerable improve- 
ment with streptomycin when the supply of the drug failed ; 
he died 2!/, months later. In this case streptomycin was 
injected in small doses, usually 50 mg., both intrathecally 
and intramuscularly, but with interruptions (probably due 
to irregular supplies) which are said to have clearly shown the 
beneficial effects of the drug over a period of a few weeks. 
In the third case streptomycin was started on April 1, and 
the patient at first showed considerable improvement, but 
two months later he was getting worse. . The fourth patient 
was admitted unconscious and delirious on May 14. With 
streptomycin he made a remarkable recovery and is still 
progressing well. Fontana and Roversi conclude that the 
smali doses they used have given results not inferior to those 
of the large doses used in America. Their cases certainly 
deserve to be reported in detail, with a follow-up record of the 
two which seemed to respond ue to this very low 
dosage. 


School of the Royal Free Hospital 


The title of the London (Royal Free Hospital) School 
of Medicine for Women has been changed to the Royal Free 
Hospital School of Medicine. In the coming session men 
students are to be accepted at the school for the first time. 


1. Fontana, L., Roversi, A. Minerva med, 1947, ii, 29. 
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University of Cambridge | 
A bequest of £1000 for research in pathology has bee 
received by the university under the will of the late Dr. Louis 

Cobbett, formerly University lecturer in pathology. l 

A secretary is to be appointed to the medical school; the 
general board recommends that his salary should be £600-800 
@ year. | 


University of London 

LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE.— 
The following students from the school were successful in 
the recent examination of the Conjoint Board for the 
D.T.M. & H. 


G. M. Abraham, J. F. Britto, J. H. Cater, K. H. Cheung, S. Childs, 
L. M. B. Copland, M. A. C. Dowling, A. J. F. Eberle, E. N. 
Emmerson, Z. A. Fazelbhoy, S. K. Ganguli 
M. T. Gyi, V. W. D. Hal, W. ; ‘ 
Hutchinson, F. C. Kerr, S. Khayatt, S. N. Kothare, N. W. Low, 
P. C. Mahanty, B. K. dier, A-H. A-R. Omar, C. P. 

à O’G. Pearson, J. G. Salter, 
J. P. Satterwhite, R. S. Saxton, J. C. Shee, R. P. Shields, K. G. B. 
S. Terry, W. F. J. M. Thom, E. Tuckman, 
Wheate, H. H. Wozniak, G. B. Wright ; and, in part B under 
old regulations, K. P. Hare.- The Lalcaca medal and the William 
Simpson prize, awarded to the best student of the year, have been 
won by Dr. Henry S. Fuller. 


University of Manchester 
Dr. Andrew Topping has been appointed professor of 


preventive medicine and director of the department of 


preventive medicine. 
November. 


Dr. Topping was educated at. Robert Gordon’s College and the 
University of Aberdeen, where he graduated M.A. in 1911, M.B. 
in 1915, and M.D., with commendation, in 1923, when he also obtained 
the diploma in public health. He became M.R.c.P. in 1942, and was 
elected to fellowship last year. 
the R.A.M.C. in France, Gallipoli, and Mesopotamia, and was 
mentioned in despatches. After a period as senior medical officer 
and port health officer at Abadan in Persia, he was successively 
R.M.O. at the Aberdeen Fever Hospital, assistant M.o.H. for Woolwich 
and for Lancashire County Council, M.o.H. for Rochdale, medical 
superintendent of the London County Council Southern Fever 
Hospital, and deputy M.o.H. for the County of London. In 1944 
he was appointed director of the health division of UNRRA, European 
office, and later he became deputy chief of relief services in the same 
office, from which post he has lately retired. He has been a lecturer 
in public health for five years at Charing Cross Hospital medical 
school. He has published papers on smallpox, maternal mortality, 
hospital administration, and European health problems, and with Sir 
Archibald Gray made the Regional Hospital Survey of London. 


Royal College of Surgeons of England 

The first meeting of the board of the faculty in dental 
surgery of this college was held on July 31. The members of 
the board are as follows : 

Sir Alfred Webb-Johnson, Sir Cecil Wakeley, and Mr. L. E. C. 
Norbury (as president and vice-presidents of the college), Mr. H. A. 
Mahony, Prof. H. F. Humphreys, Prof. H. Stobie, Prof. F. C. 
Wilkinson, Mr. Alan Shefford, Mr. W. Kelsey Fry, Mr. V. A. F. 
Greenish, Dr. E. W. Fish, Major-General A. B. Austin, Prof. T. 
Talmage Read, Surgeon Captain J. T. Wood, Mr. W. G. Senior, 


He will take up his duties in 


Mr. H. T. Roper Hall, Mr. Edward Samson, Mr. A. C. Deverell,. 


Air-Commodore G. A. Ballantyne, Mr. F. S. Warner, Prof. R. V. 
Bradlaw, Mr. W. Leslie Boness, Mr. A. C. McLeod, and Mr. C. L. 


Endicott. Professor Bradlaw was elected the first chairman of 
the board. 


The board expressed its appreciation to the council of 
the college in creating the faculty of dental surgery and 
establishing the fellowship in dental surgery (F.D.s.). 


The following surgery lectures will be delivered in October, 
at 5 P.M. on each day: Ist, Prof. Ernest Finch, The Cancer 
Problem ; 2nd, Mr. Harold Edwards, Treatment of Hernia ; 
3rd, Prof. R. Milnes Walker, Surgery of the Pancreas; 6th, 
Mr. N. R. Barrett, Neoplasms of the Lung and their Treat- 
ment; 7th, Mr. Lawrence Abel, Surgery of the Œsophagus ; 
8th, Mr. G. F. Rowbotham, Head Injuries ; 9th, Mr. A. M. A. 
Moore, Surgery of the Tendons ; 10th, Prof. J. R. Learmonth, 
Surgery of Portal Hypertension; 13th, Prof. Ian Aird, 
Surgery of the Biliary System; 14th, Mr. C. E. Shattock, 
Appendicitis; 15th, Mr. Grant Massie, Neoplasms of the 
Colon ; and 16th, Sir Stanford Cade, Cancer of the Mouth. 

The following lectures in anesthesia are to be delivered 
at 6.15 P.M. on dates in October: 6th, Dr. H. J. Brennan, 
Endotracheal Anesthesia; 7th, Dr. A. D. Marston, Pre- 
anesthetic Treatment; 8th, Dr. C. Langton Hewer, Anzs- 
thesia for Thoracic Surgery ; 9th, Dr. T. Cecil Gray, d-Tubo- 
curarine Chloride and its Use in Anesthesia ; 10th, Dr. John 
Gillies, Present Status of Volatile Anxsthetic Agents; 13th, 
Dr. W. W. Mushin, Signs of Anesthesia ; 14th, Dr. Mushin, 
Spinal Analgesia; 15th, Dr. E. A. Pask, Resuscitation ; 
16th, Dr. Bernard Johnson, Intravenous Anesthesia; 17th, 
Dr. Massey Dawkins, Epidural Analgesia; 20th, Dr. Robert 
Cope, Anesthesia for Babies and Children; and 2lst, Dr. 
Vernon Hall, Postanzsthetic Treatment. 


From 1914 to 1919 he served with © 


University College, London | 


Two lectures on the Structure of Peripheral Nerve and of 
Nerve Endings are to be delivered by Prof. J. Z. Young, 
F.R.S., in the physiology theatre of the college at 5.15 P.M. 
on Tuesdays, Oct. 7 and 14. A course of six lectures on 
Transmission of Excitation in Nerve and Muscle will be 
given by Dr. Bernard Katz at 5.15 p.m. on Tuesdays from 
Oct. 21 to Nov. 25. A further course of six lectures is to be 
given at 5 p.m. on Wednesdays from ‘Oct. 8 to Nov. 12 
by Mr. M. H. Pirenne, p.sc.; his subject will be the 
Physiological Mechanisms of Vision. 


Future of Stracathro Hospital 


Stracathro Hospital, near Brechin, which was set up by the 
Department of Health for Scotland to deal with war casualties, 
is to remain a general hospital with special provision for 
orthopedic and rheumatic cases, cases from the school medical 
service, and children suffering from debility and malnutrition. 
The hospital is not to be used at present for cases of pulmonary 
tuberculosis. 


The Society of Radiographers has applied for a charter of 
incorporation. ' 


Dr. H. W. Wade, president of the International Leprosy 
Association, has arrived here to make arrangements for 
the International Leprosy Congress which is to. be held in 
Cuba between April 3 and 11, 1948. The last congress was 
held in Cairo in 1938. 


The third edition of the National (War) Formulary is 
to come into operation for National Health Insurance purposes 
on Oct. 1. l ` . 


REGISTER OF DIETITIANS.—The third edition of this register 
has now been published by the Board of Registration of 
Medical Auxiliaries. Copies may be had, free of charge, from 
the registrar, Tavistock House North, Tavistock Square, 
London, W.C.1. : 


Appointments 


ANDERSON, L. G., M.D. Lpool, D.P.H.: M.O.H., Exmouth, Budleigh 
Salterton, and St. Thomas, and asst. county M.O.H., Devon. 

BOARDMAN, D. L., M.B. Manc. : asst. pathologist, Bolton Royal 
nfirmary. 

Brown, J. K., M.B. Glasg., D.P.H.: deputy M.O.H., Stepney. 
DRUMMOND, J. C., M.B. Lpool, F.R.C.S.E. : surgeon, North Middlesex 
County Hospital. a l 
ELLIOTT, T. K., M.B. Lond. : divisional M.o., National Coal Board, 

W. Midland division. . 
*HADLEY, G. D., M.D. Camb., F.R.c.P.: director of department of 
medicine, Canadian Red Cross Memorial Hospital, Taplow. 
HAYES, C. A., M.R.C.S., D.A.: anæsthetist, City General Hospital, 

Stoke-on-Trent. 
HockeEN, M. E., M.B. Glasg., D.P.H. : senior school M.o. and deputy 


M.O.H., Rotherham. 
JACKSON, S. H., M.B. Manc.: pathologist, Bury Infirmary. 
KILLPACK, W. S., M.R.C.S.: pathologist, King Edward Memorial] 
Hospital, Ealing. : 
ee N., M.B. Durh.: asst. radiologist, Radcliffe Infirmary, 
ord. 
LUMSDEN, KENNETH, M.B. Edin., F.R.C.S., D.T.M. & H.: senior asst. 


radiologist, Radcliffe Infirmary, Oxford. 
SNELL, BERNARD, L.R.C.P.E.: asst. M.O.H., Hove. 


THOMAN E i M.B. Camb., F.R.C.S.: county orthopædic surgeon, 
ereford. 
WALKER, J. V., M.D. Birm., M.R.C.P., D.P.H.: asst. county M.O.H., 


Northumberland. 
Watson, R. H., M.B. N.U.I., D.P.H.: asst. county M.0.H. and 
divisional school M.o., Bridgwater, Somerset. 
WiLson, D. E., M.D. Aberd.: pathologist, Winterton Emergency 
Hospital, Sedgefield, co. Durham. 
* Amended notice. 
St. Thomas’s Hospital, London: 


Chief Assistants : 

OWERS, R. E., B.SC., M.B. Lond.: skin department. 
CHOPPING, P. T., M.B. Lond. : radiotherapy. | 
CoFFEY, P. E., B.M. Oxfd : rectal surgery. 
HEYCOCK, J. B., M.C., M.R.C.S.: children’s medical department. 
Mason, H. A. C., M.B. Lond., D.P.M.: psychological medicine. 
MILLING, P. F., M.B. Camb., F.R.C.8.: ear, nose, and throat 


department. 
PARKER, G. E., D.S.0., M.D. Camb., F.R.C.S.: genito-urinary 
obstetrics and gyneecology. 


department. 
POOLEY, S. S. F., M.B. Lond. : 
REIDY, J. P., M.B. Camb., F.R.C.8.: plastic surgery. 
SIMMONDS, F. A., M.B. Camb., F.R.C.8.: orthopædics. 
VAUS, PHILLIPPA, M.R.C.8.: diagnostic radiology. 
WOODHOUSE, M. C., M.B. Camb. : electrotherapy. 

Colonial Service: ; oa 
BROWN, KATHLEEN, M.R.C.S.: M.O., Northern Rhodesia. 
DAVIDSON, D. C., M.R.C.S.: M.O., Northern Rhodesia. 
FALCONER, DORA, F.R.C.S.E.: M.O., Nigeria, 

GEORGE, BRYCHAN, M.R.C.8S.: M.O., Sierra Leone. 

INNES, J. R., M.D. Edin., D.T.M. : leprosy specialist, East Africa. 
ROCHESTER, W. R., M.B. Durh.: M.o., Sierra Leone. 

SMITH, J. F., M.B. Glasg. : M.O., Uganda. 

WYILE, H. W., M.R.c.8.: M.O., North Borneo. 
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INFECTIVE endarteritis of the pulmonary artery is the 
commonest and most serious complication of persisting 
patency-of the ductus arteriosus ; yet many experienced 
clinicians and competent pathologists are unfamiliar 
with it. In a series of 60 consecutive cases of patent 
ductus observed during the past six years, infective 
endarteritis developed in 6 patients. The rapid develop- 
ment of successful methods of treatment of this hitherto 
almost uniformly fatal disease justifies the consideration 
of even as small a group of cases as this. It is with the 
intention of clarifying the diagnosis and with the hope 
of establishing principles of treatment adaptable to 


4 


individual requirements that the following remarks are 


presented. 
NATURE OF THE LESION 


As an isolated defect the patent ductus is one of the 
more common congenital malformations, often appar- 
ently harmless but liable at all ages to give rise to 
pulmonary endarteritis, which is the local manifestation 
of a general septicæmia, similar in its ætiology, pathology, 
and course to the better-known subacute bacterial 
endocarditis commonly engrafted on an old rheumatic 
valvular flaw. In each instance the broken, roughened, 
and ragged endothelial surface forms a nidus for the 
lodgment and growth of thrombi and a suitable site 
-for the development of the inflammatory reaction to 
Streptococcus viridans, which flourishes in the blood and 
is harboured in the resulting vegetations. The picture of 
festoons of irregular vegetations along the edges of the 
valve cusps in bacterial endocarditis is well known. As 
_@ complication of the patent ductus, similar clumps of 
vegetations develop in the pulmonary artery closely 
adherent to the intima from which they spring and 
almost invariably thickest opposite the mouth of the 
ductus (fig. 1). Libman (1920) pointed out that this form 
of congenital heart disease was particularly prone to a 
subacute bacterial infection. 

Fed from the higher pressure system of the aorta, the 
ductus throws into the pulmonary artery a continuous 
jet of blood at right angles to the main venous flow. 
The double blood-supply, the rapid mixing of the arterial 
and venous streams, the constantly swirling blood cur- 
rents, and the increased pulse pressure within the 
pulmonary artery, all combine to stretch and injure the 
vessel wall. With the passage of time local degenerative 
changes gradually develop. Deposition of cholesterol, 
thickening of the intima, and the gradual development of 
a patchy atheroma in the wall of the artery immediately 
opposite the entrance of the ductus are the result of the 
continuous buffeting to which this portion of the vessel is 
exposed. On the damaged surface the infective process 
develops (Hamilton and Abbott 1914, Schlaepfer 1926). 

Vegetations form on the atheromatous plaques and 
may spread along the artery to involve the cusps of the 
pulmonary valve in a bacterial endocarditis, or the 
process may extend in circular fashion round the artery 
to reach the mouth of the ductus and, in the most 
advanced cases, involve the intima of the ductus. Emboli 
detached from the fungating vegetations are shed into 
the pulmonary circuit. Lung infarcts are therefore to be 
expected. Peripheral infarcts are less common, occur 
later in the disease, and, when massive, suggest extensive 
involvement of the pulmonary artery, with a spread of the 
inflammatory process up the wall of the ductus even to 
its aortic inlet. Strep. viridans, the commonest causal 
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organism, can usually be recovered reposted y from 
the blood. 
CLINICAL FEATURES 


It is remarkable that this infective complication of a 
distinctive form of congenital heart disease should not 
be better known. The triad of persisting septicæmia, 
recurrent pulmonary infarcts, and local signs of a parent 
ductus readily establishes the diagnosis. 

The evidence of septicæmia presents no great difficulty, 
the swinging temperature, the tachycardia, the progres- 
sive weakness, the increasing anemia, and the discovery 
of splenic enlargement being as a rule substantiated by a 
succession of positive blood-cultures. 

Experience proves that the gross evidence of lung 
disease may so overshadow the clinical picture as to 
obscure the recognition of the underlying cause. Bouts 
of coughing, with some transitory respiratory distress, 
patches of pleurisy, minor hemoptyses, and recurrent 
attacks of ‘‘ pneumonia,” are manifestations of scattered 
lung infarcts, seldom so dramatic or overpowering as 
that denoted by the usual conception of the term 

“ pulmonary embolism.” It is characteristic of infective 
endarteritis of the pulmonary artery that the lung infarcts 
are small, multiple, and repeated. Recurrent atypical 
pulmonary signs should direct attention to the heart as 
a possible source of mischief. 

The slight handicap imposed by the patent ductus, 
the absence of the cruder signs of congenital heart disease 
—cyanosis and clubbing—and the strict localisation of 
the distinctive continuous murmur to a small area below 
the inner end of the left clavicle account for the ease 
with which evidence of this congenital defect may be 
overlooked, at least in the earlier stages of the infection. 
With the passage of time,’ and particularly in older 
patients, after weeks or months of fever with increasing 
anemia and loss of flesh, the cardiac signs alter in 
character. They become more obvious. The heart 
enlarges further to the left, the neck vessels develop a 
bounding pulse, and the Corrigan pulse quickens and 
grows more striking. The diastolic pressure falls further. 
The' Gibson murmur becomes louder and booming. As 
the pulmonary artery dilates, the site of maximum 
intensity of the murmur is displaced more to the left 
than in the non-infected case. For these reasons the 


cardiac manifestations, so important in the establishment 


of the diagnosis, should seldom pass undetected or 
uninterpreted. When the distinctive triad is present, the 
diagnosis is readily established. 

For success in treatment it is, however, very desirable 
to make the’ diagnosis before exhaustion develops 
from protracted septicemia and before lung involve- 
ment has taken place. In the presence of a patent ductus, 
continued fever without some obvious cause should at 
once arouse suspicions and suggest the desirability of 
repeated blood-cultures. By this means the condition 
will be recognised promptly and curative measures 


‘ adopted even before pulmonary infarcts occur. 


A clearer conception of the diagnostic problem may 
be obtained by the consideration of case 6, selected as 
representative of the whole series. The course of the ` 
illness, the complications, and the problem of adequate 
care as faced by the doctor in country practice are 
illuminatingly summarised in the letter with which he 
referred his patient to hospital and which is quoted 
below : 

Case 6.—A shepherd’s wife, aged 27, the mother of three 
children, arrived in hospital on Sept. 17, 1946, with eight 
months’ history of increasing exhaustion. She looked gravely 
ill, sallow, drawn, anæmic, wasted, and a little dyspneic as 
she lay at rest. 

In recommending her for hospital care her doctor wrote as 
follows :. ‘‘ Mrs. F. has suffered from endocarditis since child- 
hood, but I have only. bad her under my care since July, 
when I took over this practice. My predecessor thought she 
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had tuberculosis, as she has been going downhill since the 
birth of her last baby 71/, months ago. She has had evening 
fever, sweating, loss of weight, and cough; but it has been 
difficult to make a thorough examination of the chest, because 
the heart condition made it difficult to hear other sounds 
properly. She was notified as tuberculous, but the Public 
Health Department radiographed her and reported that the 
plate showed only signs of congestion due to the heart. A 
series of sputum examinations was negative. She has been 
having rigors recently, and her temperature in the afternoon 
often goes up to 102°F ; so I think she has a bacterial endo- 
carditis and would be glad if you could do something for her, 
though it can only be a patch up at best, I am afraid.” 


History.—As a child she received no education, since the 
school medical officer considered her unfit to attend school. 
She was then at most a trifle breathless on heavy exertion, 
insufficient to prevent her entering domestic service at 15 
years, and later working on her father’s smallholding. She 
felt fit and well. The work was hard and the hours long. Her 
only illness of note was diphtheria at 8 years of age. 

She married at the age.of 21, and had three successful 
_ pregnancies and normal deliveries without cardiac distress. 
- Her housework and her children, now aged 5 years, 3 years, ~ 
and 9 months, have been her entire responsibility and have 

not overtaxed her strength. She was 

perfectly well until January, 1946. | 
Her third child was born in December, 

1945—a normal labour and puerperium. 

About the end of January, 1946, four 

upper premolars were extracted by her 

doctor without simultaneous sulphon- 

amide medication. l 

Since that time she had complained 
of being ‘‘tired and done.” About 

June she became weaker and was 

admitted to the local cottage hospital, 

where she had a course of sulphon- 
amide and a total of 20 injections of 
penicillin—actual dosage unknown. 

She felt temporarily better, but on 
- returning home after. a month’s care 

she soon relapsed and had been confined 

to bed ever since, because of evening 
fever, sweating, loss of strength, loss of 

21 lb. in weight, occasional bouts of 

coughing, and increasing anemia. 


Examination revealed evidence of 
septicemia, her temperature fluctuating 

_ between 97° and 104°F and her pulse- 
rate between 76 and 130. Her respira- 
tions ranged from 24 to 48. She weighed 

78 lb. (standard weight for her age and 

height being 129 1b.). Anxious, wasted, 

and anemic (Hb 70%), her spirit 
was excellent and she made light of her 
distress. Spleen palpable, enlarged by 
two finger-breadths below costal margin. 

Five consecutive blood-cultures made 

during her first three days in hospital 
' were positive. The successive counts 
were 43, 14, 23, 19, and 14 colonies of Strep. viridans per 
c.cm. of blood. Coefficient of penicillin resistance= 2/3. 
Erythrocyte-sedimentation rate (E.S.B:) 23—26 mm./hr. White 
cells 9200-5400 per c.mm. 

The most striking signs on physical examination were 
confined to the circulatory system. Bounding neck vessels, 
_ and a Corrigan pulse (blood-pressure 110/50), an enlarged 

heart (fig. 2), a left-basal thrill, and the typical loud booming 
Gibson murmur maximal in the 2nd left space 2-4 cm. from 
the midline, with an accentuated second pulmonary sound, 
justified a diagnosis of a patent ductus. There was no evidence 
of any other cardiac defect. 

No petechie about the root of the neck or conjunctive, 

or elsewhere. No splinter hemorrhages, Osler’s nodes, or 
tender finger-pulps. No clubbing. Urine contained albumin 
0-25 g. per litre, a few granular casts, and occasional pus cells. 
No signs of congestive failure. 
+ Though there was history of recurrent coughs, examination 
of the lungs did not reveal signs of infarcts. A little moisture 
was detected at both bases. Radiography showed a dilated 
pulmonary artery ang engotgomen? of ne lung fields, No 
infarcts. 


Fig. !—Infective endar- 
teritis of (aay i 
artery (case 
marker has been 
inserted behind 
ductus, which has 
shrunken greatly as 
a result of ligation 
3 days before death. 
Pulmonary artery, 
opened in its long 
axis, contains a mass 
of luxuriant vegeta- 
tions, most profuse 
opposite orifice of 
ductus. 


~ 
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Fig. 2—Size of heart (case 6): (a) before operation ; (b) 8 weeke after 
ligation of ductus. Reduction in size affects chiefly’ “ waist ” of heart, 
due to shrinkage of pulmonary artery. Transverse diameter of heart 
is appreciably less, and lung fields are clearer. , 


Diagnosis.—In spite of the absence of conclusive lung signs 
we diagnosed infective endarteritis of the pulmonary artery 
with patent ductus arteriosus. 


Course of Iliness.—Her general condition was so poor after 
8 months of continued septicemia, her emaciation so extreme, 
and her exhaustion so advanced, that we judged immediate 
surgical interference inadvisable. A course of penicillin 
500,000 units daily was begun on Sept. 20 and continued until 
Oct, 20—31 days. 

A series of embolic incidents was | observed soon after starting 
penicillin: on Sept. 21 a single petechial spot at outer angle 
of left conjunctiva; on Sept. 22 a small pulmonary infarct 
with pain and.friction in left axilla and minor hemoptyses 
next day ; ; ‘on Sept. 26 bright red blood in stools ; 3 on Oct. 4 
pain in right renal angle and red cells observed in urine for 


. first time ; on Oct. 5 very severe pain in right side of chest 


and shoulder with pulmonary infarct of right lower lobe. 
Weak and exhausted. . Critically ill. Temp. 104°F, pulse-rate 
120-130, respirations 30-40 per min.; Hb 50%; E.S.R. 
100 mm./hr. Rallied after a blood-transfusion 
2 pints, which corrected shock and restored Hib to 70%. 
No further infarcts were observed after Oct. 4, the 15th day 
of penicillin treatment, which was continued 4-hourly without 
interruption until Oct. 20. Ten days after her transfusion 
her general condition had so far improved as to permit 
ligation. Her temperature had settled, her pulse-rate was 
80-100 per min., the lungs were clear of gross signs, and five 
successive blood-cultures since starting penicillin were 
negative. 


Ingation of Ductus (Oct. 15). — Through an anterolateral 
approach the ductus was found lying far back and overlaid 
by some large glands. On the posterior aspect adhesions firmer 
than usual made the dissection more than usually difficult. 
With the help of cystic-duct forceps a burrow was made as 
close to the aorta as possible. The ductus, almost 2 cm. in 
diameter, was doubly ligated with silk ligatures. Immediately 
after ligation, with a sterile stethoscope placed lightly on the 
pulmonary artery distal to the ductal orifice, a systolic murmur 
was heard, but not elsewhere. Blood-cultures taken 10 min. 
before ligation, immediately before and after, and 1a hour 
after, were all negative. 


Postoperative Course.—The patient was nursed in an oxygen 
tent for the first 24 hours. She rapidly gained strength. A 


small effusion collected at the left base, 45 c.cm. of blood- 


stained fluid being aspirated on Oct. 22. Her diastolic pressure 
stabilised between 70 and 80 mm. ‘Hg. She had no further 
infarcts. 

At the time of her mec haree from sag ae on Dec. 12 her 
weight was 102 lb., Hb 90%, E.s.R. 5 mm./hr., and -her 
general condition entirely satisfactory.. ° She” had, however, 
a residual pulmonary diastolic murmur strictly localised to 
a small area and interpreted as evidence of incompetence of 
the pulmonary valve. Six months later she was in excellent 
health, fit for a. full day’s work, but the murmur was louder 
and longer, suggesting incomplete ductal occlusion. Her 
diastolic pressure was 70 mm.-Hg before and after a Vigorous 
exercise test. ; 


-This case saphacee, certain features commons - to 


many of these patients. Worthy of consideration in 
particular are the long period of invalidism before the diag- 
nosis of _Bepticemia was- enta D inked, the a uncommon 


(Oct. B) of 
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confusion with pulmonary tuberculosis, the failure to 
correlate the signs of congenital heart disease with the 
infective process, and finally our decision to postpone 
surgical interference until an adequate course of penicillin 
had been put to the therapeutic test. Admittedly, the 
outburst of embolic phenomena, coming immediately 
after icillin was started, cast a doubt on the wisdom 
of this policy, but the patient’s remarkable recovery and 
return to a life of full activity justified the postponement 
of ligation to the first favourable opportunity. 

A convenient comparison of the leading features of 
the 6 cases under consideration is presented in the 
accompanying table. There was only 1 male in the series, 
and the youngest patient was aged 6 years. 

L gis.—Except in case 5, a respiratory-tract 
infection was the original diagnosis in each instance, 
pneumonia causing the greatest confusion. Case 3 had 
no less than six pulmonary episodes, each characterised 
by the development of local signs of consolidation, 
between November, 1943, and June, 1944, before the 
real nature of the infection was first recognised. The 
presence of a patent ductus was detected by the doctor, 
but, its relation to the septicemia and the recurrent 
attacks of ‘“‘ pneumonia’”’ was overlooked. Indeed, in 
not one of the series were the physical signs adequately 


correlated and the clinical picture assembled as a distinct: 


entity. 

Onset.—All the patients could mark the onset of their 
illness definitely enough, though only in one instance 
(case 5) did the disease start with a rigor. Loss of strength, 
lack of energy, and fever and sweating, with temperatures 
up to 10]-102°F, were common in this series even for 
months at a time before energetic measures or even 
blood-cultures were taken. In a corresponding series of 
30 cases of subacute bacterial endocarditis an average 
period of six weeks elapsed before the patient was 
admitted to hospital. As many months may pass before 
the patient with the infected pulmonary artery reaches 
the ward, perhaps because ‘“‘ pneumonia’’ appears an 
adequate diagnosis until it has recurred several times. 

Peripheral emboli are not a striking feature. They 
were obvious only in 2 patients (cases 2 and 6), in both of 
whom the disease had run a long course, 13 and 8 months 


respectively. In case 3 the presence of an ‘‘ embolic ” 
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Fig. 3—Effect of ligation of ductus on course of septicsemia (case 5). 
. From above downwards chart records maximal and minimal daily 
temperatures, blood-pressure, and quantitative blood-cultures for 
27 days. Day of operation shows closure of ductus is followed by 


immediate rise in diastolic pressure from 70 to 110, and by sterilisation 
of blood within 16 min. é 


nephritis was confirmed at necropsy, but its origin and 
nature are rendered obscure by the fact that the vegeta- 
tions were strictly confined to the pulmonary artery 
(fig. 1). There were no vegetations in the ductus or the 
aorta. It is difficult to believe that emboli could travel 
against the main stream through the ductus; therefore 
the absence of vegetations near the aortic orifice of the 
ductus supports the view of Bell (1932), who considers 
that the renal lesion, in bacterial endocarditis, is toxic 
and not embolic in origin. The success achieved in case 6, 
who had numerous though small peripheral emboli, 
indicates the importance of perseverance with penicillin, 
even in desperate cases, in the hope that surgery may be 
successfully undertaken. 

Pulmonary emboli are so frequent as to form a distinc- 
tive feature. Indeed, when pulmonary infarcts are 
repeated, the changing pattern of the heart and lungs 
in successive radiograms throughout the course of the 


disease may suggest its recognition to the radiologist ° 


(Gilchrist 1945). Ideally, the diagnosis of infective 


endarteritis should be established before the occurrence. 


of pulmonary infarcts, which exhaust the patient, add 
greatly to the severity of the illness, and at a later date, 
by preventing collapse of the lung, may interfere with 
the surgical approach to the ductus. This.difficulty was 
encountered in case 1, a large infarct involving the left 
lower lobe. The demonstration of a persisting septi- 
cemia, particularly the repeated recovery of Strep. 
viridans from the blood, in the presence of a patent 
ductus, justifies the diagnosis. For example, case 5 had 
been ill only nine days when the diagnosis was made on 
the basis of a succession of positive blood-cultures 
(Strep. viridans) with clinical signs of a patent ductus. 
She had no pulmonary symptoms or signs and escaped 
the embarrassment of lung infarcts both before and after 
surgical ligation. She was not treated with sulphon- 
amides or with penicillin. She has made a complete and 
lasting recovery. 


Causes of Death—Of the 3 fatal cases, 2 deaths were 
attributed to massive pulmonary collapse three days 
after operation in each instance. The third patient 
(case 2), gravely ill with congestive heart-failure, died 


without effective treatment. 


LIGATION AND CHEMOTHERAPY 


Dating from the work of Bourne et al. (1941) and Tubbs 
(1944, 1946) in this country, Touroff and Vesell (1940) and 


Touroff ([942a, b, and c, 1943) in America, the tendency ` 


has been to emphasise the absolute necessity for prompt 
closure of the ductus as soon as the diagnosis of infection is 
established. Touroff (1942a, b, and c) demonstrated that 
within a few minutes of ligation the blood, which had 
previously yielded profuse growths of streptococci, 
became sterile—a fact confirmed by Tubbs (1944) and 
by the findings in cases 4 and 5 of the present series 
treated exclusively by surgery. For instance, in case 5 
(fig. 3) the blood before operation gave a growth of 


. Strep. viridans varying between 8 and 18 colonies per 


c.cm. With the ligatures in position, 3 min. before the 
knots were tied, cultures yielded 16 colonies; 3 min. 
after, 30 colonies; 16 min. after, no growth; 85 min, 
after, no growth ; and four days after, no growth—very 
remarkable proof of the prompt influence of closure of 
the ductus on the bacteremia. Case 4, already briefly 
reported (Gilchrist 1946), made a dramatic response to 
ligation (fig. 4), the abrupt subsidence of fever, tempor- 
arily interrupted by a pulmonary infarct on the fourth 
day, and the rapid improvement in her nutrition being 
striking features of an illness which had lasted six months 
(fig. 5). Both patients continue to keep.in excellent health. 
_ There is therefore no doubt that surgical occlusion 
is extremely effective. Ligation can sterilise the peri- 
pheral blood more quickly and more effectively than can 
penicillin, probably because the abrupt exclusion of 
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arterial blood from the pulmonary artery provides a 
venous environment of such low oxygen tension that the 
streptococcus cannot survive. Boldero and Bedford 
(1924) offered this explanation for the infrequency of 
subacute bacterial endocarditis on the right side of the 
heart.. The shrinkage of the pulmonary artery throughout 
its entire distribution ensures a more effective ‘filter, 
and the cessation of injury within the main vessel must 
promote healing (Touroff 1942a). 

Shapiro (1947), by collecting information from surgeons 


throughout the world, finds that the mortality after 


ligation in infected patients has fallen from 50% five 
years ago to 28% now. Further improvement in results 
will be brought about chiefly by earlier diagnosis. The 
shorter the course of the disease, the greater the freedom 
from pulmonary and peripheral emboli; and the more 
strictly the vegetations are confined to the pulmonary 
‘artery, the greater are the prospects of surgical success. 
The recent proof of the remarkable efficacy of a 28-day 
course of penicillin in the treatment of subacute bacterial 
endocarditis (Christie 1946) suggests the use of similar 
methods in pulmonary endarteritis. If the causal 


organism recovered from the blood is penicillin-sensitive, _ 


on a theoretical basis it appears desirable to eradicate 
the blood-stream infection and improve bodily nutrition 
with penicillin before recommending surgery. . Patho- 
logical experience indicates that the infective process, 
‘originally confined to the pulmonary artery, commonly 
spreads to involve the heart valves in a bacterial endo- 
carditis. Clinically, in the presence of an infected 
pulmonary artery, it may be difficult, because of the 
intensity of the local physical signs, to exclude with 
certainty the added complication of a bacterial endo- 
carditis of one or more of the valves. Surgery can arrest 
the local endarteritis, but it cannot be expected to cure 
‘when a valve is also involved. The use of penicillin is 
justified .by its unique ability to heal the valvular lesion, 
which, unaffected by ligation of the ductus, would 
otherwise adversely influence the course of the disease. 
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Fig. 4—Effect of ductal ligation on course of fever is shown by change in 
orm of patient’s chart, which depicts maximal and minimal daily 
temperatures and blood-pressure readings. Prompt subsidence of 
. fever, which had persisted 6 months, is temporarily interrupted on 
fourth day after operation by a single pulmonary infarct. This child 


(case 4) made a complete recovery. (See also fig. 5.) ‘ 


‘allowed to elapse 
between the end 
_ of the course of 


before surgery is 


“hand, 


The limitations of penicillin therapy must be reeog- 


nised. In the early case there are powerful arguments 
against its preoperative use. To postpone closure of the 
ductus until a penicillin cure is established exposes 
the patient to the continued risks of embolism during 
the first few weeks of treatment. Even in successful cases 
of subacute bacterial endocarditis peripheral emboli . 
may occur up to 17 days or more after the start of the 
penicillin course. Serious complications, pulmonary or 
peripheral, may therefore develop during penicillin 
therapy. These disadvantages may offset any gain in the 
patient’s strength and resistance. Further, the efficacy. 
of penicillin in the streptococcal complications of the 
various forms of congenital heart disease has not yet ‘been 
fully assessed. The attempted cure of an infected pul- 
monary artery with penicillin may not prove successful, 
and delay may lead to death before or after operation. 
Though the infection may be cured with penicillin, the 
patent ductus persists and the endarteritis may relapse 
or recur. If peni- 
cillin is used with 
success to combat 
the infection and 
an interval is 


treatment and 


undertaken, the 
amount of fibrosis 
will probably 
increase near the 
ductus and make 
dissection more 
difficult. For 
these reasons it 
may not be wise to 
postpone surgery. 
On the other 
cases will 
occur from time 
to time where the 
diagnosis has- 
been missed, the 
infection. has in 
consequence run a 
protracted course, 
and the exhaus- ` 
tion of the patient, complicated perhaps in extreme 


Fig. 5—Bodily nutrition and physical well- 
eing of case 4: (a) after 6 months” illness, 
refractory to sulphonamides and character- 


ised by recurrent attacks of ‘‘pneumonia”’ 
and persisting septicemia; (b) 6 weeks 
after ligation of ductus. (See also fig. 4.) 


instances. by respiratory distress and congestive 
heart-failure, preclude immediate operation. We were 
faced with this problem in two instances: čase 2 was 


too ill for surgery, penicillin was not available, and 
she died a few days later; and case 6, almost as ill, 
recovered , with the help of a preoperative course of 
penicillin, though recurrent infarcts in the lungs. and 
elsewhere during the month of chemotherapy caused 


- anxiety—she stood operation well and made a remarkable 


recovery. 

It may be concluded, ‘that, provided the patient's 
general nutrition is reasonably good, exhaustion and 
toxemia not extreme, and congestive failure absent, 
closure of the ductus should be undertaken at once. This 
implies that, in the treatment of the infected pulmonary 
artery, surgery takes precedence of chemother apy. A 
full 28-day corse of penicillin should be used in the 
more gravely ill patient, judged too weak for surgery, 
in the hope of overcoming the infection and correcting 
exhaustion. It must be borne in mind that, while 
penicillin therapy is in progress, there is no satisfactory 
criterion of cure (Hunter 1946), and therefore surgical 
ligation, which is more certain in its results, should not 


be long delayed. In gravely ill patients, by combining 
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ANALYSIS OF CASES 


(i ( 
e Age ! 
Case | (years) ELin D walon Peripheral Sonera ve Date of Result 
. o A a . 8 
nos; ang diagnosis eon emboli failure | OPeration 
1 19 M Influenzal Dh months None No | Oct. 12, massive pulmonary 
. pneumonia | | 1940 collapse 
l 
2 42 F Recurrent ‘13 months, Osler’s nodes right Yes Not Death April 17, 1942, 17 days after diagnosis 
pneumonia ‘| foot and forearm attempted first established . 
3 28 F Recurrent | 6 months “ Embolic ”’ Yes |.May 30, | Death June 2, 1944 ; massive pulmonary 
i‘ sulphonamide- nephritis 1944 collapse 
refractory | 
pneumonia ”’ | 
4 6 F Recurrent 6 months | None No Dec. 2 Complete recovery without penicillin ; in 
pneumonia | 1944 perfect health 29 months after ligation 
§ 16 F Acute 9 days None No | May 2 Complete recovery without penicillin; in 
pericarditis | ` 1946 porieot health 12 months after ligation 
6 27 F | (a) Phthisis 8 months 1 petechia, No Oct. 15, | Complete recovery after full preoperative course 
| (b) Bacterial “ embolic ” 1946 of penicillin; residual pulmonary diastolic 
~ Í endocarditis | nephritis, | murmur: in good health 7 months after 
| à mesenteric | ligation 


| | infarct 


chemotherapy with surgery appropriately undertaken, 
greater success will be attained in the future. It is wise 


to ligate the ductus as soon as the patient is judged fit © 


to stand the operation, even before the completion of the 
28-day course of penicillin. 


OPERATIVE TECHNIQUE 


Gross (1939) has recommended the anterior 
pleural approach through the second left intercostal 
space. Because of the greater control of the ductus in 
case. of hemorrhage, the wider operative field, and the 
greater accessibility, Harrington (1943) has used a 
posterolateral incision, but the anterior approach has 
been used by one of us (W. M.) because of the reduced 
tendency to shock. A flap method is used, the skin 
incision extending from the second right space curving 
downwards below the left breast and up into the left 
axilla. The reflexion of a flap of skin and then a flap of 
muscle provides later for a valvular type of closure of 
the second interspace, which is opened up as far as the 
internal mammary artery. The rib above and the rib 
below are divided in front, and access is obtained by 
wide retraction. 

In the older patient the ductus lies further back, as 
the aorta gradually assumes a more posterior position. 
The ductus accordingly i is found running almost vertically 


backwards in the adult, whereas in younger children its | 


direction is more lateral. In infected cases there are 
usually adhesions between the lungs and the mediastinal 
pleura, but it is unusual for these to cause difficulty. 
When they are divided, the mediastinal pleura is palpated 
and the exact site of the ductus located. It usually lies 
behind the phrenic nerve, and an incision about 3 in. 
Jong and parallel with the nerve is made behind it. 
This exposes the area in which the operation will be 
conducted. _ . 

Several factors which may give a little trouble have to 
be considered. There are often glands in this region, dark, 
blackish, fleshy structures, which often overlie the 
actual area which is to be dissected. In the older patient 
the pulmonary artery is often considerably dilated and 
appears to overlie the ductus. It has to be reflected 
downwards to give a good exposure. A large thymus 
gland extending for about 21/, in. from the midline and 
actually overlying the ductus, recognised by its greyish- 
white appearance and the fact that it seems to lessen 


-the intensity of the murmur when palpated, may be 


encountered. It is dissected forwards and, in spite of 
its large size, in neither of the two cases in which it was 
found did it produce any postoperative trouble. When 
the ductus is located by palpation, its junction with the 
aorta is carefully noted. As recommended by Johnson 


long. 


et al. (1942), most of the dissection takes place in this 
region—i.e., as near its aortic end as possible. In. at least 
one case it was possible to make an incision into the 
adventitial coat of the aorta, as suggested by Touroff 
(1942b), and burrow under and round the ductus by 
closely adhering to the aorta during the dissection. 
This manceuvre is not always possible in the older cases 
through an anterior approach, because of the very 
posterior location of the ductus. 

In the last 3 patients (cases 4, 5, and 6), the technique 
developed by one of us (W. M.) has been employed. 
This consists in the use of special cystic-duct forceps. 
They should have a blunt nose, have no teeth on the end, 
and have various curves to enable one to burrow at the 
appropriate angle round the ductus, so that eventually 
a fully curved pair can be used to place the ligatures in 
position. They are extraordinarily useful and much safer 
and less likely to do damage than any of the other methods 
which have been described. The forceps are insinuated 
first in the angle between the ductus and the aorta at 
the distal attachment of the ductus to the artery. By 
gradually pushing them in and opening them it is not 
difficult gradually to find a way round at this site. After . 
a certain distance has been reached in one direction, a 
start is made from the more proximal part of the aorta 
in the opposite direction until the way is clear. In the 
infected cases this dissection is slow, demanding patience 
and perseverance, because there is naturally a firmer 
type of areolar tissue in this region and the ductus is 
often more adherent to the bronchus behind. 

Two pieces of silk are now taken, one being marked 
with brilliant green at each end to distinguish it from 
the other. Both are gently drawn. round the ductus by 
the encircling cystic-duct forceps, care being taken not 
to pull them too quickly or against the ductus. When 
they are in position they are carefully identified and tied 
as close to the aortic end of the ductus as „possible. The 
knot used is a real surgical knot, not a.‘“‘ granny,” and 
when the surplus lengths are divided they are left rather 
‘ Cellophane’ as an obliterative agent is unneces- 
sary. A little sulphonamide is sprayed into the cavity 
of the mediastinum. The mediastinal pleura is left open. 
The chest is now closed in layers and, before the encircling 
circumcostal ligatures are pulled tight, the anesthetist 
reinflates the lung. With the flap method of dissection 
a very good valvular type of closure is obtained without 
leakage. No drain is inserted. | 

In no case has the whole length of the ductus been 
completely dissected. Such a procedure increases the 
difficulties and hazards of the operation and in our 
opinion is unnecessary. To reduce the liability to 
recanalisation, which occurred in 87% of uninfected 
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ductus after simple ligation (Shapiro 1947), Gross (1944) 
practises surgical division. When the dissection is 
confined to the aortic end of the channel, and with the 
ligatures applied immediately adjacent to the aorta, the 
procedure is safer and recanalisation unlikely. The 
most probable cause of thia unfortunate complication is 
the overflow of the ductus walls on either side of the 
ligature. Fracture of the media by a knot too tightly 


tied encourages adherence of the overlapping ductus — 


walls and the re-establishment of the channel. 


PREVENTION OF INFECTIVE ENDARTERITIS 


Infective endarteritis of the pulmonary artery, which 
is liable to occur at all ages but is less common in child- 


hood, can be prevented by closure of the patent ductus. 
_ This is: one good reason for recommending that all 


children in whom this congenital defect is known to 
persist should undergo surgical ligation, preferably, we 
believe, between 7 and 10 years of age. Children stand 
the operation well, and the mortality should be less than 
5%: 

A second factor in the production of the disease is 
the development of a streptococcal septicemia. Strep. 
viridans, an organism of low virulence, is a normal 
inhabitant of the mouth and commonly gains entrance 
to the blood-stream as a result of a dental or throat 
infection. Tooth extractions are a common source of the 
original bacterzemia (Okell and Elliott 1935, Elliott 1939). 
By ensuring an adequate sulphonamide content of the 
blood before oral surgery is undertaken the streptococcus 
can be rapidly destroyed and septicemia prevented. All 
patients with valvular or congenital heart lesions in 


whom oral surgery is contemplated should be treated . 


before and after operation with full doses: of sulpha- 
thiazole—doses comparable to those used in lobar 
pneumonia. The sulphonamide should be begun 8-12 
hours before the operation and continued for: at least 
48 hours thereafter. Penicillin can be used in addition 
to the sulphonamide if thought necessary. Immediately 
before dental extractions an injection of 100,000 units, 
followed by two or three further doses of the same 
quantity at 4-hour intervals thereafter, may be admini- 
stered along with oral sulphathiazole in the interests 


_ of prevention. There is no doubt that routine prophy- 
- lactic measures. such as these will do much to prevent 


the development of these serious conditions (Budnitz 
et al. 1942, Northrop and Crowley 1944). The full 
coöperation of dental and oral surgeons when handling 
these cardiac patients will be most welcome. 


SUMMARY 


A series of 6 consecutive cases of infective endarteritis 
of the pulmonary artery is described in the hope that 
increasing familiarity with this serious complication of 
the patent ductus arteriosus will lead to its earlier recog- 
nition. The diagnosis should be made before lung infarcts 
occur. 

Of the 6 patients 3 recovered, including 2 treated 
exclusively by surgery and 1 with a preparatory 
to ligation. 

In successful treatment surgical closure of the ductus 


is of outstanding importance and takes precedence of 


chemotherapy. Penicillin 500,000 units daily for 28 days 
may be used in the more gravely ill patient judged too 
exhausted for immediate surgical intervention, in the 


hope of overcoming the infection and thus preparing 


the way for ligation of the ductus, but the risks of further 
pulmonary infarcts in the first few weeks of penicillin 
therapy are very real. Early ligation should be urged. 

The operation is described. The dissection and ligation 
are facilitated by the use of cystic-duct forceps adapted 
to this particular purpose. To reduce the tendency to 
recanalisation the ligatures should be applied to the 
ductus close to its aortic orifice. 
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The development of'a Strep. viridans septicemia can 
be prevented by the routine use of sulphonamides during 
operations on the mouth and throat. The codpération 
of dental surgeons in the care of patients with valvular 
and congenital heart disease will reduce the incidence of 
bacterial endocarditis and infective endarteritis. 

The most effective step in the prevention of infective 


endarteritis of the pulmonary artery is to keep all 
children known to harbour a patent ductus under 
observation until the age of 7-10 years, about which 
time surgical ligation should be performed. 5 


In the surgical treatment of the patent ductus we are glad 
to acknowledge the pioneer work of Sir John Fraser, who has 
kindly placed at our disposal his operation notes of cases 1 
and 3 included in the present series. 
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LOW BACK PAIN 


J. D. PAULETT 
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LATE CAPTAIN, R.A.M.C.; MEDICAL REGISTRAR, POSTGRADUATE 
MEDICAL SCHOOL OF LONDON 


CasEes of low back pain are commonly divided into 
the organic, which are labelled fibrositis, rheumatism, 
lumbago, &c., and psychogenic (Halliday 1935, 1937, 
Dunbar '1938, Ellerman et al. 1942, Jackson 1943, 
Boland and Corr 1943, Heaton 1944, Flind and Barber 
1945, Le Vay 1947). The question of backache was 
investigated at a military general hospital in Italy 
in 1944, in 25 cases in which no organic disease 
was found. The average age of these patients was 
32-5 years and their average length of Army service 6 
years, showing that some belonged to the Regular or the 
Territorial Army. In 15, transferred from other medical 
units, the previous diagnosis was fibrositis in 9 and 
some form of rheumatism in 6. In those described as 
“ rheumatism,” “ arthritis,” ‘“‘ myalgia,” &c., the blood- 
sedimentation rate (B.S.R.) was normal, there was no 
fever, and there was no involvement of joints. i 


CLINICAL PICTURE 


A dull ache or an oppressive or tight feeling had often 
been present for years; it was never severe. There 
were, however, bouts of severe jabbing pain, which 
commonly arose spontaneously but were sometimes 
precipitated by slight movement such as turning in bed 
and straightening up after stooping, but this apparent 
effect of movement was inconstant. Apprehension 
often accompanied the pain, especially when it came 
on at night in bed. 

There were periodic relapses lasting 2 or 3 weeks, when 
the dull ache would be pronounced and the jabs frequent 
and crippling. During remissions a residuum of the 
aching pain could often still be felt, with occasional 
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twinges of the jabbing pain. The average period since 
the first onset of pain was 3 years 5 months. 

Aggravating Factors.—The patients often blamed 
exercise, fatigue, and the wearing of equipment as the 
cause of their trouble ; but no relief had followed their 
being excused the offending duties; on the contrary, 
after cessation or limitation of normal duties their 
incapacity had increased. 

The weather was often irrationally blamed for causing 
or aggravating the illness. Though rain, fog, and damp 
were alleged to have caused rheumatism in the United 
Kingdon, in Italy sun, dust, and heat were blamed. 

Onset was always gradual. Many patients could not 
remember when their trouble had started. In only 
one case was the onset sudden and dramatic. It was 
rare for any traumatic or other event to be clearly 
associated with the onset. 

Psychological State—The accompanying table gives 
the significant details of each case. Four patients had 
an immature personality ; they were shy mother-fixated 
emotionally adolescent male virgins. 

Dullmess, though truly an intellectual rather than a 
personality defect, is included here for the sake of 
convenience ; its presence was determined arbitrarily 
in 10 patients, none of whom had reached top standard 
at elementary schools. f 

Of the 25 patients, 20 had an inadequate personality. 
Those who habitually interpret their failures as due to 
circumstances unjustly thrust upon them, may reach a 
quasi-paranoid state, losing the self-criticism that is 
essential for social harmony. 

The commonest signs of anxiety state were tremor, 
excessive sweating of the bands, and cutaneous or peri- 
pheral vasoconstriction. Exaggerated tendon-reflexes, 
sighing respiration, casual (non-basal) hypertension, 
and an overacting heart were also noted. In 12 there 
were both psychosomatic symptoms and signs; 1 had 
many signs but no symptoms; and 8 had morethan one 
symptom but no signs. Psychosomatic features were 
found in 21 cases. Of the remainder, 2 patients were 

the most profoundly psychopathic personalities in the 
series. The absence of somatic signs and symptoms of 
neurotic tension does not preclude psychological disorder. 

Hypochondriasis was present in 19 cases. Though 
hypochondriasis is common in anxiety states, it was 
more pronounced and consistent than is usual in anxiety 
states presenting as such. This is not surprising, since 
these neurotics had been treated many years for a 
supposed organic disorder. An attempt to re-educate 
them along the lines that their symptoms were a bodily 
response to fear met with an aggressive reaction which 
obstructed the treatment. ` : 

In 10 there was a history of neurotic traits in childhood ; 
and in 15 a history of psychological disability in parents, 
siblings, or offspring. In 14 the patients had spent their 
childhood in industrial slums. 


PHYSICAL EXAMINATION 


A general examination was negative, since patients 
with organic disorders had been excluded from the 
series. As already mentioned, 13 of the 25 had physical 
signs of autonomic disturbance consistent with anxiety 
state. Some showed various degrees of limitation of 
flexion of the lumbar spine; but this appeared to be 
inversely proportional to the will to flex. There was no 
constant muscle spasm, no orthopedic deformity, and 
no limitation of movements involving the sacro-iliac joint. 

The normal character of muscle texture on palpation 
was investigated by examining 50 men who had never 
had fibrositis. In the rhomboid and scapular regions 
long bands of tissue were felt, the dimensions of which 
might be compared with the undulations in corrugated 
cardboard. Fine nodules suggesting surgical emphysema, 
and coarser nodules of “‘ millet seed ” proportions, were 
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commonly found in the trapezius and erector spinz 
muscles. The glutzi felt like a flock mattress, some of 
the lumps being discrete. These nodules, which have 
been described by Copeman and Ackerman: (1944), 
tended to merge from one variety to another, and were 
not strictly limited to the sites mentioned as their 
commonest seat. 

In the majority one or several of these variations of 
muscle texture were discovered, whereas in the rest 
the muscle appeared to be of uniform consistence. In 
sparse men anatomical borders of muscles could be 
palpated as ridges, whereas in the more obese the sub- 
cutaneous fat was sometimes lumpy. These effects 
were not considered significant. 

Each patient with low back pain was submitted to 
an exhaustive examination of all the great muscles of 
the pectoral, pelvic, and lumbar regions. Attention was 
paid to tenderness, muscle consistence, and muscle 
tone, both in the region of the spontaneous pain and 
elsewhere. The findings are summarised as follows : 


(1) Each patient had an area of muscle tenderness close 
to the spontaneous pain. There were sometimes more than 
one of these areas which varied in the degree of sharpness of 
their localisation. | 

(2) No muscle spasm was found which could not be 
voluntarily relaxed. 

(3) In 8 cases no nodules were found. In 6 cases nodules 
like those in normal men were found, though none was in 
the area of muscle tenderness. In 11 cases nodules like 
those in normal men were found, some of which were in the 


PSYCHOLOGICAL STATE OF PATIENTS WITH LOW BAOK PAIN 
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tender area; but in all of these similar nodules unrelated to 
tenderness were found elsewhere, both on the side of the 
lesion and on the opposite side. 


The examination was made with the help of a masseuse 
who had considerable experience in palpating fibrositic 
nodules. She was therefore invited to say which cases 
were fibrositic ; these have been marked positive in the 
final column of the table. The 12 cases she selected 
differed in no respect from the other 13 and bore no 
special relationship to any other factor tabulated or 
described. 

It is concluded that any relationship between nodules 
and muscle tenderness is fortuitous. 


BLOOD -SEDIMEN TATION RATE 


The B.S.R. was normal in all but 2, of whom 1 lad an 
` attack of malaria while under observation, the other 
giving a reading of 13 mm. in 1 hour after a form of 
therapy known to raise the B.S.R. In the 23 normal 
readings the average was 6-6 mm. in 1 hour (modified 
Wintrobe technique) and the range 2-10 mm. 


EXPERIMENTAL INVESTIGATION 
Induced Pain.—An attempt was made to induce a 


lumbar pain which would resemble the spontaneous: 


pain in character, severity, and duration (Lewis 1938). 
It was found that 0-2 c.cm. of a 10% solution of silver 
nitrate injected intramuscularly into the lumbar muscles 
produced a pain which lasted 6-8 days. It was of 
sufficient severity in the first 24-48 hours to prevent 
vigorous exercise, but did not prevent the patient from 
walking or sleeping. During the ensuing. 24-48 hours 
the patient was uncomfortable but capable of exercise, 
such as a game of basket-ball. The pain gradually 
disappeared in the next 48-72 hours. It was described 
as continuous and aching; in some cases during the 
first 48 hours sharp jabs were felt when the patient made 
certain movements. i 

Considerable spasm and tenderness were promoted 
at the site of the injection. For 4 or 5 days painful 
spasm prevented full movement of the lumbar spine. 
Tenderness and spasm on palpation persisted a short 
time after cessation of spontaneous pain and after full 
movement had returned. 

There was some constitutional disturbance as a result 
of the injection, but this was slight and limited to the 
first 48 hours. Temperatures did not rise‘above 101°F. 
The B.S.R. was temporarily elevated (15-25 mm.). 

Ten normal men received these injections. They were 
patients admitted for some minor organic disorder. 
Psychological examination showed that they all had 
normal personalities. The average duration of the 
three major symptoms and signs were as follows : 


Aching pain í 5-0 days 
Limitation of flexion of lumbar spine. . 4-5 days 
Local tenderness and spasm ; 6:3 days 


Concurrently 9 neurotic personalities were given 
injections. So far as could be judged by interrogation 
and examination, the neurotics behaved like the normal 
man : 


Aching pain 4:8 days 
Limitation of flexion of lumbar | spine.. 5-4 days 
Local tenderness and spasm 6-4 days 


No nodule was ever palpated at the site of the injection. 
Local spasm and tenderness were the last to disappear. 
While palpation of the tender area continued to promote 
muscle spasm, the fingers could learn nothing of the 
muscle texture, as this examination necessitates complete 
muscular relaxation. After tenderness and spasm had 
disappeared, the muscle differed in no way from its 
uninjected fellow of the opposite side. 

Some patients in both groups complained of “‘ jabbing ” 
exacerbations of pain; but it was clear that these 


exacerbations were only produced by certain specific 


movements, and that a certain minimal vigour was. 


required. The patients soon learned how to modify 
their movements to avoid giving rise to these exacerba- 
tions. The “jab” appeared to be the result of sudden 
tension in a tender muscle, and its: behaviour in the light 
of this explanation was rational, constant, and prociovable.: 


Conclusions 

(1) There exists no demonstrable difference i in sensi- 
tivity to pain arising in muscle between normal and 
neurotic personalities. 

(2) Muscle spasm can exist in the lumbar muscles of 
normal and of neurotic personalities without their 
experiencing pain. 

(3) The stabbing exacerbation depending on tension 


being thrown on tender muscle is distinct from the ~ 


spontaneous unpredictable exacerbation of low back pain. 


(4) None of the neurotics perpetuated the pain as a. 


conversion hysteria. 

Hysterical Perpetuation of Pain. —It has been suggested 
that low back pain may be a hysterical phenomenon—-. 
i.e., that these patients have experienced some organic 


pain and that the symptoms persist as a conversion 


hysteria after the original cause has resolved. None- 
of the neurotics in the final experiment perpetuated. 
his pain, but this cannot be taken as evidence that pain 
would not be perpetuated in other circumstances. The- 
neurotics originally chosen all had well-defined psycho- 


logical states which had afforded them escape from the- 


circumstances in which their adjustment had broken down. 
A second series of experiments was conducted on 
neurotics whose breakdown had not effected an escape: 
from their difficulties, to which they knew they must 
return on leaving hospital. The temptation to per- 
petuate their pain was made considerable. Silver- 
nitrate was injected while the patient was unconscious. 
under ‘ Pentothal. The patient was thus unaware 
that the ensuing pain arose from medical interference, 
and regarded it as a disease. This view was encouraged. 


The diagnosis made for the patients’ benefit, and the- 
treatment used, were designed to reproduce the medical 


circumstances which had attended the onset of low 


back pain in the group studied. ' 


One of the cases is of especial interest, as the pain induced 
became clearly grafted on to his psychological state. While 
recovering from pentothal the patient described the scene- 
which had precipitated his breakdown. He had been forced 
to see his comrades burn in a disabled tank. Nothing had 
been done to rescue them. The patient’s normal content 
was one of deep reproach of his own behaviour. Further, he 
had reacted poorly to admission to hospital and did not like 
any suggestion that would not allow him to return to his unit 
to revenge his comrades and so regain his self-esteem. He 
was, however, hopelessly unfit for any military duty. 

* The account of the event of the burning tank was recapitu- 
lated after the pentothal and silver-nitrate injection, but 
on this occasion the familiar story came forward with a subtle. 
change. The patient obviously noted the pain in his back 
and called to his friends that he had been shot. This confabula- 
tion was enlarged on. The story in its new form transformed 
the patient from a coward into a wounded hero. His. 
failure to help his friends was now quite honourable and his. 
wounded esteem was comforted. 

On his recovery from the abreaction no further inquiry was 
made into his psychological state, and he was allowed to 
believe that it was only the “injury to his back ” that was. 
preventing his return to the front line. 

Five attempts were made along these lines to induce- 
hysterical perpetuation of pain. All the patients, 
including the one described, recovered spontaneoualy,. 
with no features to distinguish their behaviour from that. 
of controls subjected to silver-nitrate injections. 


` TREATMENT 


Physiotherapy.—These patients expect and enjoy 
physiotherapy. Cures and improvements are frequent, 
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but failures are numerous (Hurst 1943). In the event of 
failure the condition, which has been regarded so long 
as in need of hospital treatment, must now be minimised 
or disregarded if the patient is to be discharged. But 
little could have impressed the patient with the serious- 
ness of his disability more than the physiotherapy 
department. It is hard for a simple-minded hypo- 
chondriac to adopt any other attitude than that he has 
been unjustly accused of malingering. lf he had no 
psychological disability before “this “event, he would 
certainly have one after it. 

Injection.— When an attempt is made to remove pain 
by injection of local anxsthetic, success or failure at the 
time of the injection can only be judged by the effect 
on the dull aching type of pain; the jabbing pain is 
too inconstant and unpredictable for profitable study. 
Nevertheless, during the period of relief from aching pain 
following an injection patients experienced no jabbing 
pain. 

It was observed that low back pain could be success- 
fully, though usually but temporarily, abolished by the 
injection of local anesthetic into the area of tender 
muscle. It was established further that this could also 
be achieved by injecting normal saline, and even by 
dry needling. 

The technique used was first to localise by palpation 
the tender area from which the pain appeared to be 
arising. A fine needle, 5 cm. long, was then pushed 
through the skin and run in several directions through 
the subcutaneous tissue. This procedure was painless 
unless the needle pricked the skin from below, or the 
deep fascia from above. The needle was then with- 
drawn, and the patient questioned about the effect of 
the “‘ injection ”° on his pain. 

If the pain was still present, the needle was reintro- 
duced, this time piercing the deep fascia and entering 
the muscle. Again the needle was run in several directions 
and withdrawn, and the patient questioned about the 
effect on his pain. Should the pain still persist, the 
needle was reintroduced and the tender area of muscle 
infiltrated with 10 c.cm. of procaine. No effect was 
produced by running the needle through subcutaneous 
tissue. 

In most cases running the needle through muscle 
abolished the pain. As “the needle passed painlessly 
through the muscle the patient would experience a 
sudden severe jab of pain, indistinguishable from the 
spontaneous type. The needle was pulled back and 
then pushed forward again along the same path, where- 
upon the patient experienced a second jab of pain when 
the needle point reached the depth that had evoked the 
first. If this procedure was repeated several times, the 
muscle appeared to grow insensitive to the needle. 


There were usually several places in the muscle which ` 


would give rise to pain if needled. The jab of pain so 
induced was accompanied by reflex spasm of the lumbar 
muscles. But this spasm could be voluntarily relaxed 
before the induced stab of pain had. disappeared. It 
was concluded that the jab of pain was not due to painful 
spasm. 

In those few cases in which this procedure failed to 
abolish pain, infiltration with local anzsthetic also failed. 

The operation was performed in a case of referred 
lumbar pain from a renal lesion. All manipulation, 
subcutaneous, intramuscular, and local anesthetic, 
aggravated the pain. The success of intramuscular 
needling could hardly have been an effect of suggestion, 
because subcutaneous. needling was a consistent failure. 

Further, the results of this form of therapy did not 
depend on any particular relationship between muscle 
tenderness and the nodules described. 

It had been noted that pyrexia appeared to re-establish 
low back pain after it had been dormant (Copeman 1943). 
Intravenous T.A.B. was therefore given to reproduce a 
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temporary pyrexia. The subject chosen was a patient 
cured by intramuscular needling. By alternating artificial 
pyrexia and therapeutic needling the pain could be made 
to relapse and remit indefinitely. 


PRECORDIAL PAIN OF DA COSTA’S SYNDROME 


It will be conceded that inframammarty pain of 
Da Costa’s syndrome (Wood 1941) has the same qualities 
as low back pain. The dull ache, with its oppressive 
quality, and the spontaneous jabs related to trivial 
movement are both described. Heaton (1944) observed 
inframammary pain in 14 out of 26 cases of rheumatic 
pains unassociated with organic disease. 

The behaviour of this pain when subjected to injection 
is known. It is not affected by local cutaneous or sub- 
cutaneous anzsthesia, but is abolished by intramuscular 
procaine or saline. Several patients. with anxiety 
state and precordial pain were subjected to the same 
injection as that used in low back pain. Local anæs- . 
thetic or simple needling in skin and subcutaneous 
tissue did not influence the pain. The introduction of 
the needle into muscle in the region of inframammary 
tenderness precipitated a jab of pain just like the spon- 
taneous jab. This was followed by abolition of pain. 
After the procedure had been repeated in 8 consecutive 
cases with uniform results, it was concluded that infra- 
mammary and low back pain behaved similarly both 
to needling and to injections. 

It has also been noted that many patients with 
Da Costa’s syndrome have low back pain also. Of the 
25 cases reviewed here 13 also had the inframammary 
pain of Da Costa’s syndrome ; indeed, some had originally 
presented as Da Costa’s syndrome and had been pre- 
viously investigated as such elsewhere. Again, a pain 
like that of Da Costa’s syndrome may be encountered in 
anxiety states in sites other than the lumbar region. 


A gunner, aged 32, with four years’ service, had pain in 


. the upper abdomen, on the ‘right side, lasting ten days, with 


spontaneous remission, in December, 1943. 

In May, 1944, a similar attack occurred. He was admitted 
to 96 General Hospital, where no gastro-intestinal losion 
was found. 

After three weeks the pain disappeared, and patient was 
discharged. 

In September, 1944, patient had a third attack and was . 
admitted to 22 General Hospital; again no gastro-intestinal 
lesion was found. 

Patient was transferred to 103 General Hospital, where 
repeated barium radiography, sigmoidoscopy, and examina- 
tions of stools did not reveal any lesion. 

Patient was referred for psychiatric assessment. He 
described the pain as a continuous diffuse ache in the upper 
abdomen, sometimes associated with sudden severe shooting 
jabs. These exacerbations were apt to come on after meals. 


On examination patient was tense and his hands cold, 
tremulous, and sweaty. In the right upper rectus muscle 
there was a tender area in which the “ shooting” pain 
originated. 


Personality : timid, shy, immature, without adult sexual 
experiences, and with life handicapped by phobias. He was 
afraid of darkness, water, and outdoor games. He had had 
enuresis until the age of 14 years. The subjective symptoms 
of an anxiety state were also present. 

Low back pain and Da Costa’s syndrome were diagnosed. 

Subcutaneous needling had no effect. On intramuscular 
needling an exquisitely tender point in the right upper 
rectus was located, which caused him to experience the shoot- 
ing jabs of pain. This procedure completely relieved him of 
his pain. 

Ten days later the patient, having had no relapse, was 
discharged from a a 


_ DISCUSSION 


The view that low back pain is due to fascial or aiey 
fibrositic inflammatory lesions is largely based on the 
existence of so-called fibrositic nodules (Kellgren 1938, 
Kelly 1945, 1946). The investigations described here 
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suggest that nodules palpable in muscle are not 
necessarily pathological -but bear a fortuitous relation- 
ship to muscle tenderness in low back pain. 

Another view of this pain, especially when it occurs 
in psychoneurotics, postulates hypersensitivity to painful 
stimuli (Gordon 1939). The experiments described here 
revealed no such hypersensitivity. Normal persons and 
neurotics reacted very similarly to the painful stimulus. 

Muscle spasm has been considered to be the cause of 
pain in this and allied syndromes. Ellerman et al. (1942) 
state that “‘the muscle spasm is dependent upon an 
increase in muscle tension arising from the inhibition of 
aggression.” Elliott (1944), investigating lumbar pain in 
cases of prolapsed nucleus pulposus, demonstrated with 
an electromyograph an increased irritability of muscle 
in the tender areas. The cases described here had no 
palpable muscle spasm ; any spasm provoked by palpa- 
tion could always be relaxed, even though the a 

was experiencing pain. 

` The muscle spasm of experimentally induced pain 
behaved in a way clearly distinct from that of the spon- 
taneous pain. Specific movements of minimal vigour 
constantly aggravated pain associated with muscle 
spasm. So different were the unpredictable inconstant 
exacerbations of spontaneous low back pain. Further, 
in the last 24—48 hours of the induced-pain experiment 
spasm persisted, though the patient had no pain. Even 
if muscle spasm can be demonstrated as in Elliott’s 
experiments, it is not safe to conclude that this spasm 
is causing the pain. 

What is certain, however, is that these patients are 
psychoneurotic, and that their psychological state 
closely resembles that in Da Costa’s syndrome. The 
pain may occur in the inframammary region, in the low 
back region, or elsewhere—e.g., in the rectus abdominis 
muscle. Its pathology i is probably the same irrespective 
of its site. 

The pain is not hysterical, imagined, or non-existent. 
It has simple and clear characteristics. It arises either 
in, or is closely related to, muscle tissue. It can be 
abolished with equal success by the intramuscular 
injection of procaine or of saline, or by dry intramuscular 
needling. It is not affected by cutaneous anesthetic. 
_I¢ tends to be remittent, and relapses are precipitated by 
natural or artificial pyrexia. 

There is reason to believe that low back pain, when 
not due to organic disease, is a psychosomatic manifesta- 
tion and should be treated as such. The mechanism of 
low back pain, like that of inframammary pain remains 
obscure. N evertheless it appears probable that some 
local disturbance is responsible, and the discovery of its 
nature would provide yet another clue to the relation- 
ship between psychological disorder and somatic disease. 


SUMMARY 


An unselected series of 25 cases of low back pain in 
soldiers without organic disease was investigated. These 
cases would ordinarily be diagnosed as fibrositis. 

The average duration of the disorder was 31/, years, 
indicating that it was chronic or relapsing. 

The pain was uniformly described as a dull ache, acutely 


sharpened from time to time by sudden jabs arising 


spontaneously or precipitated by trivial movement. 

There was abundant evidence of psychoneurosis or of a 
personality defect in all cases. 

It was impossible to establish any relationship between 
pain and. fibrositic nodules. Evidence is presented which 
suggests that these nodules are innocent variants of 
normal muscle tissue. 

By the artificial production of lasting low back ‘pain 
with 0-2 c.cm. of a 10% silver-nitrate solution, it was 
proved that these psychoneurotic subjects with low 
back pain were not hypersensitive to painful stimuli, 
that their spontaneous backache was not due to painful 


muscle spasm, and that it was not perpetuated by 
conversion hysteria. 
Low back pain may be temporarily abolished by intra- 


‘muscular injections of procaine or of saline, or by simple 


dry needling, but not by cutaneous or subcutaneous 
injections or needling. Pyrexia,' either natural or 
artificial, caused the pain to relapse. 

Low back pain has the same clinical and experimental 
characteristics as has the inframammary pain of 
Da ‘Costa’s syndrome, and both occur in the same type 
of person. Evidence is presented that these and similar 
pains occurring elsewhere in such subjects differ only 
in their sites and represent the same psychosomatic 
manifestation. 

Low backache of the kind described should not be 


| diagnosed as fibrositis, but may conveniently be called 


functional backache. 
The mechanism of low back pain remains obscure. 


I am indebted to Lieut.-Colonel Paul Wood, R.A.M.O., 
for his interest in this work, his helpful criticism, and his 
revision of the text. 
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FATAL .CASE OF STEVENS-JOHNSON 
SYNDROME 


D. F. JOHNSTONE 
M.R.C.S., D.P.H. 


MEDICAL SUPERINTENDENT, CITY ISOLATION HOSPITAL, 
l PLYMOUTH 


In the case reported here the illness presented such 
unusual features that, in spite of several other opinions, 
it remained undiagnosed until after publication by 
Murray ! and Nellen ? of their cases of Stevens-Johnson 
syndrome. It was then realised that this was almost 
certainly yet another case of this‘rather rare disease. 
Unfortunately the outcome was fatal, but the report 
of the necropsy findings may be of interest. ~ 


A slim but well-built boy of ten years was admitted to the 
City Isolation Hospital, Plymouth, on Nov. 23; 1946, with 
two days’ history of general malaise and sore throat. Pre- 
viously he had always been in good health, except foran attack 
of measles some years ago. He had been fully immunised 
against diphtheria. 

On the day after he first felt unwell he sweated profusely, 
felt cold and clammy, and had repeated shivering: attacks. 
His doctor found a blotchy erythematous rash just appearing 
on the face and trunk and diagnosed incipient measles. 

The patient was put to bed and treated on general lines, 
but his condition got worse, the rash became more profuse, 
and he seemed so ill that his parents asked the doctor to 
see him again first thing next morning—i.e., three days after 
the onset of his first symptoms. The doctor was 80 shocked 
by the rapid deterioration in his condition that he sent him 
into hospital immediately. 
` On admission the boy was gravely ill and comatose. Tem- 


perature 104°F, pulse-rate 120, respirations 30 per min. 
Severe cough, dyspnoea, and cyanosis of lips. Slightly raised 


- Murray, J. O. Lancet, 1947, i, 328. 
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Eruption on body. 


salmon-pink erythematous rash, coalescent on face and neck, 
rather scanty on chest, profuse on thighs, arms, and palms, 
and absent from lower legs and feet. Superimposed on this 
background were dull red blotchy patches about the size of 
a shilling. There were also large bulle and vesicles round 
neck, on front of chest, and on arms and ankles (see figure). 

‘Throat congested and full of muco-pus. Tongue dirty and 
covered with thick brown fur. Lips cracked and surrounded 
with sordes. Buccal mucosa covered with grey bloodstained 
exudate. Considerable marginal gingivitis. 

Both eyes swollen, pus welling from palpebral fissures. 
Œdema of lids, conjunctivitis, subconjunctival hemorrhages. 
Chest full of coarse riles; urine loaded with albumin. 

Treatment.—General attention was given to eyes and 
mouth, and the patient was given a fluid diet with plenty of 
glucose. Atropine gr. 1/100 and sulphadiazine l g. were given 
four-hourly, and penicillin 30,000 units three-hourly. 

Course.—At 10.30 p.m. the same day temperature 103-4°F, 
pulse-rate 126, respirations 36 per min. Chest much drier, 
and the patient appeared more comfortable, sleeping peace- 
fully most of the night. 

Nov. 24: extremely restless; heart sounds poor; cough 
distressing ; temperature 102°I, pulse-rate 128, respirations 
40 per min. Large bullz had appeared on face and had burst. 
Those on chest had also burst, leaving large denuded areas 
of skin. Eyes literally dripping pus, in spite of constant 
attention by nurses. Restlessness made sedatives (morphine 
sulphate gr. 1/29, and ‘Soneryl’ gr. 11/,) necessary. 

Results of Pathological Investigations —Blood-count: Ted 
cells 5,500,000 per c.mm., Hb 100%, colour-index 0-9; 
white cells 13,600 per c.mm. (polymorphs 68%, lymphocytes 
29%, monocytes 3%). Blood-culture: B. subtilis only. 
Wassermann reaction negative. 

Stained films from bulle showed a moderate number of 
white cells, mainly lymphocytes; no red cells or organisms 
seen. Fluid from bullæ contained red cells and a few 
degenerate leucocytes ; no organisms ; cultures sterile. 

Cerebrospinal fluid heavily bloodstained, with small clots ; 
supernatant fluid just perceptibly yellow; protein 160 mg. 
per 100 c.cm.; globulin +++; sugar 0-112 mg. per 
100 c.cm. ; leucocytes not in excess ; no organisms ; cultures 
sterile; Wassermann reaction negative. 

Nose and throat swabs negative for Klebs-Léffler bacillus. 

Nov. 25 and 26: little change in general condition. Fresh 
bull and vesicles appeared and burst, leaving raw areas of 
different sizes over face and body. Restlessness could only be 
controlled by frequent doses of ‘Sodium Amytal’ gr. 1/,. 
Temperature started to subside, but pulse-rate remained 
about 116 and respirations 40 per min. 

Nov. 27: at 5.30 P.M. general condition became worse. 
The patient was cold and cyanosed; temperature 96°F. 
Surgical emphysema involving all subcutaneous tissues of 
neck, trunk, and abdomen. 

An electric resuscitation cradle was applied and, as it was 
now impossible to get him, to take anything by mouth, the 
patient was given glucose and protein hydrolysate by gastric 
drip and retained them satisfactorily. Nevertheless he went 
steadily downhill. It was impossible to register his temperature 
or feel his pulse. Heart sounds: became almost inaudible, 
urine was suppressed, and gangrene of right foot was starting. 

The patient died on Nov. 30, seven days after admission. 

Necropsy.—Body emaciated; epidermis desquamating 
from lower half of face, ears, and forehead (face looked as if 
it had been scalded). Numerous discrete and confluent areas 
of desquamation, 1-4 cm. in diameter, on chest over sternum. 
Reddish-brown rash. , Larger elements on chest and shoulders 


were ring-like, about 1 cm. in diameter, some confluent. 
Centrifugally the elements became smaller, and on the limbs 
were small brown macules, pleomorphic, mostly polygonal. 
Blebs containing opaque bloodstained fluid on terminal 
phalanges of fingers and right heel. No hemorrhages. No. 
icterus. Subcutaneous emphysema palpable over abdomen. 
Glands just palpable in both axillæ but not enlarged. 

Heart small and rather wasted. Emphysematous bubbles 
in mediastinum round roots of lungs and pericardium. 

Air Passages.——Wall of bronchial tree from larynx to 


bronchioles lined with yellowish-white membrane, rather ` : 


like thrush—thin, friable, and easily removed, but too friable 
to be picked up with forceps. Mucosa deep to it slightly 
roughened and pink. This membrane was very evident in 
smaller bronchi and bronchioles, where it was more inspis- 
sated and appeared to block most. of the smaller bronchi 
completely. No membrane in pharynx or on vocal cords. 

Lungs.—Lower third of both lungs deep purple, airless, 
and rather dry, with plugs of yellowish material in bronchioles, 
but no pus. Pleural surfaces showed bright pink slightly 
raised patches which showed up clearly against bluish-grey 
background. Upper portions normal, except that air could 
be moved easily from one part to another. No obvious 
emphysematous blebs. No free fluid ‘in pleural cavities. 
Thyroid and thymus glands normal. 

Liver normal in size ; colour dark, with lighter ‘‘ dappling ’” 
in parts. Spleen normal; rather small. Kidneys of natural 
size; pale except for a line of congested vessels between 
cortex and medulla; capsules stripped easily, leaving a 
smooth surface. Swprarenals showed some blurring at junction 
of cortex and medulla; rather soft; no hsemorrhages ; 
size normal. Pancreas, stomach, intestines, bladder normal. 
Culture of heart blood sterile. Urine clear; microscopy 
showed granular casts and leucocytes in moderate numbers ; 
no red cells; cultures gave Staph. albus and Bact. colt. Brain 
and meninges heavy but dry; a little pitting in end surface 
of basal ganglia; vascular points in the cut surface generally 
rather prominent. 

Lung sections: plugging of bronchioles with fibrinous 
exudate containing a few leucocytes; very little desquama- 
tion; no pus; patches of collapse surrounded by acute 
emphysema, some being interstitial ; no evidence of infection 
or consolidation. 

COMMENTS 


This was an extremely puzzling case on admission to 
hospital. Several experienced physicians saw the case 
but could not give any clue to the diagnosis until similar 
cases were reported in THe Lancer. This at least 
illustrates the importance of publishing unusual cases. 

The cause of the subcutaneous emphysema was not 
demonstrated at necropsy, but the severe cough and 
restlessness may have been a contributory factor in 
rupturing a small emphysematous bulla at the hilum 
of the lung, or causing a small perforation in an already 
damaged trachea or bronchus. 

Neither penicillin nor sulphonamides had the slightest 
influence on the course of the disease. 

I wish to thank Dr. T. Peirson, medical officer of health, 
Plymouth, for permission to publish the case-note; Dr. W. 
Lister for his interest in the case; and Dr. M. Thomas for 
investigating the pathology. It is regretted that permission 
to publish fuller photographs could not be obtained. 


“<, . . Government has become increasingly paternalistic, 
its actions being based upon the assumptions that the people 
do not know what is good for them and that, even if they did, 
they are not in a position to secure it by their own efforts. ... 
And so it is that government has increasingly beeome con- 
cerned with the translation of the discoveries and recommenda- 


_ tions of the scientist and technician .. . into plans and projects 


having for their object the provision of an optimal physical. 
and social external world.... It is not...enough... to 
provide by legislation the means for the satisfaction of human 
needs ... health and the means for its attainment canriot be 
forced upon an uninterested community ... they must be 
taught to want and to value it. i 

. .. The very best and best-intentioned measures will be 
fruitless unless they are welcomed by a population eager to . 


‘eodperate.’-——Prof. F. A. E. Crew, F.R.S. (J. R. sanit. Inst. 


1947, 67, 235). 
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WERNICKE’S ENCEPHALOPATHY 
IN SURGICAL PRACTICE 
REPORT OF THREE CASES ` 
H. J. Barre 


B.M. Oxfd 
PATHOLOGIST, THE ROYAL HOSPITAL, SHEFFIELD 


- In 1940, among 5949 medical and surgical ipani 

3 cases of Wernicke’s encephalopathy came to necropsy. 
This summary of them emphasises that the syndrome 
may come within the surgeon’s province. 


CASE-RECORDS 
Case 1.—A married woman, aged 46, was admitted in 


January, 1940, with the tentative diagnosis of pyloric obstruc- 


tion, and ten years’ history of frequent attacks of abdominal 
pain immediately after food. 

In 1935 she had had a small hematemesis. There had been 
no free HCl in a test-meal. Radiography had shown atonicity 
of stomach, with delay in emptying, but no organic lesion. 
After six months’ treatment with olive oil and alkaline powders 
she had remained free from symptoms for the next three and 
a half years. Her diet had contained very little vegetable, 
potato, or meat, and consisted mainly of white bread, butter, 
fried fish, and cheese. | 

In November, 1939, she had had all her teeth out and had 
then eaten nothing but milk puddings. After ten days she 
had had numbness in the legs up to the knees and had started 
to vomit after food. Vomit had been copious, not associated 
with epigastric pain or nausea. She had become “ queer,” 
repetitive, and confused about the time, and had had 
difficulty in seeing. Legs had become weak and completely 
numb. 

On' admission she was semicomatose, unable to give a 
history, but able to obey simple commands, and had headache 
and a pain in the base of her back. She was flushed, with 
dry skin. Respirations rapid and sighing. Blood-pressure 
86/54. Bilateral ptosis. Pin-point pupils. Weakness and 
flaccidity of all limbs. All tendon-reflexes absent. No 
appreciation of pinprick, vibration, or joint movement over 
legs up to thigh. Bladder distended. Optic disks not seen. 
Lumbar puncture produced clear normal fluid at 180 mm. 
pressure. 

Urine: faint cloud of albumin, pH 6:3, specific gravity 
1-020. The deposit contained a few hyaline and cellular 
casts and a moderate excess of pus-cells. 

Blood: non-protein nitrogen 79 mg. per 100 c.cm., blood- 
chlorides 363 mg. per 100 c.cm.,, Hb 75%, red cells 
4,200,000 per c.mm., colour-index 0-94, white cells 17,000 
per c.mm. 


Progress.—She became more and more confused and then 


comatose. Her temperature rose, over three days, to 10S, 
and she died five days after admission. 

Necropsy findings.—Atrophy of stomach, purulent eyaitis; 
collapse of lower lobe of right lung, and Wernicke’ s encephalo- 
pathy. 

Brain showed slight flattening of convolutions ; no pressure 
cone; numerous red petechir in upper half of floor of 4th 
ventricle, extending round Sylvian aqueduct, and in walls 
of 3rd ventricle to a depth of 0-8 cm. as far forward as 
anterior commissure; lower halves of corpora mamillaria 
rather gelatinous and injected. Stomach dilated, mucosa 
atrophic ; otherwise no visible organic lesion of alimentary 
tract. 

Histology.—The lesions in the brain were restricted to the 
grey matter surrounding the 3rd ventricle, aqueduct of 
Sylvius, and 4th ventricle. The most recent changes were 
smal] pericapillary ring and ball hemorrhages, most of which 
were invaded by microglia. The oldest lesions were little 
patches up to about 1 mm. in circumference, where the 
brain substance had been completely replaced by fat 
phagocytes and hyperplastic vessels and surrounded by a 


zone where microglia and astrocytes were abundant and: 


hypertrophied. 


Case 2.—A married woman, aged 63, was admitted with the 
tentative: diagnosis of pyloric obstruction and a history that 
ever since childhood she had been subject to periodic attacks 
of vomiting, when she brought up all her food. Attacks had 
developed two or three times a year and lasted from three days 
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to a week. They were not precipitated by emotional stress, 
though she was of a nervous disposition. Never jaundiced: 
For three months she had had what was regarded as a severe 
bout of these attacks and had become progressively weaker 
and more dyspneeic, with the result that for the last ten days — 
she had been unable to get up. No pain, paresis, or paræs- 
thesia. Very restive. No incontinence of urine. Slight 
headache. Continuous vomiting. She was almost teetotal ; 
her diet was stewed méat, lots of potatoes, margarine, and 
brown bread. 

On admission.—Cataract in the left eye; lens of right eye 
removed eight years before. She appeared to be rational. 

kin very dry and lax. Generalised weakness. All reflexes 
present but weak. Almost complete loss of sensation to 
pinprick ‘and vibration over legs to mid-third of thighs. 
Radiography showed hypertonic stomach with much residual 
fluid, delay in emptying, and deformity in the prepyloric 
region. 

Progress.—In hospital she retained her food, which consisted 
of milk puddings, bread, tripe, and mashed potatoes. After 
two days she suddenly became dull and very forgetful, and 
on the third she was comatose. Temperature 100-6°F, 
pulse-rate 138, with attacks of fibrillation. Well-marked 
Cheyne-Stokes breathing. Complete flaccidity of all limbs. 
Plantar reflexes absent. Slight papillceedema of right disk ;. 
left disk not visible because of cataract. Alkali reserve 
66 c.cm. per 100 c.cm. CO,. Blood-sugar 0-22 g. per 100 c.cm. 
Blood: non-protein nitrogen 38 mg. per 100 c:cm. Cerebro- 
spinal fluid (c.s.F.) normal. 

She improved slightly , on treatment with intravenous 
glucose and ‘ Betaxan.’ She had lucid intervals but went 
downhill slowly, developed cystitis, and died ten days after 
admission. 

Necropsy findings.—Pyloric ulcer, pyloric stenosis, ante- 
mortem digestion of csophagus, bronchopneumonia, cystitis, 
and Wernicke’s encephalopathy. 

Stomach very dilated ; gastric mucosa reddish, thickened, 
and covered with excess mucus. Small shallow scar in mucosa 
of lower wall of pylorus; sphincter thickened with rubbery 
pearly-grey tissue which took the place of most of the muscle. 
This and the swollen mucosa occluded the lumen, but gentle 
stretching with a probe could dilate the lumen up to 0-4 cm. 
diameter. 

Brain showed slight atrophy of convolutions; excess clear 
c.s.F.; dura adherent to vault; deep pink diffuse injection 
of white matter; purplish flecks in interventricular septum 
and corpora mamillaria. 

Histology.—Chronic pyloric ulcer with fibrosis of sphincter ; 
no evidence of malignancy. Brain showed ring hæmor- 
rhages in grey matter of floor of 4th ventricle, surrounding 
aqueduct of Sylvius, in corpora mamillaria, and in sub- 
ependymal region of wall of 3rd ventricle, associated with 
microglial reaction, ranging from stumpy migrating microglia 
to fat phagocytes. 


Case 3.—A married woman, aged 66, was admitted with a 
diagnosis of carcinoma of the stomach and pyloric obstruction 
and six months’ history of upper abdominal pain, usually 
immediately after food, and loss of appetite ; vomiting at 
first infrequent and later frequent and copious. She had 
recognised previous meals in vomit. For three months she 
had had recurrent attacks of diarrhoea and had lost 1 st. in 
weight. For a week the vomiting had been incessant and 
copious. Eleven years ago she had had a cholecystectomy. 
Before her vomiting started she had taken a full and varied 
diet. She was teetotal. 

On admission.—W asted cheerful woman. 
hypochondrium. 

Progress.—She retained her food well in hospital. After a 
day she developed diplopia owing to bilatera] external rectus 
palsy, incomplete on the right side. Slight nystagmus, 
greater on looking to the right. 

Radiography showed a filling defect in prepyloric region 
and considerable residue in stomach five hours after 
meal. 

Blood: non-protein nitrogen 33 mg. per 100 c.cm., white 
cells 16,000 per c.mm., alkali reserve 56 c.cm. CO, per 
100 c.cm. 

Wernicke’s encephalopathy was diagnosed; but, before 
treatment could be instituted, a severe air-raid caused dis- 
persal of all patients. She was transferred to an outlying 
hospital, where after two days she became completely 
disoriented and died in coma. 


Tender in left 
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Necropsy findings.—The brain and stomach only were 
obtained ;. they showed Wernicke’s encephalopathy and 
carcinoma ‘respectively. 

Brain.showed petechiæ in the wall of 3rd ventricle to a 
depth of 0-2 cm., corpora mamillaria, grey matter lining 
Sylvian aqueduct, and floor of 4th ventricle as far as lower 
end of pons. Sections showed characteristic symmetrical 
hemorrhages with early microglial reaction. Lesions oldest 
in corpora mamillaria, where there were plenty of fat and 
focal areas of parenchyma loss and vascular hyperplasia. 

Stomach showed diffuse leathery thickening of lower third 
of stomach wall, maximal at pylorus, w here lumen was 
obstructed. Microscopy showed diffuse infiltration of wall 
by an undifferentiated epneroidalsce carcinoma. 


DISCUSSION 


Campbell and Biggart (1939) published an excellent 
review of Wernicke’s encephalopathy. All 3 cases 
described above showed the characteristic focal areas of 
‘parenchyma loss, vascular dilatation and hyperplasia, 
ring hemorrhages and glial reaction, distributed sym- 
metrically throughout the corpora mamillaria and the 
grey matter in the walls of the 3rd and 4th ventricles 
and the aqueduct of Sylvius. The haemorrhages were 
usually obvious to the naked eye on coronal section of the 
brain, but some needed very close inspection, and some 

could only be demonstrated histologically. 
= The clinical signs of this disease fall into two groups. 
_ Those of the first group can be explained by the localised 
lesions just described. Thus ocular palsies of every type 
are common, and glycosuria, drowsiness, hyperpyrexia, 
sweating, and respiratory disorders have been described. 
In the second group, more difficult to explain on an 
anatomical basis, are mental changes, such as dis- 
orientation in time, confabulation, 
fusion deepening into coma. The condition may also 
be associated with peripheral neuritis. 

The syndrome was first described by Wernicke (1881), 
and 2 out of 3 of his patients and most of those in the 
subsequently recorded cases were chronic alcoholics. 
Neubirger (1936), however, reported a series in 
patients with carcinoma and chronic gastritis. Since 
then it has been described in a wide variety of medical 
and surgical conditions, the most common being those 
associated with gastritis and vomiting. 

Evidence is accumulating that Wernicke’ s disease is 
primarily due to a deficiency of vitamin B ıı De Wardener 
and Lennox (1947), reviewing 52 cases in prisoners-of- 
war, conclude that Wernicke’s encephalopathy was 
caused in those cases solely by acute thiamine deficiency ; 
early treatment with thiamine injections produced rapid 
and complete cure. Similar lesions have been produced 
experimentally in pigeons on a diet deficient in vitamin B, 
(Alexander et al. 1938). According to Alexander (1940) 
the lesion can only be produced in pigeons if other 
vitamins are fed. In Chastek paralysis, a disease of 
foxes fed on a diet composed of 10% fresh fish, there are 
lesions identical with those found in Wernicke’s encephalo- 


pathy, and the disease is curable with vitamin B, (Evans | 


et al, 1942). Wortis et al. (1942) reported survival in 
14 consecutive cases of Wernicke’s encephalopathy in 
man after treatment with thiamine. Since the ophthal- 
moplegia always responded to thiamine therapy but the 
mental symptoms often did not,. they considered the 
disease to be a deficiency of several nutritional factors, 
one of which was probably nicotinic acid. Vitamin B, 
plays a part in the katabolism of carbohydrates, and 
most of the symptoms of deficiency only develop if the 
diet contains abundant carbohydrates. 

This holds for Wernicke’s encephalopathy, and the 
mechanism of development of symptoms is well illustrated 
in the 3 cases described here. -Case 1 lived for years on 
a diet deficient in vitamin B,. This alone might have 
caused her gastric atony and vomiting. A crisis was 
reached when her diet became restricted to milk puddings 
owing to extraction of teeth. Case 2 had access to a 


and mental con- . 


diet containing an adequate quantity of vitamin B,, . 
but she developed pyloric stenosis and habitual vomiting, 
which brought general starvation. This alone did not 
cause Wernicke’s encephalopathy, but in hospital she 
was induced to retain a high-carbohydrate diet, whereby 
coma was precipitated. Case 3 was on a full ‘diet until 
a carcinoma of the stomach caused vomiting. She also 
was persuaded to retain her food in hospital, and this was 
rapidly fatal. 

Untreated, this disease is “usually rapidly fatal. The 
ophthalmoplegia is curable with vitamin B,, but the 
mental symptoms are very resistant to treatment. It 
must therefore be emphasised that the condition should 
not be allowed to develop. Patients with alcoholic 
gastritis, carcinoma of the stomach, or pyloric stenosis 
should be given a high-vitamin diet especially rich in 
vitamin B,. / 


SUMMARY 


Three cases of Wernicke’s encephalopathy are 
described, illustrating “how the condition may arise in 
surgical cases. Patients with a history of dietary 
insufficiency or prolonged vomiting should be given 
vitamin B,. Otherwise the high-carbohydrate hospital 
diet may prove fatal. 


My thanks are/due to the honorary stafi of the Sheffield 
Royal Hospital for their kindness in allowing me access to 
their cases and reports, to Prof. H. N. Green for help and 
criticism, and to Mr. D. Bradey for his neurohistological 
preparations. 
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WE are prompted to present the following case- 
record because of the cure, reported by Ockuly et al.,} 
of a perinephric abscess with penicillin in a man, aged 30, 
the subject of recurring attacks of malaria. Four days’ 
treatment with sulphadiazine had not produced any 
improvement; so continuous intravenous penicillin _ 
therapy was adopted, at the rate of 60,000—125,000 units 
every twenty-four hours for ten days, a total of 925,000 
units being administered. The temperature gradually 
dropped to normal in eight days. Five months later 
the patient was still free from symptoms. Ockuly and 


his co-workers state that, so far as they know, this is the 


first example of this disease which has been treated and 
cured with penicillin therapy alone. We have not been 
able to trace any further reported examples. 


CASE-RECORD 


A man, aged 34, was admitted to Lennox Castle E.M.S. 
Hospital on July 10, 1945, with pain in one right hypo- 


1, Ockuly, E . A., Barnhart, W. T.j o MEER H. Li, J. Amer. med. 
488. 1945, 129, 274. 
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chondrium and right lumbar region posteriorly. Eight weeks 
before admission he had had a furuncle in the neck, which was 
now healed. The pain was acute, throbbing, and constant, 
and had been present three weeks. It was uninfluenced 
by diet, coughing, or deep respiration. The patient also 
shad excessive sweating, but had had no rigors; he had lost 
a stone in weight since the onset of his illness. 
He was well built but pale and anxious and looked ill. 
‘Temperature 100°F, pulse-rate 107 per min., and respira- 
tions 18 per min. Tenderness and rigidity were elicited over 
the right side of the abdomen. The lumbar region on the 
affected side showed a red swelling which felt hotter than 
the left loin, and the slightest digital pressure over the swelling 
caused great intensification of his pain. The white-cell 
count was 14,000 perc.mm.; Hb 65%; blood-sedimentation 
rate (Westergren) 78 mm. in the first hour, 116 mm. in the 
second hour; Wassermann reaction negative. The urine 
contained no chemical or microscopical abnormalities and was 
sterile on culture. Radiography of the chest .and lumbar 
spine yielded negative results. | 


Penicillin was started on July 12. Intramuscular injections ` 


of 16,000 units were given every three hours for ten days, 
a total dosage of 1,280,000 units. At the end of this time 
there was much improvement in his general condition, the 
pain had decreased, the temperature returned to normal 


levels, and the pulse-rate was 85 per min. The leucocyte- | 


count had dropped to 10,000 per c.mm., but there was little 
change in the signs in the right lumbar region. 7 

The patient was then given’ sulphadiazine by mouth, an 
initial dose of 2 g. being followed by 1 g. four-hourly, with the 
usual routine of abundant fluid intake and an alkaline mixture. 
This therapy was continued for a week. Little change in the 
patient’s condition was noted at the end of this period, and 
a further course of penicillin of the same dosage as the original 
was then instituted.” The second course extended over six 
days—a total of 768,000 units of penicillin. Again definite 
improvement was noted, but the physical signs were 
unchanged.. o ae er ~ 

During the next few days there was no diminution of the 
swelling. or local tenderness. He was referred for surgical 
opinion. on Aug. 10, and Mr. W. Beattie advised against 
immediate operation. Subsequent progress was satisfactory, 
and the swelling gradually subsided and disappeared by the 
30th, when the tenderness over the right costophrenic angle 
had also disappeared. 

The patient was discharged at the end of September. He 
was free from symptoms and had more than regained the 
original loss in weight. He reported for re-examination on 
Oct. 28, when his general condition: was satisfactory, 
- and there were no clinical signs of his previous illness. 
Intravenous pyelography revealed no abnormality. 


COMMENT 


One of the great ‘advantages of penicillin over the 

sulphonamides is that its action is unimpaired by the 
presence of pus. Cruickshank? has reviewed the ‘place 
of penicillin in infections of the urinary system. He 
divides them into two groups. In the first he places 
staphylococcal infections occurring either as a parenchy- 
matous infection of the kidney secondary to some 
focus elsewhere in the body or as a staphylococcal 
cystitis. 
group of urinary infections—the coliform group, 
B. proteus, Ps. pyocyanea, Strep. fecalis—are largely 
resistant to penicillin. We have no proof that free pus 
was present in the perirenal tissues in our case, but the 
clinical features seem unmistakable. 
_ The importance of the satisfactory outcome of this 
conservative treatment is that a condition which formerly 
Yequired surgical intervention may now respond to 
chemotherapy alone. Since the perinephric inflammation 
developed after a furuncle, the infection was probably 
staphylococcal, and treatment should be continued for 
several days after apparent clinical recovery in staphylo- 
coccal infections because of their tendency to relapse. 
Such a feature was noted in the present instance, two 
courses of penicillin (2,048,000 units in all) being necessary 
before the patient could be said to be cured. | 


2. Cruickshank, B. Proc. R. Soc. Med. 1945, 38, 650. 
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MYOMA OF THE SMALL INTESTINE 
CAUSING INTESTINAL OBSTRUCTION 
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MALIGNANT tumours are generally regarded as being 


a little more common than benign ones in the small 


intestine (Rankin and Newell 1933), and of the benign 
tumours the most common is the adenoma, closely 
followed by the myoma (Cohn et al. 1939). 

Myomata are classified, according to their relation to 
the intestinal lumen, into inner and outer varieties 
(Steiner 1898), and the symptoms ofthe two groups are 
quite different. Outer myomata are more liable to 
cause intestinal hemorrhage, the mechanism of which 
is well explained by Smith (1937), whereas inner myomata 
usually give rise to intussusception (Rankin and Newell 
1933, Fiske 1937). When an outer myoma causes intes- 
tinal obstruction it usually does.so by producing volvulus. 

The following case is recorded as an example of 
a large outer myoma causing obstruction in an unusual - 
way. a . 
A rather frail old lady of 69 was first seen on Jan. 3, 1944, 
when she gave a history of colicky abdominal pain and 
vomiting for three days. For about three years she had been 
constipated, with vague lower abdominal] pain, mucus in the 
motions, and moderate loss of weight. 

A hard mass was felt in the lower abdomen, rising from the 
pelvis, and rectally this could be felt in the pouch of Douglas, 
where it seemed to be hard and fixed. 

Some improvement took place after enemas, but a 
further attack of pain and vomiting, accompanied by some 
are made it necessary to open the abdomen on Jan. 6, 

At operation the cecum and large intestine were moderately 
distended, and the small intestine was of about normal size. 
A firm lobulated mass occupied the whole of the pelvis, into 
which it fitted so closely that it was dislodged with some 
difficulty, though it was not adherent. The mass was attached 
to a loop of lower ileum, which was stretched at this point 
so that its lumen was much wider than normal. The tumour 
was removed with a short section of the anti-mesenteric 
border of the intestine, after division of a single omental 
adhesion. The bowel at this point being much wider than 
normal, it was easily reconstructed without narrowing. 

Postoperatively the course was smooth; and, when seen 
16 months later, the patient, now aged 71, said that she felt 
better than she had done for some years, and had gained 
weight. There was no sign of recurrence. | 

The histological report, for which I am indebted to Dr. Ivan 
Gartside, leaves no doubt that the tumour was an intestinal. 
myoma. The section shows some areas of necrosis and cyst 
formation, which, however, had no connexion with the lumen 
of the bowel. There was no evidence of malignancy. | 


COMMENT 


The interest in this case lies in the size of the tumour, 
which unfortunately was not weighed but occupied 
practically the whole of the pelvis, and the unusual way 
in which it caused intestinal obstruction. There can be 
no doubt that it had compressed the pelvic colon at the 
brim of the pelvis. 

Preoperatively it had been regarded as an extensive 
carcinoma of the colon, and the case illustrates a pos- 
sible disadvantage of performing a blind cecostomy or 
colostomy in these circumstances. i 


I am indebted to Dr. J. F. Hackwood for his helpful 
comments and his permission to publish this case. 
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Preliminary Communication 


‘MIADONE ’ 
AN ANALGESIC DRUG 


‘“MIADONE’ (dl-2-dimethylamino-4 : 4-diphenyl hep- 
tan-5-one hydrochloride) was introduced as an 
analgesic during the war in Germany, where it was 
called ‘ Höchst 10820’ or ‘ Amidone.’ Thorp et al. 
(1947) found that its analgesic action in rats was about 
as powerful as that of morphine and 7-10 times that 
of pethidine. Pharmacological and preliminary clinical 
investigations have also been reported in America, 
where the drug has been named ‘ Dolophine.’ 

We have compared the analgesic potency of miadone 
with those of morphine and of pethidine in ourselves and 
two student volunteers. Pain has been induced very 
simply by working the muscles of the forearm under 
conditions of complete ischemia (produced by disten- 
sion of a sphygmomanometer cuff applied to the arm 
at a pressure of 220 mm. Hg), until a definite aching pain 
of slight or moderate severity is felt in the region of the 
flexor muscles. If the contractions are then stopped 
(with ischemia maintained), the pain at first diminishes, 
and after 2-3 min. it begins to rise again, continuing 
to grow steadily until in 10-15 min. it becomes intolerable. 
With experience it becomes possible to distinguish the 
grades of pain quite clearly, and figures can be given 
to cover the range from the first development of pain 
to the point of intolerance. From eight to ten stages of 
development are usually distinguishable. 

On this background of a steadily increasing pain the 
drug to be tested is injected intravenously, usually 
4-5 min. after the end of the period of ischemic muscular 
contractions, when the pain is of moderate intensity 
(4-5 units on our scale). The drug begins to act either 
towards the end of the injection (which takes 1-1"/, 
min.) or within a minute of its completion. Central 
effects, such as light-headedness, giddiness, and dis- 
turbances of vision, appear at the same time as 
the relief of pain, all these actions being proportional 
to the dose. l 

To compare the analgesic potency of miadone, 
morphine, and pethidine, the aim has been to find the 
smallest dose of each which completely relieves moderate 
pain (4-5 units). The following approximate equi- 
analgesic doses (the smallest to relieve pain completely) 
were found : 

7:5 mg. of miadone=7:5 mg. of morphine=75 mg. of 
pethidine—i.e., miadone is about as potent as morphine and 
ten times as potent as pethidine. 


Miadone produces at least as much euphoria as mor- 
phine and pethidine, and therefore must be considered 
a possible drug of addiction. Other side-effects, such as 
giddiness and blurred vision, are less with miadone 
than with pethidine, and observations on 12 other 
normal subjects suggest that nausea and vomiting are 
less frequent with miadone than with morphine. 

We are grateful to Mr. R. M. L. Dry and Mr. J. W. 
Markham for their coöperation as subjects in this work, and 
to Messrs. Burroughs Wellcome & Co. 
Foundation Ltd.) for supplies of miadone. 
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An Integrated Practice of Medicine | 
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COMPREHENSIVE understanding of the diagnostic and 
therapeutic problems of the individual patient depends 
on-mastery of the basic doctrines in clinical medicine. 
There is no other short cut to the integration of specialised 
knowledge into common medical care. The ‘‘ compleat 
physician,” we infer, is bred from the marriage of the 
‘science of practice’? with the “art of medicine.” In 
this ambitious work of 25 sections, each a textbook 
in itself devoted to a particular clinical specialty, and 
written jointly by a general practitioner and a specialist, 
a complete survey of general medical practice is under- 
taken, including obstetrics, minor surgery, and laboratory 
methods. Iimphasis has been placed on the patient 
rather than on his disease, on the beginnings of disease 
rather than on necropsy findings, and on the coédrdinated 
recognition of clinical possibilities. Over 300 tables 
of differential diagnosis by presenting symptoms and 
signs punctuate the text; and the index alone forms a 
separate volume of 300 pages. 2. i 

Written to -meet the requirements of the general 
practitioner, and reviewing the potentialities of the 
specialties in any given clinical problem, this work has 
much to recommend it, but the bounds of general practice 
are widely conceived: the doctor. is expected in his 
routine physical examination to discover biliary or renal 
calculi, to include in his diagnostic procedure electro- 
gastrography and the exclusion of causes of “ hypo- 
natremia’’ and ‘ hyperuricemia,” and to be capable of 
performing the operation of paravertebral nerve-block 
for intractable pain without preliminary practice on the 
cadaver. But, no doubt to lighten his task, a list has 
been included of over 200 medical reference books for his 
library (though these are almost exclusively American), 
as well as a number of suitable novels for the shelves 
of his waiting-room. Administrative instruction on the- 
running of his practice does not omit the. problems of 
a the telephone, and how to deal with impetuous 
callers. 

The general attractiveness of the publication is 
enhanced by many illustrations. Some of the vividly 
coloured photographs fail, however, to portray clearly 
the condition which they represent; examples of skin 
diseases, often venereal, predominate, and some appear 
in more than one place in the text. The pictures of 
vitamin deficiencies, on the other hand, are particularly 
accurate. Many of the radiograms and the electro- 
cardiograms suffer from reduction. —- | 

_In an up-to-date and practical work of reference 
discussion is proper of dicoumarol, thiouracil, folic acid, 
radioactive phosphorus, and the antibiotics; but the 
omission is: unfortunate of any detailed reference to 
specific therapy in syphilitic cardiovascular disease, 
‘Paludrine’ in malaria, penicillin in colon diseases, 
continuous narcosis in anxiety hysteria, and surgery ' 
in hypertension and Banti’s syndrome. “Some useful - 
examples of diets are given for a variety of condi- — 
tions, from old age to ileocolostomy; and a little » 
ingenuity will transpose the American diets into English - 


Philadelphia and 
1947. Pp. 4621. Set of 


_ equivalents. | 


The statements that hyperthyroidism cannot be. 
produced by thyroid feeding, that penicillin for bacterial 
endocarditis is best given by the drip method,:and that 
the X-ray contour of the heart in Lutembacher’s syn- 
drome is unaltered, require amendment; ' ‘while the 
assertions that gold therapy in tuberculosis should 
only be used inside an institution and that bilé-salts are 
valueless in the treatment of gall-bladder ‘disease may 
be questioned. The ‘clinical descriptions’ of’ chronic ` 
amoebiasis, subarachnoid hemorrhage,’ and''sciatica are 
inadequate, and the chapter ‘on neoplásths and the - 


` “t precanceroses ” seems to serve little pyipdse. But 


in a work of this size and compass errors ‘ate inevitable. 

On the whole, Dr. Hyman preserves a “mature and 

level balance, and he goes a long way towards achieving 

his object of demonstrating that the outcome of 
nue earth 


' specialisation is clinical myopia. ` a 


i 
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_ Skin Diseases, Nutrition, and Metabolism 


EricH URBACH, M.D., F.A.C.A., associate in dermatology,. 


University of Pennsylvania; with the collaboration of 
Epwarp B. LE WINN, M.D., F.A.C.P., associate jn medicine, 
Jewish Hospital, Philadelphia. London : W. Heinemann. 
1946. Pp. 634. 50s. 


Tas book is sure to be widely read, and can be recom- 
mended for study even in countries where, if a diet of 
any complexity is prescribed, there is little hope of the 
patient being able to buy the ingredients. In reading 
it, however, the postgraduate student. should keep a 
sense of perspective: other authorities are less impressed 
than Dr. Urbach with dietetic and metabolic theories 
of zxtiology. For example, while a few cases of circum- 
genital and axillary dermatitis may be due to intestinal 
putrefactive dyspepsia, there are (as he is careful to 
emphasise) many other causes of eruptions in these 
delicate areas. f 

The book has a large scope, dealing with the influence 
of nutrition on the physiology- of the skin, nutritional 
causes of dermatoses, the influence of diseases of the 
liver, pancreas, and intestinal tract on tbe skin, and 
the nutritional therapy of skin diseases. The sections 
on ` cutaneous glycohistechia, malnutrition (including 
vitamin deficiencies), allergic reactions to food, sebor- 
rhœic dermatitis, psoriasis, and neurodermatitis deserve 
special attention. Dr. Urbach and his colleague have 
avoided the pitfall of stating that because, in 8 out of 
10 cases of some rare disease, von Reckless found low 
initial levels of vitamin x in the blood, and because the 
‘malady gradually responded to the oral administration 
of a billion units daily of the vitamin, the disease was 
therefore a manifestation of ‘‘ avitaminosis x.” On the 
contrary, in almost every case they have been careful 
to emphasise important corollary details. 

‘The chapter on cutaneous tuberculosis deals chiefly 
with the Gerson and Sauerbruch-Herrmannsdorfer 
diets, and the outstanding recent work on treatment by 
vitamin D, is only noted in two paragraphs at the end 
of the chapter. This, however, is the only important 
defect jn a valuable work of reference. 


The Management of Fractures, Dislocations, and 
Sprains | | | 
(4th ed.) JOHN ALBERT Key, M.D., clinical professor of 
orthopedic surgery, Washington University ; H. EARLE 
CONWELL, M.D., F.A.C.S., orthopedic surgeon to Tennessee 
Coal, Iron and Railroad Company. London: H. Kimpton. 
1946. Pp. 1322. 63s. 7 


_ IF only for the fine. monograph on spinal fractures, 
this book is needed by all traumatic surgeons. Sections on 
fractures of the skull by Fincher, and of the face and jaw 
‘by Barrett Brown, supplement the chapters by Key and 
Conwell. The work is large in scope, and lays emphasis 
on methods found acceptable by the authors ; but where 
these differ from common methods the text declares itb.. 
Conservative British .methods are described in this 
American work, just as the more radical American 
methods which we have absorbed into practice are now 
given in our textbooks. Study of end-results has at 
last shown the way to sound standard methods for almost 
every fracture.. The book is well produced, though some 
of the X-ray photographs are indistinct and unworthy 
of the text.. | : 


, 


Genetics | 
EDGAE ALTENBURG. New York: H. Holt. London: 
Constable. 1947. Pp. 452.. 16s. 


Altenburg’s textbook contains much useful informa- 
tion, and—compared with other books on genetics— 
very few factual mistakes. Its weakness lies in his 
unequal way of presenting the material. Some parts, 
such as the chapter on abnormal chromosome rearrange- 
ment, seem to be written for fairly advanced. specialists, 
and would have gained by the inclusion of a few refer- 


REVIEWS OF BOOKS. 
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mar the value of the work: chemical mutation is dealt 
with in ten lines and Hadorn’s important results are not 
mentioned at all; nucleic acid is not in the index; 
pleiotropism is not discussed in real examples, but only 
superficially and in a general way; and genetics of 
fungi and bacteria are not mentioned at all, nor are the 
sterility mechanisms in plants. There are many other 
such examples. i 

On the positive side, a good and thorough discussion 


of higher chromosome mechanics forms the bulk of the. 


book. Of those the author acquired first-hand knowledge, 
while occupying a laboratory desk in the famous 
‘‘ drosophila room ”?” at Columbia University between 
1911 and 1913. The book is thus a useful introduction 
for the student interested in chromosome theory ; 
genetico-developmental problems are treated adequately 
and the discussion of genic balance is informative and 


clear. Human genetics are dealt with rather cursorily 


and hereditary diseases and defects in man and other 
mammals hardly touched on. Hzemophilia, chorea, and 
the rhesus factor do not occur in the text, and no 
mention is made of any actuarial or statistical method 
in dealing with human material, such as the determina- 
tion of gene-frequency and consanguinity rates in human 
populations. The efficiency of twin comparison seems 
to be somewhat overrated, but the methods employed 


origin has been largely neglected, and this is probably 
the main reason for the book’s failure as a general 
introduction to modern genetics. 


Law Relating to Hospitals (London: H. K. Lewis. 
1947. Pp. 400. 22s. 6d.)—The law relating to hospit 
straggles over a very wide field, but it falls roughly under 
four headings: constitution and management of hospitals 
and the administration of their funds; relations with staff 
and of the members of the staff inter se; relations with 
patients; and relations with third parties as in contracts 
for supplies and services. Mr. S. R. Speller, who is not only 
a barrister but also secretary of the Institute of Hospital 
Administrators, addresses his book primarily to the student 
of hospital administration, but the subject matter of the 
second and third headings is of equal importance to hospital 
doctors. He sets out to cover the whole of a wide field, and 
succeeds in doing so simply, clearly, and adequately. 


. Science Advances (London: Allen and Unwin. 1947. 
Pp. 253.. 10s. 6d.).—These are reprints of essays by Prof. 
J. B. S. Haldane, F.R.S., which appeared mainly in the Daily 
Worker in the earlier years of the war. (The preface is dated 
1944.) They were worth reprinting, though the price of the book 
will render them unavailable to most of the people to whom they 
were originally addressed. It is a book to be read, for however 
much Professor Haldane’s habit of tagging Marxism on to 
scientific discovery may irritate and annoy the orthodox, 
these essays tell the interested and avid adult, who is no 


specialist, just what is going on in the world of science.. 


Simply and pleasantly written, covering a wide range of 
subjects from biography to Nazi “science,” and showing 
an encyclopedic knowledge and a capacity to ‘‘ put it across,” 
they make a useful and entertaining book. 


, The National Health Service Act, 1946 (Eyre and 
Spottiswoode. 1947. Pp. 146. 9s. 6d.).—Between the covers of 
this book has been bound a complete copy of the text of the 
National Health Service Act, 1946, together with an intro- 
ductory explanation of the Act written by Dr. J. A. Scott, 
and an index to the Act specially compiled by Mr. H. A. C. 
Sturgess. It is thus a useful reference book for all who will 
be affected by the Act in the months ahead. Dr. Scott, 
having reviewed the developing background of social policy, 
beginning from the time of the Beveridge Committee, takes 


us through the Act section by section, and from his extensive- 


knowledge of medical administration analyses the effects the 
Act will have on ‘medical practice as we have known it. 


His explanations are lucid and comprehensive, and liberal 


ences; others, like that on vertebrate hormones, barely , footnotes make reference to the appropriate section of the 


reach high-school standards. The author’s conscious 
attempt to lay emphasis on modern genetics, and ‘“ to 
make the student feel that genetics is a growing science 
and that important developments are now taking place,” 
has not been very successful, since numerous omissions 


Act easy and rewarding. This is particularly true of those 


sections which deal with services provided by local authorities. 
The index conveniently refers, not to the sections and sub- . 


sections of the Act,’ but to the page numbers of the official 
copy. | | . 
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Management of Poliomyelitis 


Most of us have poliomyelitis without knowing it ; 
that is, we become immunised by being exposed to 
the virus without developing any symptoms of the 
disease. A few have symptoms of a general infection 
only ; fewer still suffer in addition from symptoms 
of meningitis, but never develop paralysis; fewest 
_ of all become paralysed. In an epidemic of polio- 
myelitis, therefore, it is necessary to look with 
suspicion on a child or young adult who for no 
discoverable reason has an acute febrile illness, 
perhaps with mild symptoms of upper respiratory 
catarrh. Such patients should be isolatéd from chil- 
dren and treated expectantly, and the medical 
officer of health should be consulted. They should be 
kept under observation for a week after the temperature 
falls to normal, since in poliomyelitis it is common for 
the temperature to fall to normal after 48 hours and 
then to rise again with the onset of meningeal and 
paralytic symptoms two or three days later. They 


should be examined daily for the symptoms described 


below. If none beyond those of a general infection 
are ‘present it is impossible to prove that the illness 
has been poliomyelitis, though it may have been, and it 
is impracticable to quarantine a patient for three 
weeks on suspicion alone. 


Next in: severity come the “ meningitic ”’ cases. 
After two or three days of malaise and fever, some- 
times interrupted by a remission, the patient com- 
plains of pain in the back and headache. There is 
usually some cervical rigidity ; but more characteristic 
is spinal rigidity which can be demonstrated in a child 
by asking it to try and kiss its knee, which it will be 
unable to do owing to stiffness and pain in the back. 
There will be no paralysis or change in the reflexes. 
Lumbar puncture should always be carried out when 
the patient is seen at this stage, not only to confirm 
the diagnosis but to distinguish poliomyelitis from 
other forms of meningitis. In poliomyelitis there will 
be a mixed pleocytosis of polymorphonuclear and 
mononuclear cells, usually between 50 and 150 per 
c.mm., a moderate rise in protein, and (in contrast to 


tuberculous meningitis) a normal chloride content— 


720 to 750. mg. per 100 ml. The diagnosis having 
been made, treatment is still mainly expectant. 
Though individuals hold different views, such as those 
put forward in our correspondence columns this week, 
it is generally agreed that neither at this nor at any 
other stage is chemotherapy—whether with sulphon- 
amides or penicillin—or serotherapy of any use. 
Analgesics will be needed, and a careful watch must 
be kept for the onset of paralysis. | 


This may occur at any time between 12 and 72 
hours after the onset of meningeal symptoms. Pain 
and tenderness in the limb muscles are as a rule the 
first sign that the disease is assuming the paralytic 
form, and weakness gradually develops, usually 


simultaneously in several muscle groups, reaching its 


maximum in about 48 hours. The affected muscles 
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become flaccid and their tendon reflexes disappear. 
In the average case the limbs and trunk are alone 
affected, and the respiratory muscles and bulbar 
muscles escape. Since the chief danger to life lies in 
respiratory paralysis, movements of the chest wall 
and diaphragm must be tested whenever the patient 
is examined, the latter by asking him to blow out his 
abdomen while taking a deep breath. Respiratory 
paralysis may develop in three ways : (1) at the same 
time as paralysis of the trunk and limbs, (2) as a 
sequel to an ascending paralysis creeping upwards 
from the lower limbs, or (3) as a symptom of the 
bulbar form of the disease. Respiratory paralysis will 
call for artificial respiration, and as soon as polio- 
myelitis is diagnosed the doctor should ask himself 
where the nearest respirator is in case it should be 
required. The location of these in London is known 
to the Emergency Bed Service (Tel.: Monarch 8515) 
and elsewhere to the local medical officer of health. _ 


Though the paralysis usually reaches its maximum 
within 48 hours of its onset, it occasionally continues 
to extend. When the worst is known it can be con- 
fidently stated that much improvement will take 
place, but only time will show how much. The object 
of treatment at this stage is to prevent stretching of 
paralysed muscles and contractures in their antago- 
nists, and to promote recovery of power. As long as 
pain persists in the muscles little can be done towards 
these ends beyond such simple measures as preventing 
foot-drop by means of a sandbag and taking the 
weight of the bedclothes with a cradle. As soon as 
pain is gone and the state of the muscles can be 
accurately assessed splints and plaster must be called 
in aid—under the guidance, if necessary, of the orthope- 
dic surgeon—and the physiotherapy appropriate to the 
chronic stage commenced. Retention of urine may 
call for catheterisation for a day or two during the 
acute stage. 


Poliomyelitis of the bulbar type may be mild or. 
severe. Unilateral facial palsy or isolated palatal 
paralysis may be the only sign. On the other hand 
there may be widespread paralysis of the muscles 
of articulation and deglutition, with interference with 
the medullary cardiovascular and respiratory centres. 
Such patients tax the resources of doctor and nurse 
to the uttermost. They may need to be nursed in a 
respirator and fed by nasal tube. Suction may be 


_called for to remove the secretions which otherwise 


tend to accumulate in the pharynx, and tracheotomy 
if the adductors of the vocal cords are paralysed. 
Despite every attention death may follow from 
medullary paralysis. In such cases artificial respiration 
may be of no avail, whereas when respiratory paralysis 
occurs at the level of the spinal cord it may be life- 
saving by tiding the patient over the crisis until some . 
respiratory muscles begin to recover. 


It seems: probable that poliomyelitis is still spread 
mainly by droplet infection, but, the virus is certainly 
present also in the stools and in sewage and may be 
carried by flies. Nursing, therefore, calls for “ typhoid 
precautions.” Nevertheless it is still true that case- 
to-case infection is rare. It is unusual for further cases 
to be seen in a household which already has one: 
member affected, even when children have been 
exposed to the infection. Such contacts may, however, 
be carriers, and children should be isolated for three 
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weeks after their last association with the patient, 
who should himself be isolated for three weeks after 
the onset of his symptoms. Finally, ponemyenue is 
a notifiable disease. 


Agene and Canine Hysteria 


ACCEPTABILITY of bread as an article of food is 
largely increased by the use of an ‘“improver,” a 
substance which enables the yeast added to the 
flour to exercise its full value. The one in most exten- 
_ sive use in this country, in America, and in Western 
ae is nitrogen trichloride: known commercially 

“agene,” this has been by far the most popular 
ee during the past quarter of a century. In 
everyday milling technique a quantity of NOl, 
_ somewhere between 3 and 8 mg., is used in the treat- 
ment of a sack (280 lb.) of flour, the actual amount 
- varying with the degree of extraction—the higher the 
percentage extraction the greater the amount of 
agene employed, 

Sir Epwarp MELLANBY ! has lately published the 
results of experiments which show that “ canine 
hysteria ” can be produced by feeding dogs on agenised 
flour, using the amounts of agene which are current 
in milling practice. In these feeding experiments the 
syndrome which goes by the name of canine hysteria 
appeared after 14-28 days. Dr. Moran, working at 
the Cereals Research Station of the Milling Industry 
at St. Albans, has now taken research in this field a 
‘long step forward. In.a paper which we publish this 


week he shows that the symptoms of canine hysteria 


can be produced in as short a time as 24 hours if the 
content of agene in the animal’s food be greatly 
increased. An even more important addition to our 
knowledge is his discovery that it is in association with 
the’ protein fraction of flour that the toxic factor 
leading to the pathological nerve effects is produced. 
He was able to exonerate the carbohydrate and the 
. fat from any such association, and he was also able to 
get the same effects by using the proteins of milk 
and of maize and even by using gelatin. The 
particular part of the protein structure immediately 
concerned is left in doubt. Clearly, the condition is 
not a “‘ deficiency ” disease. 

No such symptoms, nor others like them, have, so 
far, been recorded as occurring in animals other than 
dogs, which thus appear to have a special susceptibility 


to agenised protein.. Nevertheless, it is pertinent to ask, 


what steps, if any, should be taken, whether at the 
level of technology or of administration, as the result 
of these investigations of MELLANBY and of MORAN. 
At first blush it might be suggested that the use of 

agene as an improver in milling technique should be 
stopped, and it is true that there are possible substi- 
tutes. But a fuller consideration tends to discount any 
precipitate action. As already stated, agene has been 
very extensively used for over twenty-five years in 
the preparation of flour for baking. No toxic symp- 
toms in man, traceable to agenised bread, have ever 
been recognised, and the dog must be peculiarly 
susceptible to the particular toxic agent here con- 
cerned. Agene is an easily controllable improver and 
should not be lightly discarded ; such discard would 
probably open the door to a number of alternatives 
which are by no means easily subjected to scrutiny 


1. Mellanby, E. Brit. med. J. 1946, fi, 885. 
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and concerning which experience is largely lacking. 
At the moment, while recognising these observations, 
we do not think the position calls for action. We 
think rather that, the whole subject should remain 
in the field of investigation, with the double approach 
by medical research and by industry. Some alarm 
may be created by irresponsible people in the public 
mind—a thing not easily avoided. But panic among 


those who guide the policy of a great industry, and 
still more among those who safeguard the common 


health, would be out of place and inexcusable. 


Epidemiology of Infantile Enteritis 
THE continuing downward trend of mortality 
among infants and children in the last decade has 
made for complacency about infantile enteritis. 
Latterly it has no longer been the serious menace to 
child life that it was at the beginning of the century. 
Nevertheless various sharp outbreaks in maternity 


‘hospitals have brought a reminder of the lethal 


potentialities of this disease. Unfortunately, though 
bacteriological investigation of such outbreaks has 
incriminated a long list of organisms and their toxins, 
their multiplicity implies failure to answer the 
ætiological problem; so there is something to be 
said for returning to the classical type of inquiry 
in which practical indications, like those obtained by 
Snow on cholera, may be derived from considering a 
Such a study of the behaviour 
and conditions of spread of infantile enteritis is 
reported by Dr. James DreEny,! chief medical officer 
of the Eire health ministry. 

In Eire there has lately been an ominous rise in 
mortality from this disease, which has been causing an 
annual average of 500 deaths in Dublin alone. This rise 
is not part of a general deterioration ; indeed the rising 
standards of public health in Eire have been reflected 
in lowered death-rates from other causes: and in 
seeking an explanation Drgeny has made a series of 
comparisons of the epidemiological features of the 
disease both in Eire and in other countries. These 
show that in the latter part of the last century and at 
the beginning of this, the infantile death-rate from 
enteritis was roughly four times as high in England _ 
and Wales as in Ireland; but the curves describing 
the epidemic waves in "both countries were very 
similar, both in their broad trends over several 
decades and in their biennial fluctuations. ‘Then in 
1924 the two death-rate curves crossed and diverged 
in Eite the enteritis mortality has been 
rising steadily, whereas in England and Wales, until 
1939, the trend was just as steadily downwards. In 
the period 1935-41, when the disease was ‘‘ endemic ”’ 
in Eire, 500-600 deaths occurred each year, but in 
1941 the present epidemic period began with a death- 
roll of 805, rising to a peak of 1176 deaths in 1943 
and causing more than 1000 deaths in every subse- 
quent year. In 1943 the minister of local government 
and public health set up a committee of investigation ; 
infantile diarrhoea and enteritis was made a notifiable 
disease, and research-workers were appointed to 
examine its bacteriological, clinical, and medico- 
social aspects. The bacteriological studies showed 
that there was no common agent; indeed in 40-50% 
of the cases no pathogenic organisms were discovered 


1. J. med. Aas. Hire, 1946, 19, 146. 
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at all. The clinical features of the cases admitted to 
St. Clare’s Hospital are summarised by DEENY and 
O’BRIEN? in tables which show that the disease 
appears suddenly, often in underweight and anzmic 
children ; the stools are offensive, fluid, and usually 
light green; the temperature is seldom raised except 
terminally. In the newborn, vomiting as well as 
diarrhoea may be observed. Generally speaking, the 
child is more ill than the clinical findings might 
suggest. At post-mortem is found a petechial hæmor- 
rhagic condition of the gastric mucosa with minute 
ulcers. Similar conditions prevail in the small bowel, 
particularly the ileum, while the presence of abnormal 
amounts of mucus suggests a catarrhal state in the 
gastro-intestinal tract as a whole. Enteritis in 
Dublin, then, though it has its individual charac- 
teristics, is essentially a particular form of what 
GEORGE NEWMAN described as “a general disease of 
a specific character within wide variations.” 

In the classical epidemics of infantile diarrhoea 
earlier in the century the disease was particularly 
prevalent in the poor-class districts of the larger 
towns, and the same feature appears in its epidemio- 
logy in Eire today. Dublin and the thirteen larger 
towns, with a total population of 800,000, account 
for more than 60% of the cases, the other 40% arising 
among the remaining 2,100,000 people in the country ; 
and in the large towns themselves the incidence is 
persistently’ higher in certain dispensary districts. 
This raised incidence seems to be related to over- 
crowding but: not to bad sanitation, and the seasonal 
effect so evident in the classical epidemic is lacking. 
However, a clear social gradient is seen in the con- 
centration of cases in the poorer sections of the 
community, with relative immunity of the professional 
classes. Another striking feature is the age-distri- 
bution of cases during the epidemic phase: from a 
level of 13-0% in the endemic period, which ended in 
1940, the percentage of neonatal deaths among the 
total infant deaths from enteritis rose to 19-1 in the 
epidemic phase of the next five years. But the most 
striking fact of all is the observation that the disease 
was almost limited to children who were artificially 
fed. 

Comparing the Irish experience with that of other 
countries, we see that in Glasgow in 1944 there was 
a sharp epidemic of infantile enteritis among infants 
under a year old which was almost classical in its 
seasonal distribution and its prevalence among the 
insanitary overcrowded houses of the poorer quarters 
of the city. Of 522 cases, the child was breast-fed in 
only 22. In Edinburgh in 1942, on the other hand, the 
most recent form of outbreak, attacking the newborn 
specifically in certain maternity hospitals, was 
observed. In the United States in 1934 this form 
became ‘widespread in hospitals throughout the 
country. A pre-existing nursery infection such as 
thrush or impetigo seemed to set the stage for an 
outbreak of a fulminating type of intestinal intoxi- 
cation which spread irregularly from cot to cot. 
Comparisons between breast-fed and artificially fed 
children were invalidated by the universal practice of 
supplementary feeding; but clinically and patho- 
logically the condition was similar to the type of 
illness seen in Dublin, and bacteriological investiga- 


2. Deeny, J., O’Brien, D. P. Ibid, p. 178. 
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tion proved equally fruitless. The seasonal swing so 
characteristic of the former epidemics is absent, and 
the disease tends to remain localised in specific 
hospitals. Recent English experience of hospital 
outbreaks has followed this pattern fairly closely ; 
though, in Greater London particularly, mortality is 
unduly heavy among infants over three months old.? 

While therefore more than one type of outbreak 
can be differentiated epidemiologically, the clinical 
and pathological findings differ only in degree, and 
the two main types of outbreak may be present 
together, as in Dublin, either ‘in endemic or epidemic 
form. The general nature of the disease has changed 
somewhat in recent years; meteorological, seasonal, 
and sanitary factors seem to be rather less important, 
while convulsions are now seldom seen. Yet DEENY 
is convinced of the essential unity of the modern 
types with one another and. with the classical 
epidemics of enteritis in the last century. 

On the practical side he makes three main recom- 
mendations, concerning milk-supplies, epidemiological 
control, and isolation. Efforts must be concentrated, 
he says, on the encouragement of breast-feeding among 
the poorer people in districts which his survey has 
shown to be specially prone to outbreaks of this very 
infectious disease. An educational drive among 
parents and doctors is needed to ensure the prompt 
recognition and notification of enteritis, and measures 
for isolation—whether by architectural design of 
clinics and hospitals or by excellence of nursing tech- 
nique—must be enforced. All this may possibly 
seem platitudinous; but the continued loss of 500 
infant lives each year in Dublin illustrates how far 
practice falls short of precept. DEENY’ş preliminary 
study, though necessarily incomplete, demonstrates 
the importance of such epidemiological features as 
changing age-incidence, association with other diseases, 
time sequences of outbreaks, and the domestic 
circumstances which favour breast-feeding. If we 
on this side are to profit by Irish experience, 
bacteriological studies must be correlated with 
carefully controlled field surveys. 


Swords into Ploughshares 


OF late years science has been associated in the 
public mind with destruction; and the programme 
of the first full post-war meeting of the British Associa- 
tion, to be held at Dundee from Aug. 27 to Sept. 3, 
has been designed to indicate how science may con- 
tribute to human progress. No doubt Sir HENRY 
DALE, F.R.S., will point the contrast of these opposing 
purposes in his presidential address on Science in 
War and Peace. Subjects of general interest will be 
considered at the meeting ; but there will also be some 
more specialised contributions. In the section of 
physiology, for example, Prof. WINIFRED CULLIS 
will deliver her presidential address on Physiology 


' and the Community; while other topics to be dis- 


cussed range from antibiotics to aviation physiology, 
climate and health, tracer elements, and man and 
the machine. The section of psychology i is to consider 
a number of topical questions, including selection for 
management, public- -opinion surveys, and incentives 
in industry. 


3. Proc. R. Soc. Med. 1944, 37, 479. 
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Annotations 


OPPORTUNITY IN INDIA 


Last week 163 years of British rule in India came to 
an end with the formation of Pakistan and India as self- 
governing Dominions. On Aug. 14 some of the medical 
aspects of this change were discussed at a gathering in 
London called by Lord Moran, P.R.c.P., to hear Dr. R. G. 
Cochrane, F.R.C.P., principal of the Mission Medical 
College at Vellore in the Madras Presidency. 

When it was known that India was really to have 
independence, Dr. Cochrane said, the tension’ snapped 
and the attitude towards Britain changed ' overnight. 
But fewer and fewer British doctors will be going to 
India, and: the governments are likely to want official 
services to be manned by Indians. In this situation 
scientific standards are threatened by the backward 
pull of. Eastern medicine, while professional integrity 
must be weakened by any weakening of the Christian 
ethic. If the mission hospitals disappear the Christian 
ethic will disappear too, and if that happens Western 
medicine will inevitably go into eclipse. It is essential, 
moreover, for India to have independent voluntary 
hospitals able to set a standard for the government 
institutions. In Madras a health minister whose wife 
was an Ayurvedic practitioner recently tried to establish 
five colleges of Ayurvedic medicine and induce the 


University of Madras to recognise this subject; and | 


though the proposal was defeated it could be revived 
- by a turn of the political wheel. It was felt that the 
only way to counter such retrograde influences was to 
create a medical college with an international reputation 
and train men and women who would follow its 
standards. To meet the challenge Vellore was converted 
from a lower-grade school, preparing students for the 
L.M.S. diploma, into a university college providing the 
educational background for positions of responsibility. 
The difficulties of finding a good enough staff are being 
overcome, and if money is forthcoming for the next 
few critical years Vellore may be able to do more to 
influence research and education than any other institu- 
tion in the East. Though he himself is especially 
interested in leprosy, Dr. Cochrane felt that nowhere 
is this lead needed more than in psychiatry, where India 
is at the stage of England 200 years ago. Today there is 
a great opportunity, and Vellore College, a joint effort 
of the Churches of half a dozen countries, could do 
much to cement the friendly relationship with Indians 
which we all so much desire. , 
~ — In response to questions Dr. Cochrane said that a 
proportion of Indians have an undoubted aptitude for 
scientific work, but in the official institutions research 
is apt to be crippled by lack of staff and consequent 
lack of time. Moreover many Indians are strangely 
attracted to Ayurvedic medicine, just as laymen in 
England are attracted to bone-setters. Dr. Cochrane 
agreed with Mr. Ian Orr and Sir, Philip Manson-Bahr 
that the study of Ayurvedic remedies should go on, 
but he described Ayurvedic medicine in general as that 
of the Middle Ages and worse. Sir Francis Fraser spoke 
of the training of future Indian teachers in Britain, where 
a first batch of 50 have already been placed, and pleaded 
for continuation of efficient selection of these students 
at the Indian end. Sir Weldon Dalrymple-Champneys 
echoed Dr. Cochrane’s regret that the Bhore Committee’s 
recommendations are likely to fall into the background. 
The Christian ethic, he said, is the only moral backing 
for medical practice in India, which without it must 
revert to the past. It is something not imposed on 
Indians agaist their will, but a source of strength and 
inspiration on which many Indians depend in their 
struggle against political and other forces opposed 
to science. 


As Lord Mountbatten said to the departing troops 
last Sunday, British rule in India has ended but its 
place is being taken by something far more valuable— 
friendship between the British and Indians. To this 
friendship, which is needed on both sides, medicine 
could contribute much. . 


MORPHINE SUBSTITUTES 


_ Few doctors would care to be deprived of a therapeutic 
tool of the power of morphine; indeed it is hard to 
imagine what medical practice would be like without it. 
All the more pity, therefore, that this drug so easily 
captures those it relieves, in the trap of addiction.. The 
latest League of Nations bulletin! on the treatment of 
drug addicts is well worth reading. Here is told the dismal 
story-of how one method after another has been advocated 
as a certain cure, only for patient to relapse and doctor 
to recant. Mention is made, too, of oddities such as 
the birth of morphine-addicted babies from morphine- 
addicted mothers. _ a 

Against this somewhat macabre background the 


' search continues for a substance which will have all the 


pain-relieving and sedative powers of morphine but none 
of its danger of addiction, and recent months have 
produced several papers describing new synthetic anal- 
gesics thought to have these properties. ‘ Miadone’ (or 
‘Amidone’), one of the latest of such substances, is 
said to be a promising morphine substitute. Thorp ? has 
studied its analgesic properties by electric pain-threshold 
determination in rats, while in this issue we publish a 
preliminary report by Dr. Hewer and Dr. Keele on its 
effects in man. Miadone in their opinion has a potency 
equivalent to morphine without some of the undesirable 
side-effects of the latter; but they by no means exclude 
the possibility of addiction. A similar compound AM 148 
is reported on by Gentling and Lundy ? who saw no signs 
of addiction in patients who had taken the drug for 
weeks. a 

In studying what is written about synthetic substitutes 
for morphine, one is struck by the attention paid to its 
constipating effect, which most workers seek to eliminate. 
No doubt they are right so far as the majority of patients 


are concerned ; but it should not be forgotten that there ` 


is a body of people with afflictions of the colon who 
would be delighted were they given a harmless drug 
which would reduce the liquidity of their stools. If in 
the search for a morphine substitute a substance is 
found which is a good “ constipator ’’ but a poor anal- 
gesic, it should not be immediately discarded ; a thought 
shduld be given to those with colitis or a colostomy 
who might have a use for it. At the moment, codeine 
is in high regard for this purpose, but more than one 
patient has found that the dose of codeine that binds 
sufficiently will also diminish his interest, in life. What is 
more, the drug is scarce, and very expensive. _ 


SALMONELLA IN THE BACK-YARD 


-e mt u 


PLUM-SICKNESS is a countryman’s description of 
Sonne dysentery ; but this year dysentery bacilli are 
having a poor time. Instead, organisms of.the salmonella 
group and particularly S. typhi-murium are causing 
much of the prevalent diarrhcea and sickness. Inade- 
quately cooked duck egg continues to cause many 
sporadic cases, and the public still does not realise that 
duck eggs should be boiled for at least eight minutes. 


_A large outbreak in Essex * was lately traced to a dirty 


slaughter-house where the meat ration was contaminated 
from an infected pig, but few recent outbreaks have 
been traced to rodents. It is the European types of 
salmonella which are causing most of the serious cases, 
though one might have expected trouble from some of the 
1. Bull. Hlth Org. L.o.N. 1945, 12. | 
2. Tho . Brit. J. Pharmacol. 1946, glt; 


R. H l 
3. Gentling, A. A., Lundy, J. S. Proc. Maye Clin. 1947, 22, 249. 
4. Camps, F. E. Month. Bull. Min, Hlth, May, 1947, p. 89. 
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twenty or more new types imported with American 
dried egg. Some American authorities are inclined to 
doubt the potential danger from dried egg, and there is 
also scepticism in this country about these “ new- 
fangled ” salmonellas. In America outbreaks of sal- 
monelia food-poisoning are not caused by dried egg, 
which few people eat; but it is obvious that their raw 
hen’s eggs, like our duck eggs, are often infected. A recent 
Medical Research Council report ë should convince those 
who doubt the potential danger from dried egg. 
- Outbreaks of infection caused by S. oranienburg, 
S. montevideo, S. tennessee, and S. sundsvall are described, 
and there have been many cases caused by other types 
of the newer salmonellas. Clinically the disease caused 
by these alien salmonellas generally lasts from 2-3 days, 
but sometimes it lasts 2-3 weeks with symptoms not 
unlike typhoid fever. It has been stated that human 
carriers of salmonella organisms are comparatively rare, 
but one should remember that the patient can, and 
usually does, infect others during his illness and for 
severa] weeks after apparent recovery. 

While human infection from dried, egg can readily 
be prevented by following the Ministry of Food recipes, 
it is important to know whether the new salmonella 
types have found any other animal home in this country. 
The M.R.C. report tels what has happened to British 
pigs. Mesenteric lymphnodes from over 5000 pigs were 
examined and 2-5% were found to be infected. There 
were 17 different species of salmonella and of these 12 
had not been found in a similar investigation carried out 
before the war. As all but 3 of the 12 new types were 
also recovered from dried ` egg, and as it was customary to 
feed discarded dried egg to pigs, there can be little doubt 
of the source of infection. It will be of interest to find out 
whether the new salmonella are merely squatters among 
our pigs or whether they have set up permanent residence. 
Other domestic animals may also have been invaded but 
there is no information on this point. In America 
domestic hens and turkeys suffer severe attacks of 
salmonella infection, and it is possible that our own 
hens may have acquired some of these new infections. 
Both the British poultry-farmer, who already knows 
of the ravages caused by S. thompson, and the doctor 
will agree that the native salmonellas need no 
reinforcements. f 


THE CASE OF MR. BOWMAN 


From statements appearing in the lay press it seems 
that Mr. D. W. Evans, coroner at Newport, Monmouth- 
shire, when holding an inquest last month on Mr. J. M. 
Bowman, criticised the treatment he received from the 
West Middlesex County Hospital. The Middlesex County 
Council, who had no opportunity of being represented 


at the inquest, have sent us an account of the facts . 


from their records. 

Mr. Bowman, who was about 74 years of age, fell and 
broke his wrist on July 8. He was taken to King Edward’s 
Hospital, Ealing (which does not come under the Middlesex 
County Council), where his fracture was reduced and put up 
in plaster. He was then discharged for outpatient treatment, 
as is customary with cases of fractured wrist. On attending 
next day as an outpatient he appeared somewhat sleepy 
and had some bladder trouble. King Edward’s Hospital 
had no vacant bed, but arrangements were made by telephone 
for him to be admitted to the West Middlesex, where the 
casualty officer found him a bed in the acute surgical ward 
without delay. He was taken there at once by ambulance. 


The Middlesex County Council state that he was 
admitted to their hospital for the treatment of his 
bladder trouble. While he was there a slightly peculiar 
mental condition was noticed, which gave the impression 
of senile decay but might have been attributable to the 
bladder trouble. The latter quickly responded to treat- 
ment and on J uly 13 he was considered fit for discharge. 


—— a À 


5. Spec. Rep, Ser, med. Res, Coun., Lond. no, 260, 1947, 
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He was advised when he left the West Middlesex to resume 
attendance at King Edward’s Hospital for further treat- 
ment of his fractured wrist. His relatives, however, 
wished to take him back to Monmouthshire, and since 
in the opinion of the medical staff he was fit for this 
journey he was accordingly discharged. He needed 
help in dressing because he was an old man with his 
arm in plaster; but he was able to walk to the door 
of the ward, whence he was taken by wheel-chair to 
the lift, and then to a waiting car. 

The subsequent history of the patient has been published ; 
he died in hospital, a few days after his return to Newport, 
from the efiects of a fractured skull. 


The Middlesex County Council wish it to be clearly 
understood that any assertion that young patients are 
admitted more readily than old ones cannot refer to 
the West Middlesex or any other hospitals under the 
control of the council. As soon as the casualty officer 
had been satisfied that this was a proper case for inpatient 
treatment, he arranged for Mr. Bowman to be admitted. 


‘Such inquiry is necessary because of the great shortage 


of hospital beds. The help given by the staff in getting 
Mr. Bowman up was only required because he needed 
dressing. Any suggestion that he was unnecessarily 
discharged, or compelled to leave the hospital, the 
council affirm, is entirely unfounded. 


THE PARENT AND THE DEAF CHILD 


WHEN a child is discovered to be deaf parents are 
likely, at first, to be despondent, and very soon to fall 
into the habit of guiding the child by gestures. Mr. 
A. W. G. Ewing, PH.D., and Mrs. Irene R. Ewing point 
out, in a new pamphlet! addressed to parents, that 
few things could be worse for the child. The first task 
of the parents, they say, is to look at the child hopefully 
and assess his abilities: if his physical attributes are 
otherwise good and his intelligence normal, no matter 
how deaf he is he can learn to understand speech and . 
to talk. A hearing child normally learns his first word 
or two because those words have caught his: interest 
and he has associated them with meaning—he learns 
most readily what he hears most often. In the case 
of the deaf child the parents must take ‘“‘ every possible 
natural opportunity of putting words into his eyes instead 
of his ears.’ 

Whatever the child’s age when the deafness is dis- 
covered, the parents should begin to speak to him 
in the same way and in the same words as they would 
use if he could hear; but they ‘must make sure that 
the child is looking at them when they speak. Like 
the hearing child, he will first understand meaning 
mainly from the mother’s expression, but, unlike him, 
cannot get'a further clue from her tone. The words 
used must be spoken plainly but not mouthed, and the 
child must get hundreds of opportunities of seeing 
words spoken, just as the hearing child gets hundreds 
of chances of listening to them. Because words cannot 
be seen as plainly as they can be heard, and because 
the deaf child only learns while he is looking at the 
speaker, progress in lip-reading is much slower than 
progress in the understanding of speech by the hearing 
child. Parents are advised to place the child with 
his back to the light, so that light falls on the faces of 
those speaking to him. ‘“ Baby” talk should be used 
no longer than it is with an ordinary child, but simple 
words should be preferred at first, and the expression 
on the face of the speaker should help to make the 
meaning clear. Once the child has begun to watch 
and lip-read, the length of the words does not matter : 
the Ewings have known a child of two lip-read ‘‘ black- 
board ” and ‘“ motor-car.” Given plenty of chances 
1.. Ene Child is Deaf. Published by the Deaf Children’s Society, 


05, Gower Street, |London, W.C,1. Pp. 15, Obtainablo on 
payment of postage, 
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-some children have started lip-reading at the age of a 
year and eight months. In children not recognised as 
deaf until they are two or three years old, lip-reading 
may begin within a month of the start of training. 
Gestures should be avoided at all costs: “ every time 
one is employed instead of a word, an opportunity of 
helping the child to achieve lip-reading has been lost 
for ever.” Indeed, the Ewings hold that where gestures 


are used instead of words they encourage dumbness. | 


The child whose deafness has escaped diagnosis for as 
long as four years has become interested in doing things, 
and feels he has no time to spare for watching faces. 
He should be helped by the use of phrases dealing 
with action: ‘throw the ball,” “wheel the cart,” 
“eat your chocolate.” His glance must be caught as 
often as possible and he must be talked to about things 
he is doing or wants to do. 3 

Children who go deaf after learning to talk must be 
encouraged to keep up their speech, as well as to lip- 
read. Those who are born deaf babble like other babies. 

he parents must respond to this use of the voice, and 
later, when the child tries to use the words he has 
learned to lip-read, he must always be encouraged and 
praised for any kind of attempt. No attempt should be 
made, however, to teach him to say words, or to say 
them better: these are tasks for the trained and 
experienced deaf teacher. 


DISTRIBUTION OF DOCTORS IN WAR.-TIME 


WE in Britain have had our questionaries, but never 
on the scale of those addressed to some 50,000 American 
doctors by the Committee on National Emergency 
Medical Service, now analysed by Dickinson,! director 
of the Bureau of Medical Economic Research. The 
purpose was to find out what the American doctor thinks 
of medical organisation during the late war, and what 
improvements he would suggest. Replies were received 
from 2322 members of the profession who remained in 
` civilian practice, and from 25,728 who served in the 
Forces. 

During the war about 40% ‘of practising doctors were 
taken into the Services, leaving the other 60% to look 
after 91% of the U.S. population. On the average the 
work which the civilian practitioner undertook was about 
75% more in 1944 than in 1941—an increase of load 


which few other groups in the community had to bear. | 


The health of the people improved during the war 
years; but in view of the difficulties under which the 
profession laboured it is not surprising that the question 
“could more doctors have been released for the Forces 
without endangering the welfare of the civilian popula- 
tion ? ” drew nearly three times as many answers No as 
Yes. In the Services, on the other hand, a very different 
problem arose—that of waste—and Dickinson thinks 
that the views of the ex-Service doctors merit serious 
attention, even though they did not see the situation 
from a high level. The majority recorded that (by 
civilian standards) too much time was given them to 
carry out their job; they estimated that only 72% of 
doctors employed were actually needed, and they held 
that too much time was spent in non-medical duties, 
such as administration and food inspection, which could 
have been carried out by laymen. Civilian hospitals, it 
was felt, were unnecessarily depleted of staff; yet there 
were idle beds in military hospitals which might have been 
used to relieve the pressure on them. It was admitted 
that military exigencies might well have increased the 
needs of the Services; but in the same way a serious 
epidemic might have increased the needs of the civilian 
population. 

The civilians were asked, in four questions, to say 
what they thought should be done in the event of another 
war. The highest votes cast were in favour of the forma- 


1. Dickinson, F.G. J. Amer. med. Ass. May 24, p. 369. 


tion of mobile civilian medical teams to help areas stricken 
by epidemics or by the newest forms of warfare. Half 
those answering thought they should take their turn 


on Service boards (despite the administrative difficulties) © 


so as to share out the burden among practitioners ; 
and three-quarters favoured establishment of a medical 
board to decide on policy. ; 


THE POLIOMYELITIS FILM 


MENTION of action proposed by a Ministry, particularly 
where this involves Treasury authority, brings to mind 
a picture of long delays, punctuated by interdepartmental 
memoranda. The Ministry of Health is to be congratu- 
lated on having abjured such routine in making its film 
for doctors on poliomyelitis. This film was conceived 
only on the 6th of this month; the idea was offered 
to the Ministry on the 7th ; and on the llth the Treasury 
agreed to meet its cost. The Ministry of Health referred 
to the Central Office of Information, which handles film- 
making for Government departments, and a unit was 
commissioned to undertake the work. On the 12th a 
final conference was held at the Ministry and the shoot- 
ing script was decided; and that same day filming 
started. Three days later this was completed; and 
from the end of the month the film will be obtainable 
in all parts of the country, with projector and pro- 
jectionist, from the regional offices of the Central Office 
of Information, for showing to medical audiences. 


The film, entitled Early Diagnosis of Acute Anterior 
Poliomyelitis, was made with the help of Dr. W. H. 
Kelleher, invoked as a consultant by the Ministry, and 
of Dr. R. C. Mac Keith, who acted as adviser to the unit, 
which is directed by Dr. Brian Stanford. With a running- 
time of about 15 minutes, it describes the age-distribution 
of the disease in the present epidemic, and-the general 
symptoms; it gives an account of the signs that may 


be elicited on examination of the central nervous system | 


and of some clinical techniques ; and finally it refers to 
simple measures for the prevention of spread. 


THE TWO INTERNATIONAL CONGRESSES 


THe INTERNATIONAL CONFERENCE OF PHYSICIANS, 
convened by the Royal College of Physicians of London, 
will meet on Monday, Sept. 8, under the presidency of 
Lord Moran.’ After the opening session, to be held at the 


college, it will divide into eight sections whose presidents ° 


are: cardiology, Sir Maurice Cassidy ; disorders of the 
chest, Sir Robert-Young; dermatology, Sir Archibald 
Gray ; neurology, Dr. Gordon Holmes, F.R.S. ; peediatrics, 
Sir Leonard Parsons; psychiatry, Dr. Bernard Hart ; 
social medicine, Sir Wilson Jameson; .and general 
medicine, Lord Moran. Daily until Friday, the sections 
will meet at various halls and medical institutions. 


-Social events will include a Government luncheon on 


Monday, a reception at the college on Tuesday, and 
a banquet at Guildhall on Wednesday. Dr. G. B. 
Mitchell-Heggs is acting as organising secretary. : 

The INTERNATIONAL SOCIETY OF SURGERY will hold 
its 12th congress in London from Sept. 14 to 21, followed 
by a visit of 100 members to Edinburgh from Sept. 23 
to 27. Dr. Leopold Mayer (Brussels) will preside; Prof. 
G. Grey Turner is chairman of the British executive 
committee, Sir Alfred Webb-Johnson, P.R.c.S., chairman 
of the consultative committee, and Mr. H. W. S. Wright 
hon. secretary of the congress. Some of the scientific 
sessions will be held in the great hall of B.M.A. House, 
and others at University College ; the inaugural ceremony 
will be at Lincoln’s Inn; and the functions will include 
the president’s reception at the Savoy Hotel, a Govern- 
ment reception at Lancaster House, and other gatherings 
at the Royal College of Surgeons, the Apothecaries’ 
Hall, the Royal Society of Medicine, and the British 
Medical Association. The official dinner will be, held 
at the Dorchester Hotel on Sept. 20. 
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NITROGEN TRICHLORIDE AND CANINE 
HYSTERIA 


T. Moran 
C.B.E., D.Sc. Lpool, Ph.D. Camb. 


From the Research Association of British Flour-Millers, 
Cereals Research Station, St. Albans 


NITROGEN trichloride (NCI,) is used in many countries 
throughout the world, including Britain and the U.S.A., 
as an improving agent for flour; comm cry it is 
known as “ agene.” For white flour of 70% extraction 
an average treatment is 3 g. per sack of 280 Ib. of flour 
(2-4 mg./100 g.), and for 85°, extraction flour about 8 g. 
per sack (6-4 mg./100 g.). 

Mellanby (1946) has shown that, with flour of 80-90% 
extraction, nitrogen trichloride in the amounts normally 
used produces changes in flour which can give rise to 
hysteria in dogs. . His paper was a preliminary report 
and calls for much further work, including the answers 
to five questions : 

. (1) Is the hysterical condition due to the absence of a 
nutritional factor (destroyed by NCI) ? 

(2) If it is not a nutritional deficiency, what is the identity 
of the toxic agent or agents ? 

(3) Is wheaten flour essential in the diet—i.e., does NCI, 
react with a constituent peculiar to wheaten flour ? 

(4) Has the toxic agent any effect on other animals, 
including man ? 

(5) How far is the toxic agent influenced by the general 
composition of the diet ? 


The present paper describes the results of,experiments 
designed to give information, particularly on the first 
three questions. In these experiments 85% extraction 
flour was used throughout. 


LABORATORY PREPARATION OF NITROGEN TRICHLORIDE 


‘In the laboratory a convenient method of preparing 
NCI, is to aerate an aqueous solution of chlorine in 
ammonium-chloride or ammonium-sulphate solution. 
The chlorine is added as freshly made chlorine water 
to the solution of the ammonium salt, and the mixture 
is allowed to stand in the dark for about 30 min. The 
reaction is said to proceed according to the following 
equations : 

Cl+H,O7”HOCI+HCl ..) .w 4. D) 


NH.Cl +3HOCI_” HCl + NCI: +3H,0 g st. ade 2): 


With solutions of pH 4-4 or less, the ammonium derivative 
is almost entirely nitrogen trichloride with very little 
mono- or di-chloramine. In our experiments we have 
added the appropriate amount of chlorine water (0-1— 
0-15 N) to excess of a solution of 2% ammonium-chloride 
at about 10°C in an amber bottle. Under these 
conditions the so-called nitrogen trichloride released 
from the solution contains about 20% of free chlorine. 


CHANGES IN FLOUR PRODUCED BY NITROGEN TRICHLORIDE 
Nitrogen trichloride can act as an oxidiser—e.g. : 


NCI; +3H,0->NH; +3HOCI ee ae Ul ee (3) 
—NH<Cl+2HC1+30.. .. .. .. (4) 
or 2NCI;—N, + 6Cl aa ae š z e.. (5) 


It could also form additive somipoinidé at double hands 


“>0<0 <+NOCls—> >C (NCl) -C0 < .. a... (6) 
H,O 

—+>C(NO)-C(C)< e aa. (T) 

H,O i 

or > >C (N0) -Q(0E)< .. (8) 


It is also possible that NCl, might act as a ae 
agent as in chlorine subs titution reactions. The oxidation 
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effect is obvious when flour is heavily treated, because it 
acquires a typical linseed-oil odour due to the oxidation 
of its fat. There is some evidence, however, that addition 
or substitution takes place as well as oxidation. Thus, if 
hydrochloric acid is added to flour, the curve relating 
the fall in pH to the amount of acid added is practically 
linear, This does not apply to nitrogen trichloride, even | 
though from equations (4) or (5) the amount of acid 
formed is a fixed proportion of the amount of trichloride 
added. This is shown in curves I and 11 of! the accom- 
panying chart. In constructing these curves allowance 
was made for the fact that the nitrogen trichloride as 
prepared contains 20% of chlorine, which would, however, 
have no significant etfect on the form of the pH curve. 
A departure from the curve obtained by the addition 
of HCl alone is also observed if the flour is defatted 
(by extraction with petrol ether) before it is treated 
with NCl, suggesting that addition or substitution 
compounds are also formed in the non-fat portion of 
the flour. 

In the report of the Departmental Committee on the 
Treatment of Flour with Ponca Substances (Ministry 
of Health 


1927) the 9 
suggestion is 
made that, in 0:2 
the treatment 
of flour with 
NCl,;, chlorine 0-4 


enters into 
parts of the 
protein mole- 
cule, particu- 
larly in the 


DECREASE IN pH OF DOUGH 
O 
o 


tyrosine and 0-8 
tryptophane 
groupings. In 
an attempt to 1-0 


check this we 
have carried 
out an exten- 16 32 48 64 80 
sive series of mg. NCL3 per (00g. . 


estimations Curve |. Additioh of HCI to flour. 
of many of » Ul Flour treated with NCI,. 
theindividual »» Iit. Defatted flour treated with NCI;. 


amino-acids 
in flour ia tryptophane but not tyrosine) before 
and after treatment with NCI,. In no case was any change 
observed in the apparent content of any of the amino-acids. 
The microbiological technique was used, and as this requires 
a preliminary hydrolysis for six hours with 2:5 N HCl (or, 
in the case of tryptophane, 0-4% baryta) it is obviously 
not too satisfactory, since unstable substances would be 
destroyed. It is therefore of, some interest that a water 
extract of flour which contains tryptophane available 
to L. arabinosus without preliminary hydrolysis showed 
a progressive reduction in tryptophane content with 
increasing treatment with NCl,; in the case of a flour | 
given NCI, at the rate of 80 mg. per 100 g. (100 g. per 
sack) the reduction was 25%. 

Mellanby in his experiments showed that the production 


‘of canine hysteria was not due to a deficiency of vita- 


min A. Vitamin E is said to be partially destroyed by 
NCI, (Engel 1942), but the addition of peanut oil was 
probably more than adequate to compensate for this. 
We have also found that even heavy treatment with 
NC], has no effect on the B,, riboflavine, and nicotinic- 
acid contents of flour. Measurements have also been 
made of the total pyridoxine-hydrochloride content of 
flour before and after treatment. This appeared to be 
of immediate interest in view of the finding by Chick 
et al. (1940) that epileptiform fits in rats fed for long 
periods on a purified synthetic diet could be prevented 
by the addition of pure vitamin B,. The microbiological 
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method was used (Barton- Wright 1945), and the following 
results were obtained on an 85% extraction flour: ° 


doxine- ` 
hy hloride 
ent 
Control flour ` .. ss è 4:9 ug./g 
Flour treated with 9-6 mg. of NCI3/100 g e’ 49 yy 
9 ” »9 80 ps ” »9 oo 4°8 ” 


On the whole, therefore, there is no evidence that a | 


- vitamin deficiency is the.causal factor in canine hysteria. 
a i on dogs support this view. 


poi EXPERIMENTS ON DOGS 
-Mellanby has described’ in detail the symptoms of 


canine hysteria, and our experience is in accord with his - 


observations, There are in general four stages : 

(1) The dog is obviously off colour, takes little interest 
in his surroundings, and walks Coes but in general coils 
himself up as if to sleep. 

(2) There is much weakness in the hind legs, and he may lift 
his. forelegs high when walking. He will often “hide ” his 
head low down in a corner of the cage. 

(3) Running fits; the dog, apparently apprehensive, will, 
after some preliminary haphazard quick “movements, run 
round and round the cage, sometimes running into the walls, 
upsetting its water and food, and obviously in a state 
resembling panic. It may howl and bark. - | 

(4) Epileptiform or convulsive fits usually but not always 
follow running fits. The animal lies on its side, its jaws 
champing, foaming at the mouth, and legs beating the air. 
If these fits are severe and many, the dog will die. 


In all our experiments we have followed the diet used 
by Mellanby—i.e., skim-milk powder 20 g. ; 
15 g.; peanut oil 10 ml. ; bakers’ yeast 5% of the cereal ; 
flour 100-300 g. The flour was first made into a cream 
with water and then cooked in a steamer for 90 min, 
at 1/, lb. pressure. 

In the first experiment three dogs (nos. 1, 6, and 9) 
- were given this diet, the flour having been treated with 
NCI, at the rate of 80 mg. per 100 g. (100 g./sack). Within 
24 hours all three dogs had shown the symptoms already 
described, including running and convulsive fits. 
this one meal they were put on the same diet but con 
taining untreated flour, and they all recovered within a 
few days and thereafter ‘behaved as apparently normal 
healthy dogs. ^ 

The fact that the symptoms were precisely those 
deseribed by Mellanby is reasonable evidence that the 
same mechanism was at work, but that the much higher 
dose of NCl, was sufficient to produce the disease rapidly 
compared with the 2—4 weeks found by Mellanby for the 
ordinary commercial treatment of some 6-4 mg./100 g. 
Further, Sir Edward Mellanby informed me that he had 
not produced the disease with flour treated only with 
chlorine. This was confirmed by us later in this work, 
because a diet containing flour treated with chlorine, at 
the rate of 112 mg. per 100 g., had no effect on dogs 
9 and 13, even after 21 days. Since the heaviest treatment 
of NCl, used in this investigation contained only 16 mg. 
of free chlorine per 100 g. of flour, the chlorine per se 
can be ruled out as the cause of the hysteria. 


In a further experiment two groups, each of two dogs, 


were given diets containing flour treated at 20 and 40 mg 
NCI,/100 g. Two similar groups were given flour treated 
at 80 mg./100 g. but diluted with untreated flour to give 
an average overall treatment of 20 and 40 mg./100 g. 

_ This series of experiments (11) was instructive since it 


showed that there is no additional toxic factor produced. 


at the high level of NCl, treatment compared with the 
lower level of 20 mg./100 g. The fact that, at the low 
level of 20 mg./100 g., precisely the same symptoms were 
produced as with the heavily treated flour diluted to this 
low level is further evidence that canine hysteria is not 
caused by a deficiency in the diet, Perhaps even more 


lean meat: 


After © 


' Sertes II 
. : Time for 
. Dog no. Flour Symptoms appearance 
oe os e 2 
2 Treated 40 mg./100 g... Running fits .. . 23 hours 
3 Diluted to 40 mg./100 g. Running and conval 
: sive fits A - 18 hours 
16 Diluted to 40 mg./100 g. Unwell but no fits és > 
17 Treated 40 mg./100 g... Unwell but no fits ... e 
7 Diluted to 20 mg./100 g. Running ane caver 
f | / sive fits 5 days 
14 Diluted to 20 mg./100 g. Running fts .. 4 days 
9 Treated 20 mg./100 g... Running and conval ' 
' give fits oe .. 5 days 
15 Treated 20 mg./100 g.. unning and convul- 
, sive fits so ca 4 days 


è hipaiment discontinued after 7 days. 


convincing is the fact that the disease can be produced 
after one meal. 

Dogs 16 and 17 were anomalous, but they were less 
than three months old, and later work confirmed. that 
older dogs, 4-6 months old, were much more sensitive. 
Mellanby observed the same point. We have as yet no 
factual evidence that breed plays an important part. 

Since in this work we were concerned primarily with the 
origin and identification of any toxic factor and not 
with the physiological aspects of canine hysteria, it seemed 
reasonable to continue using flour treated with NCl, 
at the high level of 80 mg./100 g. Further, there could 
be no objection to using the same dogs once they had 
been given a period to recover from an attack ; in fact 
it was clearly an advantage to use a dog which was 
known to be sensitive to the toxic factor. ~ 

The next series of experiments was planned to decide 
whether the toxic factor is associated with the fat, the 
carbohydrate, or the protein, of flour. The followme 
table gives the broad results : 


Series III 
Dog no. F ranton o p flour | ~- Symptoms 
4,7, ana 11 Residue after removal of Running and convulsive 
water-solubles , fits in 23-72 hours 
2 and 5 .. Residue after treatment Running and convulsive 
. with petrol ether fits in 18 and 21 hours 
13 Evaporated petrol-ether: None 
extract 
6,7,and11 Residue after treatment Convulsive . fits in 24 
a with absolute alcohol hours 
2 Evaporated absolute- None 
. alcohol extract 
3 and 12.. Residue after treatment Running fits in 72 and 
= 3% with 70% alcohol 96 hours 
4 and 11.. Evaporated 70% alcohol Running and convulsive 
extract fits in 24 and 48 hours 
1 and 13.. Residue after treatment Running and convulsive 
with chloroform fits in 23 and 42 hours 
12 — Evaporated chloroform None 
extraat 
1 Evaporated acetone ex- None 
tract of four | 
13 Wheat starch treated at None after 6 days 
'80 mg./100 g. ; 
12 


š Maize starch treated at 
0 mg./100 g. 


None after 6 days ` 


In the experiments with the extracts of petrol ether, 


absolute alcohol, chloroform, and acetone, each of the 
dogs was given for several days the equivalent of large 
quantities of flour—e.g., in the case of absolute alcohol - 
the dog was given each day for three days the solids 
extracted from 1600 g. of flour. It is therefore safe to say 
that the toxic factor is relatively, if not completely, 
insoluble in these four solvents, The residues on the 
other hand still retained it, | l 


N 
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These experiments show : 


(1) That the toxic factor is not associated with the starch 
fraction of flour. 


(2) It is not associated with the fat; otherwise it would 
be extracted with petrol ether, absolute alcohol, acetone, 
and chloroform. 


(3) It is not a sterol; 
chloroform and acetone. 


otherwise it would be soluble in 


The conclusion therefore is that it is associated with the 
protein.* The fact that the 70°¢ alcohol extract also 
contains the toxic factor supports this conclusion, since 
wheat gliadin is soluble in this solvent. Owing to the 
practical difficulties of evaporating large quantities of 
water in the laboratory, no experiments have yet been 
carried out with water or dilute salt extracts, though since 
these two solutions contain protein they would also be 
expected to contain some of the toxic factor. 

The proteins of wheat are not well defined. Accordingly 
it was decided to carry out experiments on other proteins 
to see whether, when treated with NCl, and fed to dogs, 
they would produce hysteria. Three proteins were 
examined—casein, zein, and gelatin. The last two were 
mixed with the appropriate quantity. of maize starch 
to give a flour containing 12% of protein conditioned to 
about 15% moisture content, and the mixture was then 
treated at the rate of 80 mg./100 g. The casein was 
treated alone at the rate of 136 mg./100 g. and then 
mixed with untreated potato starch equivalent to an 
overall treatment of the casein-starch mixture of 
30 mg./100 g. 


. Series IV , 
Dog no. Protein-sturch mixture Symptoms 
8 and 10.. Casein (Glaxo Light-White) Running and convulsive 
fits in 24 hours 
1 and 14.. Zein (Glaxo pure) Running and convulsive 


fits in 24 and 48 hours 


- 


12 and 15 Gelatin (Spa Brand) Very slight running fits 


with both’ dogs after 
10 days. Experiments 
then discontinued 


Dogs 8, 10, and 14 died, but dog 1 continued for some 
days on the same diet but containing untreated zein; 
she quickly recovered. 

Finally, as a further justification for identifying the 
effects of low and high levels of NCI, treatment, two 
dogs were fed with five times the normal amount of 
washed-out gluten from flour treated at the normal 
commercial rate of 8 mg./100 g. 


Series V 
Dog. no. Symptoms 
7 wee zi ..  Convulsive fits after 3 days 
11 si ay -.  Convulsive fits after 4 days 


Separate experiments showed that the high level of 
protein did not in itself produce hysteria or any other 
abnormal symptoms in dogs fed at the same level of 
gluten from untreated flour for 21 days. 


N 


DISCUSSION 


Mellanby (1946) has reviewed the more important 
literature on the subject. 

The experiments here described show that the canine 
hysteria produced by a diet containing flour treated with 
nitrogen trichloride is caused by a toxic agent and not 
by a deficiency in the diet. Further, this toxic factor is 
associated almost entirely with the protein fraction 
and is relatively insoluble in the normal organic 
solvents—absolute alcohol, chloroform, acetone, and 
petrol ether. 

° It is aoi ponora y realised that gluten simply washed out from 
a dough of flour and water contains 70% of the original fat 
in the flour. This simple method of approach cannot, therefore, 


be used to decide whether the toxic factor is associated with 
the ee in the flour. 
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Another important point is that the condition can be 
just as readily produced by the products of the interaction 
of casein and zein with nitrogen trichloride. Gelatin can 
also produce the toxic factor though apparently in much . 
smaller amounts ; this may, however, be connected with 
the more horny nature even of powdered gelatin compared 
with casein and zein. 

In looking for this toxic factor, which may be present 


_ in exceedingly small amounts, we must not overlook the 


fact that inevitably these three proteins contain traces 
of impurities which may possibly react with the nitrogen 
trichloride. Even so, the fact that zein produces the 
toxin suggests that glycine, tryptophane, and lysine 
are not involved, since they are said not to be present in 
this protein in significant amounts. | 

It is tempting to carry this analysis further by 
comparing the amino-acid composition of the three 
but more experimental work is required before 
one is ‘justified in giving better definition to the toxic 
substance. At the moment it looks as if it is of the nature 
of a protein poison or proteose mentioned by Clark 
(1940), the nitrogen trichloride reacting with a particular 
unit in the protein molecule. 

The Ministry of Health report (1927) named trypto- 
phane and tyrosine as the amino-acids likely to be 
involved, but the results with zein seem to rule out 
tryptophane. 

Just recently attention has been drawn to experiments 
in America on the beneficial effects of feeding glutamic 
acid to epileptic children, and the fact that it is the 
only amino-acid known to be metabolised by the brain 
(British Medical Journal 1947, Lancet 1947). This acid 
predominates in cereal proteins and in casein, while it 
is present only in small amounts in gelatin. In following 
up this possibility we have so far been unable to produce 
hysteria by feeding casein hydrolysate which had been 
treated heavily with nitrogen trichloride. 

No response has so far been obtained from the guinea- 
pig, the only other animal tried, when fed on flour treated 
with NCl;,. The flour beetle (Tribolium confusum) gives 
a response in that its life-cycle is retarded, but closer 
examination indicates that the mechanism is probably 
different from that involved in canine hysteria; this 
work will shortly be published. - Work on the general 
problem is being continued. 


CONCLUSIONS 


(1) Canine hysteria has been produced within 24 hours 
by the use of NCl, in amounts which are, however, 
considerably in excess of those used in milling practice. 


(2) Nitrogen trichloride reacts with wheat protein, 
casein, zein, and gelatin, producing substances which 
give rise to canine hysteria. The symptoms rapidly 
disappear when the dogs are given the same diet which 
has not been treated with NCl,. 


(3) The production of these substancés appears to 
involve a particular structure in the protein molecule 
which does not include lysine, tryptophane, or glycine. 


Several of my colleagues, including E. N. Greer, J. B. 
Hutchinson, J. G. Heathcote, R. G. Booth, and G. G. Grindley, 
have contributed to the work described in this paper. I have 
also had the benefit of discussions on the problem with Lord 
Horder, Sir Edward Mellanby, Prof. E. C. Dodds, and 
Sir Robert Robinson. 
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WORKING CONDITIONS| 
FOUNDRIES 
ADVISORY COMMITTEE’S REPORT 


IRON founding is one of the oldest trades, and the 
work is intrinsically heavy, hot, and dusty. In Great 
Britain there are about two thousand iron foundries 
which differ greatly in size and methods of production ; 


IN IRON 


and the castings made in them vary in weight from an - 


ounce to 150 tons. In some, especially the modern 
mechanised ones, the conditions are good, but in others, 
such as small jobbing foundries, the buildings, production 
methods, and working environment have not changed 
materially during the last fifty years ; and it is becoming 
increasingly difficult to get people to work in what are 
regarded as unpleasant trades. 


In 1945 Sir Wilfred Garrett, chief inspector bf factories, 
set up a joint advisory committee, 1 composed of repre- 


sentatives of the industry, trades unions, and the Factory 


el t6 advise him : 


‘on the most effective methods of implementing certain 
M Sii of the Factories Act, 1937, and on other cognate 
problems in ironfoundries, particularly those relating to 
cleanliness, lighting, ventilation, and maintenance of satis- 
factory atmospheric conditions, provision of washing facilities 
and accommodation for workers’ clothing and other welfare 
and health services and amenities.” 


The committee’s report,? which has now been published, 


contains a series of recommendations which, if adopted, — 


should go far towards making iron founding a more attrac- 
tive trade, and to furthering the efforts which have already 
' been made in some iron foundries to improve conditions. 
Throughout its deliberations the committee kept three 
main objectives in mind: (i) the provision of better 
amenities and more comfortable and healthy working 
conditions; (ii) the improvement of the appearance 
of iron foundries through better cleanliness and orderli- 
‘ness and more light and colour; and (iii) improvement 
of the atmospheric conditions by prevention or removal 
of dust, smoke, and fumes. 


Detailed recommendations are made to secure ea 
and one of these says that all floors should be maintained 
firm and level and should be constructed of concrete, brick, 
or other suitable materials unless it can be shown to be 
necessary to have a sand floor at any part of a foundry. The 
firm floor is easier to keep clean, though it may be broken up 
when heavy castings are dumped on it. The use of vacuum 
methods for removing dust and dirt is strongly recommended. 
Under the heading of “‘ good housekeeping” suggestions 
are made for keeping the foundry .tidy—a factor which not 


only improves its appearance but contributes to safe working, — 


better morale, and production efficiency. 


As regards temperature, it might be thought that the main 
problem is to keep a foundry cool; but this is only so in 
parts around the furnaces and metal-pouring operations. 
In other parts it can become very cold, and it is not uncommon 
for work to be delayed because thé sand has frozen over- 
night. 
should not be less than 50°F one hour after work has begun. 
If the outside temperature is under 30°F it is regarded as 
reasonable that the inside temperature should not be 
less than 20°F higher. Methods for heating the workrooms 
should not include open coal or coke fires or mould 
driers. An “open fire” is defined as one not provided 
with a flue to take the products of combustion to: the 
outside air. 


The lighting in foundéies should comply with the standards 
laid down by a code of regulations made in 1941, and additional 
lighting should be provided where the nature of the work 
demands it. For instance, 20 foot-candles should illuminate 
the work of fine core making and moulding. The lighting 
will be improved if the walls, ceilings, and machinery are 


1. The members were: H. E. OHaSTENEY (chairman), J. N. DEAS, 
C. GRESTY, W. A. MORTON, A. E. PEARCE, - BROADBENT, 
P. LEONARD GOULD, E. C. HAPPOLD, A. BENNETT, J. GARDNER, 
A. G. LOGAN, W. WALLACE, H. N. HARRISON, GAVIN MARTIN, 
J. H. WIGGLESworTh, J. W. GARDOM, Dr. A. I. G. MCLAUGHLIN, 
T. W. MCCULLOUGH, H. Woops (secretary), and W. B. LAWRIE 
(assistant secretary). 


2. Report of the Joint Advisory Committee on Conditions in Iron- 
foundries. H.M. Stationery Office. 1947. Pp. 6d. 


It is recommended that the temperature in a foundry | 


painted with light colours, and the industry is urged to get 
away from its customary drab colour-schemes or lack of 
schemes. 


The provision of washing facilities and accommodation for 


= clothing is now compulsory under the Factories Act, 1937, 


but so far standards have not been laid down. ‘Baths, 
especially of the needle or shower type, are recommended for 
those persons engaged on hot, dirty, and arduous jobs. Wash- 
basins, one for every 10 persons employed, should be installed ; 

hot water should be laid on, and clean towels, soap, and’ nail- 
brushes should be available. Changing-rooms and lockers 
for clothing should also be provided, and all these amenities 
should be under the care of a responsible person. Canteens 
or mess rooms should be provided, and the taking of meals 
in work-rooms should be prohibited. 


It is customary to use open fires in foundries for a number of 
purposes, such as warming the work-rooms, drying ladles and 
moulds, and in a process called ‘‘ burning,” a technical term 
which is not explained in the text.? The committee is strongly 
of the opinion that the use of such fires should be avoided 
and that the industry should try other methods. It is recom- 
mended that a ladle-drying station should be arranged in all 
new foundries and, wherever practicable, in existing ones. 
Moulds should be dried in stoves, or where this is not possible 
by mould driers, which are portable devices consisting of a 
coke fire blown upon by a fan or by compressed air; there 
would be little risk of injurious or offensive fumes or smoke 
being evolved from them. Cores, which consist of sand and 
binding materials such as dextrin and linseed oil which on 
heating give off irritating fumes, should be dried in properly 
ventilated stoves. When these cores are being broken up 
after the metal is cast, any fume given off should be quickly 
removed from the work-rooms. l 


One of the dustiest of foundry jobs is the “‘ knock-out ”— 
a term used to describe the various ways of removing castings 
from the sand moulds. A series of recommendations is made 
for controlling the dust during the knock-out in various 
types of foundries, such as mechanised, heavy and jobbing, 
and light and green sand foundries. The methods suggested 
include the application of exhaust ventilation and separation 
of the process from other foundry jobs. Another dusty 
job is the ‘‘ dressing ” of castings, which is done in various 
ways by wire brushes, hand hammers, rumbling barrels, grind- 
ing wheels, or blasting apparatus. It is recommended that 
the operation should be concentrated in an area of the 
foundry set apart for the purpose, or in a separate room, 
and that it should be done under exhaust ventilation ; 
a high standard of general ventilation should also be 
maintained. 


In the section on health reference is made to the 
incidence in iron foundries of silicosis and pneumoconiosis, 
dermatitis, rheumatism, and ‘‘ dead hand ” in workers 
using: pneumatic tools. The committee’s terms of | 
reference did not include the assessment of health 
risks, but it was inevitable that in the consideration 
of amenities such matters should be discussed. The 
committee is of the opinion that the iron-foundry 
industry, in common with other industries, would benefit 
greatly by the provision of medical and nursing services 
to help in maintaining the health. and reducing the 
occupational risks of workers. It also recognises the 
desirability of appropriate periodical examinations of 
workers, and it recommends that medical and n 
services should be provided as soon as possible., The 
question of noise in factories is mentioned, and for 
foundries the committee thinks this merits special, 
investigation. Finally, a section is devoted to many 
practical and technical matters which the committee 
thinks should receive attention from those who intend to 
build new foundries. 


The committee adds two comments: first, in common 
with other old industries, many iron foundries suffer 
from being housed in poor premises built in days when 
too little attention was given to working conditions, and 
this will remain a’ fundamental defect until rebuilding 
can be undertaken; and secondly, the committee would 
welcome an increased use of mechanical aids and of 
labour-saving devices. 


3. Chambers’s Technical Dictionary defines ‘‘ burning-on’’ as the 
process of adding a piece to an existing casting, by 
n ooa round the point of juncture and pouring metal 
o 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THIS year we decided to have the first good holiday 
since we were married, so I considerably more than 
“ blued ’? my war gratuity and we went to Switzerland. 
Compared to the people of this prosperous nation, the 
English are exhibiting many of the signs of a mild 
anxiety neurosis, of a type which can best be summed 
up as ‘ fussy fatigue.” This was brought home to us 
with a jolt by the waitress of the very ‘‘ second class 
ordinary ” hotel at which we spent the night in London 
on our way back; when we had finished our plate of 
porridge, she remarked, with categorical abruptness, 
“ There is nothing to follow.” This kind of thing soon 
brought us to our senses after the plenteous courtesy of 
the preceding weeks. 

Part of the treatment for this national neurosis should 
surely be to lay off diffusely applied propaganda which 
‘“ goes on” at the workpeople, and to concentrate 
publicity upon explaining in words of two syllables 
what the present crisis is about and what steps the 
Government is taking to overcome it and why. Explana- 
tion is the key to coöperation in the treatment of national 
as of individual maladies, and high-level planning should 
be aimed at making available the basic materials without 
which any work, even by slackers, is impossible. 

+ 


Since we can’t build any hospitals yet, we may as 
well be thinking about it; so I took the opportunity 
before leaving Switzerland of visiting one of its most 
modern institutions. It was more impressive materially, 
with its 950 beds, than it was psychologically, although 
there was a beautifully light and spacious entrance-hall 
in strong contrast to the air of ‘‘ abandon hope all ye who 
. enter here ’’ which surrounds the outpatient hall of my 
own hospital. But it is, of course, too big, and 500 beds 
is, pace the Goodenough Committee, much more likely 
to prove the right number than 1000. It really boils 
down to planning the hospital round the human beings 
in it, giving the patient a heavily weighted score rather 
than discussing whether this or that number of beds is 
economical to run or easy to administer. 

British medicine appears highly socialised compared 
to its Swiss counterpart, and it was with interest that 
I learned that the patients in the hospital were divided 
into three classes, the first, in private single rooms, 
contributing 20 francs a day, but the third in small wards 
of six, contributing about 4 francs a day; and I heard 
with rather a shock that, although the clinic chief visits 
each first-class patient daily, he only sees the third-class 
patients once a week. 

The medical records in this hospital are typed, many 


of them by one of the assistants of the chef-de-clinique | 


because of the inability of the typist to deal accurately 
with the nomenclature. I decided to try this on when 
back in my own department, but second thoughts 
suggested that I wouldn’t have much luck. Democracy 
has its cost. The internal arrangement of the notes was 
most orderly; but on the other hand they are still 
placed within easy reach of the patients, and eventually 
filed in unwieldy great tomes. 

One was left with the impression of a large hospital 
of majestic material design, but in which the tendency 
was to think of the patient rather as a unit than a person, 
and one felt not unhappy about our trend of thought 
here, even though we lack the wherewithal to convert it 
into reality. | 5 3 

And now down with a bump to an earth of coalmining 
and shipbuilding. It often seems to me that one of the 
ways to tackle the environmental problems of the pit 
would be to develop a system of personnel medical officers 
analogous to that used so successfully by the R.A.F. 
during the war, where doctors of wing-commander 
seniority studied working conditions at first hand and 
then made immediate appropriate suggestions or took 
the problem along to a team of research-workers. Lighting 
is the subject I should start with, as we know quite enough 
about its rôle in the etiology of accidents and nystagmus : 
why is it that below ground the legal upper limit is some 
-miserable decimal of a foot-candle, when in a factory 
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above ground it is nearly 10? Most of these problems 
are to be solved by applied engineering of one sort and 
another, and one’s feeling is that a combined team with 
its members of equal rank, irrespective of profession, 
is the way to set about it. As for shipbuilding—but here 
an almost complete absence of basic data makes the 
situation, if anything, a stage more primitive than that 
found in mining. 
' * * * 

Your young peripatetic colleague’s experiments in 
temporary immobilisation of poultry by a chalk line 
interested me because I remember my father showing 
me much the same thing some 35 years ago. His 
technique of calcilinear fowl-hypnosis was however some- 
what different: instead of leading the reluctant hen 
to the chalk line he led the chalk line away from the 
already stationary hen. He first held the hen’s head 
to the ground with one hand, and with the other he then 
drew a quite short chalk line away from the point of the 
beak so that the distal end disappeared behind a nearby 
brick or stone. Then he let go, not always gently. 
The hen would stand stupidly and unblinkingly immobile 
—perhaps squinting a little; I don’t remember—for 
what seemed several minutes, after which she would 
slowly and dazedly lift her head, shake it sorrowfully, 
then apparently awaken to a sudden realisation of the 
enormity of her folly, and scurry away, protesting volubly . 
at her public degradation. If she was forcibly removed 
before her natural time, her beak would cling to the 
ground and you could almost fancy a faint ‘‘ twang ” 
or ‘‘ ping ” as the psychological tether snapped. 

Obviously a worthy subject for further research. Has 
anyone tried two hens side by side ? or at opposite ends 


of a line ? 
* * * 


Early in October, 1945, a Naval force from H.M.S. 

Anson landed at Hong-Kong and began the difficult 
task of rebuilding His Majesty’s law and order upon the 
ruins left by the little yellow men. From then until 
May 1 of last year this rehabilitation was left to the | 
Armed Forces, and a good job they made of it. It has 
never been easy to impose Occidental morality and social 
machinery upon the Oriental, but they did it. The 
colony was policed, fed, cleaned, guarded, and doctored. 
When the Civil Administration returned to office, the 
Military handed over a going concern. 
. This morning I entered my clinic (two rooms in an old 
government building) to find a smartly dressed and 
obviously consequential young Englishman busily taking 
measurements of the walls and the floors, whilst a clerk 
recorded the findings in a fat exercise-book. 


“ What,” I said, “ are you up to now ? Are you from the 
P.W.D.? ”. (For one wild moment I had the foolish idea that 
my six-month-old request for a little whitewash on the 
blotched and peeling walls had met with action. Silly of me.) 

“ No,” said the young man. “I’m the Assessor.” 

“ And what,” I asked, ‘‘ do you hope to assess here ? ” 

“ We're measuring up all the space used by the Service - 
departments during the Military Administration. They’re 
going to be charged rent. So much a foot.” 

* * * 


Subbiah was very anxious to get the job we advertised. 
It offered him good pay and prospects, but unfortunately 
demanded a certain educational standard. He had sat 
his matriculation several times but had failed on each 
occasion. To the Indian the very sitting of an examina- 
tion confers a definite status, and repeated sittings are 
by no means a disgrace. Subbiah thus thought it wise 
to include all these details in his letter of application, 
which was an extraordinary document. He gave a long 
account of his life-history, education, and previous 
employment, and he backed up the letter with a sheaf 


-of probably worthless testimonials, all of which described 


his abilities in glowing terms. He must have given a 
great deal of thought to the explanation of his repeated 
examination failures, and his final excuse was most 
ingenious. ‘‘ The last examination I work for very hard 
and I am sure to pass but I fail because I have scabies ”’ ; 
and in case the significance of this was not clear: ‘‘ my 
bottom itch so much I cannot sit still to write the paper.” 
* * *. 


Anxious patient to neurologist: ‘‘ Are you— forgive 
me if I’m being rude—a psychiatrist ? ” - 


. 


do the same. 
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DENTAL OARIES 
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Letters to the Editor 


FOOD 

Smr,—Your leading article of Aug. 9 raises several 
important issues. You urge the Ministry of Food to 
publish the results of its surveys and researches into past 
and present eating habits in this country. If this was 
done there is no doubt that most of us would be astonished 
at the wealth of data actually known about recent and 
present food problems. This information is probably 
of a high order of accuracy owing to the considerable 
resources and the highly trained staff at the disposal of 
the Ministry for this work. 

As you pertinently point out, the Ministry should 
enlist the support of doctors in explaining present-day 
feeding come reas to the public. Patients often make 
derogatory (and, I think, mostly inaccurate) statements 
about the rations, and many professional colleagues 
Ignorance of data on the subject makes 
it difficult to combat the ‘‘ prejudice and personal 
impressions ’’ you speak of. 

So much for the immediate issue. There is another 
aspect to this problem which seems to be extremely 
important. The growth of Government-financed re- 
search, medical and otherwise, proceeds apace. Where 
this is under the ægis of the Medical Research Council 
the results are published, but where it is carried out by 
Civil Service departments publication is not assured. 
Some of the facts may eventually see the light of day as 
political literature, which, rightly or wrongly, is often 
regarded as biased. This is a serious state of affaits 
when it is realised that increasingly large numbers 
of high-grade scientific workers are being employed in 
the Civil Service, which has financial resources and an 
organisation transcending in size those of other research- 
workers or groups of workers. 
considerable scientific importance—to do for example 


with the nutrition of this country—ought not to remain’ 


locked away in the files of a Government department, 
but should be published. Further they should not be 
published as official “ hand-outs,” nor necessarily as 
special publications, but in the medical journals. If 
anonymity was required only the office of the authors 
need be stated. 

It is realised, of course, that this problem is far from 
simple, and that it raises the whole question of the 
necessity of secrecy in work done for the Government. 
However, facts about the nation’s nutrition cannot be 


placed in the same class as those relating, for example, . 


to atomic energy; and it is time the medical profession 
pressed for the most extensive publication of scientific 
information by the Ministry of Food. 

West sae sr County Hospital, N. F. Coos. 

SırR,—It is indeed essential for the Ministry of Food 
to publish the results of surveys of the diets actually 
eaten by the different categories of the population. 


-It is even more important to know, as you suggest, Sir, 


the exact figures of the amount of food moving into 
consumption, and the proportion allocated to various 
sections of consumers. 

I may, however, perhaps comment on your statement 
that in this country “the level of food consumption is 
at least sufficient to prevent deficiency symptoms.” 
I cannot agree with this, for two main reasons: (1) 


because we are not in possession of reliable statistics — 


and results of surveys, and (2) because the incidence of 
minor or latent deficiency states has noticeably increased 
during the last year or two. 
to point out that deficiency states are not caused only 
by inadequate dietary intake; in the clinical assessment 
of nutritional states conditioning factors—e.g., inter- 
ference with ingestion, absorption and _ utilisation; 
increased requirements; and increased destruction and 
excretion—are also relevant. I feel that these factors 
are even more important now, since the present narrow 
margin which food-rationing allows us makes it very 
difficult, if not impossible, to counteract the. factors 
by an increased or more balanced food intake. After 
seven years of rationing it may not be enough to consider 


‘examination 


This béing so, data of 


Furthermore, I should like © 


the nation’s nutritional state merely from the point of 
view of adequate intake. 
London, W.1. Z. A. LEITNER. 


Sır —You might, I think, have gone further. I 
believe that the general failure of the Ministry of Food 
to consult the medical profession may well extend even 
to a failure to consult the Ministry of Health, wow... 


ELECTRONARCOSIS 


Sir,—Dr. Paterson and Dr. Milligan’s article (Aug.{9) 
raises again the question of the risks of electrical con t 
therapy and its recent modification. L. O. Cook, like the 
authors, stresses the importance of a thorough medical 
“ with special reference to the circulatory 
and respiratory systems’; but apart from a note on 
previous convulsive disorder they do not urge the 
importance of eliminating diseases of the nervous system. 
_ Since 1942 I have personally known of three cases 
whose deaths were hastened by E.c.T. and which were 
not reported in the literature. 


1, A British soldier who presented mixed psychotic features 
with no demonstrable organic basis was started on E.O.T. 
He immediately developed meningitic symptoms and died. 
Post mortem a temporal-lobe abscess was found. 

2. A West African soldier appeared to be a classical case 
of endogenous depression with ideas of unworthiness and 
guilt. While this form of mental illness was rare in the 
West Africans admitted to the base psychiatric unit the 
condition looked typical and he was started on E.O.T. 
The next day his temperature rose and he showed signs of 
cerebral irritation. Lumbar puncture was done and trypano- 
somes were found. He was given specific treatment but died 
24 hours later. 


3. A female patient, aged 54, who was diagnosed as endo- 


genous depression and who previously had had a course of ° 


E.C.T. with benefit, was given a second one. She developed 
incontinence of urine, ankle-clonus, and bilateral extensor 
plantar responses. There was ataxia of all limbs and the 
abdominal reflexes were absent. These gradually improved, 
but several weeks later she was still slightly ataxic and 
spastic. She left hospital and a couple of weeks later died 
following a stroke. 

There were two cases of G.P.1., one of whom nearly died 
following E.c.T. He was a soldier, aged 31, who was diagnosed 
as hysteria. It was later thought that there was schizo- 
phrenic deterioration and he was started on Èc.T. He did 
not recover consciousness for two days, and after initial 
flaccidity became spastic with grasp reflexes, &c. Lumbar 
puncture was diagnostic of a.p.1. The other case did not 
react so grossly, but the condition was ‘‘ unmasked ” by the 
E.C.T. 


All these cases had been given careful physical 
examinations by independent physicians and one had 
been examined by a neurologist. It seems that organic 
disease of the nervous system also merits special reference 
prior to giving E.c.T. or electronarcosis. I think it 
unlikely that these 5 cases are exceptional, and I am 
tempted to think that there may be others which have 
not yet been reported. 

Walsall. M. So. 

DENTAL CARIES 


Smr,—In reply to Dr. MacGregor’s interesting comments 


of Aug. 2 I wish to make the following points : 


1. Disuse atrophy in bones and muscles is obvious 
and undisputed. Yet the how and why is highly 
problematic and hypothetical. For the same reason 
an attempt at an explanation of the physiological 
process in disuse odontoporosis would be premature. 

2. The statement in my letter that changes in teeth 
due to disuse cannot readily be demonstrated by either 
radiographic or chemical analysis needs clarification. 
The effects of disuse on the bones has been given much 
attention in radiological studies. “In disuse atrophy of 
the bone, the changes appear early on rontgenological 
examination. They are readily detectable only in the 
spongy trabecular structure, while demonstration in the 
cortex is difficult or impossible until at an advanced 
stage real narrowing of the cortex takes place. Owing 


1. Recent Progress in Psychiatry, London, 1944, p. 447. 
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- -to the dense non-trabecular structure of the teeth, the 
radiographic method is of little use in attempting to 

` detect a reduction in density, as too many variable 
factors enter in trying to estimate the density of a more 
or less uniform shadow. 

3.,Examination by chemical analysis was considered 
unsatisfactory as it has been demonstrated in disuse 
atrophy of the bone that the chemical composition 
undergoes no detectable qualitative alteration. The 
changes represent merely a quantitative variation 
affecting the density of the tissue. 

4. A comparison of the physical density of an 
apparently sound tooth of a western European and of a 
primitive native: not affected by caries has not been 
made to my knowledge. I observed that if Europeans 
with poor teeth start to chew sugar-cane, it is not a 
rare occurrence that also apparently sound teeth break, 
‘a fact I never saw or heard of in non-assimilated natives. 
This observation impresses me as an indication that 
poor teeth in civilised man are structurally different 
and not merely superficia lly more exposed to the ravaging 
effects of chemical agents in their diet. This structural 
difference is not congenital as a few years of civilised 
diet are sufficient to impair the condition of the tecth 
of any native. 

5. The assumption that enamel is a “ lifeless’ struc- 
ture is not definitely established. Sognnaes was able 
to detect radioactive phosphorus, administered systemi- 
cally, in the fully formed enamel of cats and dogs. 

6. The fluorine content of drinking-water does not 
give a satisfactory clue to the varying incidence of 
dental caries. There are too many places with a very 
low fluorine content in the water and simultancously 
a low caries incidence, and vice versa. The fluorine 
content of the drinking-water of Wellington, N.Z., and 
Naples, Italy, is approximately the same. Yet caries 
occurs at a proportion of ten to one in Wellington. 
I quote a study made among the Indians in Mexico 
by Anderson et al. which concluded as follows: ‘ the 
observation that nearly fifty per cent. of adult males 
had perfect teeth seems remarkable. . . . Chemical 
examination of the water from several of the wells 
shows 0:2 to 0°3 p.p.m. of fluorine. This is far below 
the optimum usually stated to be desirable for preventing 
caries.” 


There is no doubt that experiments will have to 
clarify some of the problematic points and to verify 
conclusions based on empirical knowledge. 

St. Albans, N.Y. H. H. NEUMANN. 


CRAMP AND SALT BALANCE 


Sır, —In his article of Aug. 16 Sir Arthur Hall raises a 
question which has interested me for some years. I 
agree that salt depletion is a very rare cause of cramp, 
always excepting miner’s cramp of which I have no 
experience, and cholera, of which I have a little. 


In 1940 I was consulted by an elderly civilian chaplain 
during the hot weather in Northern India. He had, of course, 
been sweating freely for several weeks, and complained of 
intense cramps in the legs. I advised a teaspoonful of common 
salt three times a day and the addition of as much salt as 
possible to the ordinary meals. Next day.the cramps went 
and did not come back that summer. 


I have never repeated this success: I have been 
consulted many times in this country by elderly men 
with nocturnal cramp, but not one has improved with 
sodium chloride. In fact, I cannot say that any treatment 
has been much good. It is hard to say what other factors 
have much effect ; long-standing ischzmia does not seem 
important, for extreme cases of intermittent claudication 
with a poor reactive-hyperzemia test do not seem specially 
to suffer nocturnal pain. Incidentally, the pain produced 
in doing this test varies enormously. 

Unlike Sir Arthur, I saw no evidence of increase in 
susceptibility to cramp in those with disturbed salt 
balance. Careful observation of Jarge numbers of people 
during hot seasons did not bring to light complaints of 
cramp, even where routine urine-testing showed gross 
deficiency in chloride excretion. 

So while, once in a way, one may pick a winner in 
treating cramp with salt, the odds are very long. Nor is 
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relationship with poor blood-supply clear. It will be 
interesting to hear other opinions on this resistant and 
obscure symptom, both as to pathogenesis and treat- 
ment. For myself, I shall continue to try salt in cramp ; 
it may relieve somebody again some day. 

Hutton Mount, Essex. GAVIN THURSTON. 


DISTRIBUTION OF STREPTOMYCIN 


Sir,—In your issue of Aug. 16 a writer accuses you 
of complacency as regards the supply of streptomycin. 
You scarcely rebut the charge, and in attempting to do 
so you speak of “ hesitation about diverting any large 
proportion of our limited resources.’’ This lays you open 
to the charge from another angle. 


[aueust 23, 1947 


Those who feel keenly about the ravages of tuberculosis . 


and know that the fight depends fundamentally on money 
should never rest content with the attitude that the 
fight should be financed out of current revenues or 
contingent charity. Of course our money standards 
have recently been upset in several senses, but we suffer 
too because enlightened and sensitive people do not put 
the perspective with regard to our fight against prevent- 
able diseases in a true light. For example, with regard 


to cancer, the benefit of research will accrue mainly to` 


future generations and they should be made to bear the 
burden of loans from which this research is financed. 
As to tuberculosis it should be a commonplace that 
what we need is education, appropriate legislation, 
workers adequately remunerated, and buildings which 
would be required for only a term of years that could 
be estimated ; then the white disease could be made as 
rare as rabies for generations that would gladly pay for 
such freedom. 


London, W.2. JOHN MACLEAN. 


ACUTE POLIOMYELITIS 


Sir,—The following two cases of acute anterior polio- 
myelitis illustrate some important diagnostic points. 


Case 1.—A boy, aged 6, was admitted with a history of 
vomiting three days earlier from which he had recovered 
and returned to school two days earlier, the vomiting recom- 
mencing the day before he was seen. On examination he 
was very confused, with slight neck rigidity and brisk reflexes ; 
the bladder was distended half-way to the umbilicus. A 
provisional diagnosis of poliomyelitis was made, and was 
confirmed the next day by the appearance of unilateral 
facial weakness of nuclear origin, and by the disappearance of 


all other symptoms. The cerebrospinal fluid (c.s.F.) contained _ 


10 red blood-cells and 55 white cells (40 lymphocytes, 15 
polymorphs) perc.mm.; there was 85 mg. protein per c.cm. 


Case 2.—A boy, aged 3, developed listlessness, which 
continued for three days. After being apparently recovered 
for two days he developed vomiting, pains in ‘the legs, and 
drowsiness. On examination six days after the initial 
symptoms, his general condition was satisfactory. He had 
a bladder distended to the level of the umbilicus. The next 
day facial palsy of lower motor-neurone type appeared. The 
c.S.F., obtained with some difficulty, contained 400 red blood- 
cells and 10 lymphocytes per c.mm., and 45 mg. protein per 
c.cm. 


From discussion with other doctors it appears that 
vomiting is common as a symptom of the initial illness, 
sometimes clearing up temporarily. In both these 
children the distension of the bladder had been missed, 
presumably because the child’s crying made the abdomen 
less easy to palpate. American authorities find that 
bladder involvement occurs in 40% of cases of polio- 
myelitis. In fact during this epidemic retention of urine 
(sometimes combined with an up-going plantar response) 
is highly suggestive of acute anterior poliomyelitis. This 
does not appear to be widely appreciated, and as it may be 
a very useful early diagnostic sign it seems worth while 
to draw attention to it. 


Children's Department, Central 
Middlesex County Hospital, 


London. RonALD C. MAC KEITH. 


Sir,—In view of the steadily increasing incidence of 


poliomyelitis and the lack of any specific treatment in the 
acute phase of the disease, I should like again to emphasise 
the apparent value of intensive sulphonamide therapy 
when applied early in the illness. 


ed 


- Services. 


about 


‘socially inadequate obsessionals. 
.always had difficulties in their social relationships, owing 
to their being reserved and‘ retiring, with deep-seated 
‘feelings of inferiority and inadequacy. 
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EMOTIONAL ASPECTS OF SKIN DISEASE 


[aueusr 23, “1947 


The following case was lately seen by me in con- 
sultation. | | 

An R.A.F. groundsman, aged 19, was at work up to 5 P.M. 
on Saturday though he had had severe headache with consider- 
able malaise since midday. He went to bed when relieved 
of duty, but had a restless night, with severe pains in the 
neck, back, and limbs. He reported sick with severe head- 
ache the next morning, when his temperature was 102°F. 
He was admitted to a fever hospital on Sunday evening. 
His temperature was then 102-4°F; he had headache, and 
pains in the back and limbs; neck rigidity was present. 
Lumbar puncture showed the cerebrospinal fluid to be at 
200 mm. pressure ; protein and globulin were increased, and 
the cells numbered 84 per c.mm. (polymorphs 40°, lympho- 
cytes 60%). When seen by me on Monday morning his 


_. temperature was still 102°F ; neck rigidity was pronounced, 


with pain and tenderness in the muscles of neck and back ; 
tendon reflexes in the upper limbs were absent; the abdominal 
¥eflexes were absent on the left side and greatly reduced on the 
right side; there was slight weakness of the left lower limb 
and the left knee-jerk was absent. There was also consider- 
able paresis of the muscles of the back, the patient being 
hardly able to raise himself to the sitting position; this had 
developed in the previous twelve hours. 

On admission to hospital the patient had been given 
sulphamerazine 2 g. by mouth, followed by 1 g. four-hourly. 
He was now given soluble sulphathiazole 4 g. intravenously, 
followed at twelve-hourly intervals by 3 g. intravenously ; 
the sulphamerazine by mouth was continued. Seventy-two 
hours later the fever had completely subsided and there 
was no further increase in the paresis; the intravenous 
sulphonamide was now stopped. Ten days after the onset 
of the illness the patient had recovered almost completely. 


As Dr. S. Wray and I+ have already pointed out, 
intensive intravenous therapy assures a high concentra- 


- tion of sulphonamide in the blood, whence, it is suggested, 


it diffuses in effective quantities to the anterior-horn 
cells and cuts short the infection. The response in this 
case is similar to those in the previous series and well 
warrants a further trial of the method. There is no 
need to stress the necessity of giving fluids and j 
freely, and of a careful watch on the cytology of the blood 
and frequent examination of the urine. ) | 
Duchy House Clinic, Harrogate. SINCLAIR MILLER. 


EMOTIONAL ASPECTS OF SKIN DISEASE 


SIR, —Dr. Gladstone Robertson’s article (July 26) 
must call to mind the experiences of many of us in the 
The skin, among other organs, suffered fre- 
quently from the infidelity of the wife of the Serviceman 
abroad, whose anger and fear could not be expressed 


‘naturally because of the difficulty of traversing the 


distance between himself and his wife. 

Urticarias and eczemas were frequent; but the most 
curious of the emotional skin reactions was impetigo 
of the back of the neck. I saw four cases, the victims, 
though not necessarily: blameless ones, of an unfaithful 
wife. All harboured an intense sense of grievance 


against the circumstances that had allowed this to 


happen and resented their powerlessness to do anything 
it. 
Queen Elizabeth Hospital, Birmingham. JOHN HAMBLING. 


Sir,—Dr. Gladstone Robertson is to be congratulated 
on his successful application -of psychotherapeutic 


methods to the treatment of skin conditions. Although. 
details of the personalities discussed are not given, they 


appear to approximate, broadly speaking, to the typical 
personalities of seborrhceic-dermatitis patients—viz., the 
Such patients have 


They are 
unagegressive, and at the same time compulsively over- 


conscientious perfectionists, with intense guilt feelings 


which cause them to fear punishment and insecurity. 
Dr. Robertson has rightly described the precipitating 
factors, which are associated with self-esteem and social 


status; the skin condition being a protest against the 


treatment meted out to him by his fellows, a self-imposed 
punishment, or the evasion of a situation intolerable to 


° 


1. Lancet, 1941, 1, 753. 


~ hormones. 


The direct attack on the psychological aspect of his . 
illness on a purely intellectual level will, of course, 
create havoc in such poorly integrated personalities. 
Hence the flare-up of'the condition and the retreat of 
the patient to his own defences. Only by gaining a good 
positive transference can his anxieties and aggressions 
be “ piecemeal” abreacted, and so experienced on an 
emotional level. This in many cases leads to a disappear- 
ance of the skin condition, but in order to prevent relapse 
he must readjust his emotional life in relation to his 
social milieu. This requires, of course, more prolonged 
treatment. 

Netherne Hospital, Coulsdon, Surrey. 


INJECTABLE CRYSTALLINE HORMONES 


Smr,—There are several drawbacks to the sub- 
cutaneous implantation of pellets of crystalline hormones. 
It involves a surgical operation, which, however minor, ’ 
cannot be repeated frequently and therefore necessitates 
the use of largé pellets which will sometimes contain 
hundreds of milligrammes of the hormone; the dosage 
is not constant, as the rate of absorption depends on the 
surface area, size, shape, and degree of compression of 
the pellet ; the amount absorbed decreases in the course 
of time with diminution in size and alteration in shape of 
the pellet ; sterilisation by heat destroys the compounds ; 
and local infection sometimes follows implantation. 

These difficulties have stimulated the search for more 
suitable methods. Freed and Greenhill! found that 
suspensions of crystalline cestrone in aqueous media 
are more effective therapeutically than oily solutions 
of the hormone. . Miescher et al.? demonstrated the 
feasibility of injecting a crystalline suspension of ‘sex 
Meier et al.* found that the injection of a 
large single dose of an oily solution of desoxycortone 
into an adrenalectomised dog did not give a propor- 
tionately longer period of action than the injection of 
smaller doses. Thus an adrenalectomised dog weighing 
10 kg. can be maintained in a state of health with a 
single daily injection of 1 mg. of the hormone, whereas a 
single injection of 100 mg. is effective for only nine days. 
On the other hand, a large single dose of crystalline: 
desoxycortone administered in aqueous suspension does 
act for a considerably longer period. Up to a certain 
limit the daily maintenance dose of this suspension 
increases in proportion to the size of the dose injected. 

Meier et al. also showed that the action can be pro- 
longed by increasing the size of the suspended crystals. 
A wide-bore needle is necessary for the injection of such 
suspensions: in fact, we had difficulty in filling the 
Syringe and injecting the suspension even through a 
wide-bore needle. To overcome this difficulty, we 
suggest the use of an absolute solution of crystalline 
hormones to form a subcutaneous depot of crystals at 
the site of injection. We adopted the method developed 
by Rappaport ‘ for prolonging the action of injections of 
‘ Anesthesin.” The organic solvent used is a 50% 
solution of urethane in water to which 10-20% of methyl 
acetamide has been added. The erystalline hormones 
dissolve in the organic solvent,. preferably under gentle 
heating, but remain in unstable equilibrium, so that 
addition of a small amount of water causes precipitation 
of the crystalline hormones.” When the hormones 
dissolved in urethane come in contact with the sub- 
cutaneous fluids (an aqueous solution) at the site of injec- 
tion they are immediately precipitated. The solvent is 
rapidly absorbed, while the insoluble hormone crystals 
remain at the site of injection. We have used this 
method for injecting desoxycortone, testosterone, pro- 
gesterone, and cestrone. The solution can be injected 
with a no. 20 needle. 

Through the courtesy of Dr. S. Btesh, chief of the 
medical service, Government Hospital, Tel-Aviv, we 
were able to test the efficacy of 30 mg. of desoxycortone 
dissolved in urethane and methyl acetamide injected 
subcutaneously in a case of Addison’s disease. The 
site of injection was first infiltrated with 2-3 c.cm. of a 
1% procaine, and 3 min. later the hormone solution was 


1. Freed, S. C., Greenhill, J. P. J. clin. Endocrinol. 1941, 1, 983. 
2. Miescher, K., Gasche, P., Frey, H. Helv. physiol. Acta, 1944, 


2, 515. R 
3. Moen P Gasche, P., Frey, H. Schweiz. med. Wechr. 1946, 
4. Rappaport, F. Acia med. orient. 1946, 5, 115. 
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injected at the same place, thus avoiding the temporary 
local pain and producing an additional depot of water 
for the precipitation of the hormone crystals. (More 
recently we have mixed procaine with the hormone 
solution in the ampoule.) The maintenance dose of this 
patient, during the year before he came under our 
observation, had been 5 mg. of an oily solution of 
desoxycortone every 4 or 5 days. ‘After the administra- 
tion of 30 mg. of desoxycortone in urethane, the treat- 
ment could be stopped for five weeks, during which time 
the patient felt perfectly well. 
F. RAPPAPORT 
Hadassah Municipal Hospital, Tel-Aviv. N. Lass. 


INTRAVENOUS INFUSIONS AND MASTOIDITIS 


SIR, —A good deal has been heard recently about the 
coincidence of gastro-enteritis and mastoiditis in infants, 
and the coexistence of these diseases has been established 
in a large number of cases, posing very difficult problems 
of diagnosis and treatment. 

I have been pathologist to a children’s hospital of 
about 100 beds for the last eighteen years, and during 
that time I have seen numerous cases of gastro-enteritis 
and have performed post-mortem examinations on many 
of them. In the early years nursing management was 
far less efficient than it now is; yet except at times of 
epidemic, we had no such terrifying succession of deaths 
as has now become almost a commonplace. 

It is true that in the post-mortem examinations of 
those days we did not look for mastoid disease in the 
absence of external signs; but in the vast majority of 
those cases gastro-enteritis alone was the cause of death 
and respiratory infection was only occasionally present. 
The exact opposite is now the case; and my personal 
belief is that the mastoiditis is an indirect result of 
present-day treatment, the villain of the piece being the 
intravenous saline drip fixed up by enthusiastic house- 
men, and necessitating the exposure and handling of the 
infant. The result is either a directly occurring broncho- 
pneumonia, or the indirect sequence of embarrassed 
circulation leading to respiratory embarrassment and 
infection, with consequent mastoiditis in either case. 

. I believe that the old subcutaneous saline was much 
jess harmful, and I think the intravenous drip should 
be used, if at all, far more conservatively and with 
infinitely more skill and judgment. 
Mary LESLIE-SMITH 
Pathologist to the New Sussex Hospital for 


Women and to the Queen Alexandra 
Hospital for Children. 


A HYGIENIC FORK 


Srr,—The table-fork of today is the outcome of much 
experience and experiment, and the number of its prongs 
should not be lightly altered. As an indication of the 
difficulties surrounding this problem, we may recall 
how Miss Matty’s Cranford friend, unexpectedly faced 
with old-fashioned two-pronged forks, felt compelled 
to leave her delicate young peas untasted on the side of 


Brighton. 


her plate. 
Bushey Heath, Herts. F. CAMPBELL ROSE. 
ABDOMINAL TUBERCULOSIS TREATED WITH 


CALCIFEROL 


Sim,—In connexion with recent reports of the success- 
_ fal use of calciferol in some forms of tuberculosis, the 
following case appears to be worth recording. 


An unmarried woman, aged 23, began to have recurrent 
attacks of abdominal pain and vomiting in April, 1946. 
In September she was seen at the South London Hospital 
and sent to the Schiff Home, Cobham ; she was noted to have 
low-grade pyrexia and an ill-defined abdominal mass. - 

Miss C. M. Stacey performed a laparotomy on Oct. 2. 
The peritoneum was studded with tubercles, and the viscera 
were so matted together that it was impossible to explore 
the pelvis or abdomen; biopsy of one of the lesions showed 
the appearances of tuberculosis. 

On Oct. 5 she was put on calciferol 50,000 units thrice 
daily. Her general condition soon began to improve, but 
on Nov. 21 the drug was temporarily discontinued as the 
serum calcium had risen to 13-2 mg. per 100 ml. ; her abdomen 
had become much softer, and she had no ' symptoms of 
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calciferol overdosage. Treatment was resumed on Dec. 10 
with a dosage of 50,000 units once a day ; this was continued 
until May, 1947. 

Apart from a brief attack of abdominal pain and vomiting 
at the beginning of December, she made steady progress ; 
by the end of February she was up and about all day, afebrile 
and symptom-free. Nothing abnormal could be felt in the 
abdomen, and she was discharged apparently well at the 
end of March. Early in June she was still very well, and 
free from abdominal signs. 


A rapid recovery was not expected in this case of 
plastic tuberculous peritonitis; and calciferol may well 
have exerted a favourable influence. 


I wish to thank Miss Stacey and Dr. 
permission to publish this report. 


St. Thomas’s Hospital, London, S.E.1. 


G. S. Yeoh for 
ROBERT BOWERS. 


EX-BORSTAL MEN IN THE FORCES 


S1r,—The last paragraph of your account (Aug. 9) 
of the Prison Commissioners’ report caught my eye. I 
have not yet read the report itself, but a question 
sprang to my mind. 

Has any satisfactory follow-up been made on these 
thousands of young men who, discharged from Borstal, 
have gone into the Services? It is entirely as it should 
be that they can rehabilitate themselves without any 
stigma from their past mistakes. It seems to be a 
vital matter that we should know how many do and 
how many do not succeed in becoming adjusted soldiers 
and citizens. Further, we need to know why any 
failures occur. 

The careful methods of selection and sorting for 
review of sentences of deserters in B.A.O.R. showed © 
much promise, and we should be able along such lines 
to understand more of the personal and social factors 
involved in the prognosis of delinquency. 

It is not merely a concern for the morale of the Forces 
in peace-time, nor for a check on Borstal results and 
prognoses which prompts this question. We have 
surely to our hand a unique opportunity of testing 
our understanding and techniques in dealing with 
adolescent delinquency. The provision of suitable 
investigators by the commissioners and the Home Office 
should pay a handsome dividend. 

London, W.1. J. R. REEs. 


PLASTER TECHNIQUE IN INTRAVENOUS 
INFUSION 


Sir,—Valuable time is often lost in blood-transfusions 
or saline infusions by interruption of the intravenous 
flow. Occasionally this is caused by venous thrombosis, 
but more often it is due to sudden interference with the 
position of the intravenous cannula or tubing during 
some form of nursing procedure. Such interruptions 
can be reduced by substituting for the usual back splint 
and crépe bandage a light plaster, as follows: 


The vein is exposed in the usual way near the medial 
malleolus, and the infusion is started. 

The rubber tubing is fastened to the dorsum of the foot 
with adhesive plaster so that it passes between the great 
and second toes. 

A gauze dressing is then applied to the site of incision, and 
the ankle is placed in the neutral position. 

A 6 in. plaster bandage is next so applied as to form a light 
unprotected plaster boot. In most cases one bandage is 
sufficient. If more bandages are necessary, care should be 
taken to avoid making the plaster too heavy. Within twenty 
minutes the plaster is sufficiently set to permit unrestricted 
movement, and the leg can now be replaced under the bed- 
clothes. 


This technique was first used on patients with much 
restlessness following operation for intracranial complica- 
tions of mastoiditis, but the method proved so successful 
that it was extended to all patients requiring intravenous 
infusion. The advantages of this technique are as 
follows: (1) the lesser restriction of the patient’s move- 
ments spares him the discomfort of keeping the limb 
in a fixed position; (2) it facilitates nursing; and (3) 
it reduces the incidence of pressure points on the back 
and ankles. 
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There is as yet no statistical evidence that this tech- 
nique reduces the incidence of embolism or hypostatic 
pneumonia. It seems reasonable, however, to assume 
on basic surgical principles that the increased facility 
for movement on the part of the patient will reduce the 
chances of thrombosis and chest complications as 
compared with patients immobilised with a back splint. 


London, N.W.10. . DENYS E. HOWELLS. 


Dr. P. J. SMTA, who appealed in our columns last 
May for textbooks for medical ‘“ displaced persons,” 
writes: “I wish to thank each of my colleagues who 
so kindly sent medical literature for the use of D.P. 
doctors. Should anyone not have received a personal 
acknowledgment I should be glad to hear from him.” 
Dr. Smith’s address is now Drimoleague, co. Cork. 


Public Health 


ADMINISTRATIVE MEASURES AGAINST 
POLIOMYELITIS 
CONFERENCE IN LONDON 


A SPECIAL meeting of some eighty medical officers of 


health from the home counties, or their representatives, 
was held at the Central Public Health Laboratory, 
Colindale, on Aug. 8, to discuss administrative measures 
during the present epidemic of poliomyelitis. Medical 
officers of the Ministry of Health attended. 


It was stated that at the present rate of notification 
some 5000 notified cases might be expected before the 
end of the year; this was far in excess of the incidence 
in any previous year since the disease became notifiable 
in 1912 (following, as was pointed out, a high inci- 
dence in 1911, which was also a year with a hot dry 
summer). About a third of the notified cases admitted 
to hospital this year were not confirmed as poliomyelitis ; 
and although the proportion of patients with cranial- 
nerve involvement was probably higher than usual, 
severely ill cases were not very numerous. The highest 
incidence was in those aged between 8 and 16 years, 
with about equal numbers in children below this age 
and in young adults. 


PRECAUTIONARY STEPS 


\ 


The following measures were generally considered 
acceptable : 


Swimming-baths and  paddling-pools—Swimming-baths 
should not be closed unless there is some definite indication 
that cases have been or may be infected there. The number of 
children admitted on any day should be restricted, and the 
children should be advised to stay for only a short period 
in the baths. Overcrowding is probably a more important 
factor than infection of the water in swimming-baths. 

It has been found that the poliomyelitis virus is destroyed 
by exposure to 0-2 parts of free chlorine per million for ten 
minutes. 

Hired bathing-suits and towels should be washed and 
laundered between use, and the floors of changing-huts should 
be washed out and mopped with a disinfectant solution. 

Fresh-water paddling-pools in areas where cases have 
occurred should be drained so as to discourage the congrega- 
tion of young children; and a bacteriological check might 
be kept on natural bathing-pools to see that they do not 
become heavily contaminated. There is no risk from river 
bathing unless sewage effluent is entering the river nearby. 


Schools and nurseries.—Schools should reopen on the normal 
dates unless there are special reasons to the contrary. Some 
attempt might be made to restrict attendance of intimate 
contacts of cases for three weeks after the onset of illness. 

In regard to nursery schools and day-nurseries, on the 
occurrence of the first case all parents should be informed, and 
if there is a second case the nursery should be closed. The 
chances of spread of the virus are likely to be greater among 
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young children playing in close contact in nurseries than 
the ordinary schools. | 

Cinemas.—Closure of Saturday-morning cinema shows for 
children is not recommended : they should not be closed unless | 
it is certain that the children will not go to a neighbouring 
cinema and so cause the overcrowding which it is desired to 
avoid. 

‘Household contacts.—The parents of children and adolescents 
who have been in contact with a case should be warned to 
keep them as far as possible from other children and young 
people. 

Generally speaking, no action should be taken to restrict 
adult contacts, but those who are food-handlers should be 
warned to be particularly careful of personal hygiene. When 
a contact food-handler becomes ill an attempt should be made 
to persuade him and his employer to arrange that he should 
not handle food for at least a fortnight. - 

Flies.— Although there is no evidence that the fly is playing 
a part in the spread of infection in the present outbreak, 
efforts should be made to minimise the fly nuisance as a 
general public-health measure. Salvage food-bins should 
have tight-fitting lids and should be emptied frequently. 

Fruit, milk, and other foods.—Fresh fruit and milk have 
been suspected in the past as possible vehicles for the spread 
of poliomyelitis, and suitable precautions may be taken— 
e.g., by washing fruit and peeling the skins before serving, 
and by pasteurising or boiling raw milk. i 

Tonsillectomies, extraction of teeth, and B.N.?r, operations 
should be avoided in areas where cases are occurring. 


MODE’ OF SPREAD 


Dr. ROBERT CRUICKSHANK, director of the Central 
Public Health Laboratory, mentioned that the virus 
was demonstrable in the oropharynx of 30-50% of 
cases for ‘some days before and after onset of typical 
symptoms; and it persisted in the stools of half the 
cases for 3-4 weeks after onset. Although the present 
tendency in America, as represented by Sabin! was to 
stress the intestinal mode of spread, epidemiological 
evidence suggested that the respiratory route was 
perhaps more common and that patients may be infec- 
tious in the prodromal stage. He asked clinical colleagues 
to record particularly any history of nasopharyngitis 
at this early stage. | 

The .great rarity of infection among those nursing 
paralytic poliomyelitis, despite the presence of virus in 
patients’ fæces, was in contrast to the findings in typhoid 
and dysentery. Respiratory infections might spread in 
high summer, as witness the present prevalence of 
measles. Infected dust might be a factor, although 
outbreaks in the U,S.A. had occurred in wet as well as 
dry seasons. Another epidemiological feature of polio- 
myelitis was that outbreaks did not recur in the same 
area in consecutive years, which suggested a widespread 
latent immunisation with the virus. 


CLINICAL FEATURES © 


Dr. W. H. KELLEHER described some of the clinical 
features of the cases admitted to the Western Hospital, 
L.C.C. Only a quarter of the cases were under 5 years- 
of age, the remainder being in patients of up to 32 years. 


_As an example of the protean nature of the disease, of 


three adolescent girls admitted from the same institution, 
one had no paralytic symptoms but showed some 
meningeal irritation and changes in the cerebrospinal 
fluid; the second had polioencephalitis with late 
peripheral paralysis ; while in the third only one group 
of muscles was affected. Lumbar puncture mght be a 
useful diagnostic aid in doubtful or abortive cases. It 
was suggested that cases of poliomyelitis should be 
brought together under expert nursing and medical 
care; in particular the handling of bulbar cases called 
for experienced staff. Attention was drawn to, the possible 
occurrence of anoxzemia from bulbar paralysis simulating 


1. Sabin, A. B. J. Amer. med. Ass. 1947, 134, 749; see Lancet, 
Aug. 9, p. 214. 
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encephalitis.2 There was no shortage of iron lungs; any 
medical officer requiring one in a hurry should get in 
touch with the London Emergency Bed Service (Tel. : 
Monarch 8515). Respirators not in use should be over- 
hauled and made serviceable. There should be close 
liaison between physician and orthopzdic surgeon so 
that paralysed patients can have remedial treatment as 
early as possible. The supplies division of the Ministry 
of Health had been asked to make available through 
their regional organisation a supply of bed-cradles, 
possibly to be lent out for use by patients in their own 
homes. 


PATHOLOGICAL MATERIAL 


Dr. F. O. MacCaLLu{, of the Virus Reference Labora- 
tory, Colindale, had been receiving brain and cord tissue 
in 50% glycerol saline from different parts of the country. 
He was also collecting samples of serum from acute and 
convalescent cases for assay of neutralising antibody 
against the Lansing strain which had been adapted to 
rodents. He wished to discourage clinical colleagues from 
sending further specimens of cerebrospinal fluid, fæces, 
or urine, except by special arrangement. 


- PRESS PUBLICITY 


It was suggested that medical officers of health should 
deal personally with the local press, supplying them with 
such factual information as was available. The Ministry 
of Health has tried to guide the national press, parti- 
cularly in the avoidance of alarming or sensational 
statements. 


Poliomyelitis and Polioencephalitis 


The number of cases of poliomyelitis notified in 
England and Wales during the week ended Aug. 9 
was 568. This is an increase of about 27% on the figure 
for the previous week (448); and it is a considerably 


650 


N? OF CASES NOTIFIED WEEKLY 


22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 
WEEK NO. 


smaller proportional increase than the 50% recorded for 
four successive weeks before that. Increases in noti- 
fications were recorded in the following county areas 


(figures for the previous week are shown in parentheses) :- 


Lancs 71 (36); London 84 (53); Middlesex 35 (20) ; 
Warwick 23 (13); and Kent 21 (13). Decreases’ were 
recorded in Yorks, West Riding, 57 (70); Yorks, East 
Riding, 5 (16); Durham 36 (45); and Surrey 24 (32). 

Notifications of polioencephalitis were 56, compared 
with 39 the previous week. For the four weeks ended 


2. J. Amer. med. Ass. 1947, 134, 757. 
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July 5, 12,°19, and 26 notifications numbered 9, 16, 16, 
and 34 respectively. 


Infectious Disease in England and Wales 
WEEK ENDED AUG. 9 


Notifications.—Smallpox, 0; scarlet fever, 680; 
whooping-cough, 1508 ; diphtheria, 138; paratyphoid, 
7; typhoid, 9; measles (excluding rubella), 5488; 
pneumonia (primary or influenzal), 225; cerebrospinal 
fever, 66; poliomyelitis, 568; polioencephalitis, 56 ; 
encephalitis lethargica, 1; dysentery, 78; puerperal 
pyrexia, 103; ophthalmia neonatorum, 66; relapsing 
fever, 1. No case of cholera, plague, or typhus was 
notified during the week. 


Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 1 (0) from diphtheria, 
4 (0) from measles, 7 (0) from whooping-cough, 61 (5) from 
diarrhoea and.-enteritis under two years, and 3 (0) from 
influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified ‘during the week 
was 215 (corresponding to a rate of 25 per thousand 
total births), including 25 in London. f 


- Parliament 


ON THE FLOOR OF THE HOUSE 


Tué House has adjourned until Oct. 20 and M.p.’s 
and Ministers, Government and Opposition, go back to 
their homes. Their morale will improve after a few 
weeks, for the strain all have been through has had its 
effects. 

At the last sittings of Parliament, when extension of 
powers under the Supphes and Services Act was con- 
sidered, the Commons took the debate feverishly because 
it is the chamber in which political differences and con- 
troversies are most acute. The House of Lords, where 
the Opposition is in overwhelming strength, dealt with 
the matter more calmly but indicated their view of the 
national situation by deciding to adjourn only until 
Sept. 9, when they will consider whether any urgent 
matters have arisen which require their attention. 
The difference is merely one of attitude; for it is 
competent for the Speaker to call the House of Commons 
together at any time should the Government think it 
necessary. 

During the week the House had the’ opportunity of 
seeing an unusual power of the Commons being exercised. 
The Lord President of the Council and Leader of 
the House moved, and the House agreed, that two 
witnesses who had refused .to answer questions put to- 
them by the Select Committee of Privileges should be 
summoned to the Bar of the House ‘‘ forthwith.” The 
ritual was impressive. The Sergeant-at-Arms, on com- 
mand of the Speaker, rose from his place, marched to 
the table before the Speaker’s chair and shouldered the 
Mace. Then turning he returned to the Bar of the 
House, which is a mark on the floor of the chamber 
farthest from the Speaker’s chair, and went outside to 
where the witnesses were waiting. These two gentlemen 
then marched in, followed by the Mace-bearer, and 
bowing three times to the Speaker, stood at the Bar 
to answer the Speaker’s questions. Having apologised 
for their previous refusal they then gave their answers 
to the House as a whole and retired. The House 
decided, as soon as they had withdrawn, that no further 
action was necessary. , What could have been done 
is a matter of speculation. But the House of Commons 
can decree its own penalties and could enforce severe 
punishment including imprisonment did it think fit. 

The last day was nominally devoted to the motion 
for the adjournment, though the arguments put forward 
were more appropriate to the State of the Nation dis- 
cussions than to those of dates and times. But at 
2.15 this, too, came to an end, the Opposition not resisting 
the closure, and the final formalities were completed 
with a tail of adjournment debates on a variety of topics 
on which members would have shown more enthusiasm 
if they had been less fatigued. 

During these last days some interesting facts about 
the Armed Services,emerged. There are in these 
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Services some 700,000 men in the United Kingdom 
and the B.A.O.R. A large proportion are in the U.K. 
What they are all doing and what the medical officers 
attached to them are doing is a matter for speculation, 
for the Minister of Defence refused any information 
which would have given a clearer picture. -One thing 
was said—that these troops will be able to help with 
the harvest. Whether the House will regard this con- 
centration of troops with equanimity, when man-power 
is so urgently needed, is a question which will have to 
be postponed till Parliament reassembles. 

; MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Medical Men and Parliamentary Privilege 
In the House of Commons on Aug. 12, in connexion 


with the `special report of the Committee of Privileges — 


on the refusal of two journalists to disclose the name 
of a member of the House from whom they had obtained 
information, Mr. H. Morrison, Lord President of the 
Council, moved : l 


- That the refusal of a witness before a Select Committee 

' to answer any question which may be put to him is a 
contempt of this House and an infraction of the undoubted 
right of this House to conduct any inquiry which may be 
necessary in the public interest. 


Sir HENRY Morris-JONES was perturbed as this 
seemed to him a very sweeping motion. The House 
was taking powers greater than those exercised by the 
Courts. On more than one occasion Sir Henry had 
appeared before a judge, and certainly on one occasion 
he could recall being excused from answering questions 


arising out of confidential relationship. between himself 


and one of his patients. Under this declaratory motion 
a medical man who refused to answer questions put 
by a Parliamentary Select Committee might be made 
guilty of contempt of the House. Sir Henry Morris-Jones 


thought the committee should exercise the greatest. 


discretion before making use of this motion. He could 
well understand that,in certain cases the sense of honour 
and of confidential relationship might be so great that 
members of the press would be in the greatest difficulty 
in divulging something which had happened. But he 
suggested that it was even more serious for the medical 
profession. He hoped the matter might never arise, 
but at the same time he saw the greatest danger in the 
wording of this motion to a physician or surgeon who 
might be called before a Select Committee. 

Sir HARTLEY SHAWCROSS, Attorney-General, said he 
did not profess to be an authority on the law of Parlia- 
ment. Parliament was itself the sole judge of the law 
which was applicable to its proceedings. He could 
only express an opinion, which was no better than 
that of anyone else. All he could say was that the 
special privileges of refusing to answer incriminating 
questions were laid down by statutes which applied only 
to particular courts, not all courts, and certainly not 
to the High Court of Parliament. As he understood it, 
it was entirely a matter for the House to decide what 
privileges, if any, should protect a witness from his 
otherwise undoubted obligation to answer any questions 
put to him by the House or the committee. 


Summer Adjournment 


Both Houses of Parliament adjourned for the summer 
recess on- Aug. 13. In the Commons an amendment 
was moved by Mr. EDEN on behalf of the Opposition 
that the House should meet on Sept. 16, but this was 
defeated after debate by 193 votes to 84. Mr. H. 
MORRISON said that, if necessary, the House could 
meet earlier than Oct. 20, the date which had been 
fixed. The House of Lords carried without a division 
an Opposition amendment that they should return on 
Sept. 9 instead of Oct. 14. 


QUESTION TIME | 


Poliomyelitis Research 


Colonel M. Sroppart-Scortt asked the Lord President of the 
Council if he was aware that the present epidemic of infantile 
paralysis was more than double the size of any previous 
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recorded epidemic in this country; and whether he was 
satisfied that £2000 per year was a sufficient amount of public 
money to be spent on research into the causation, diagnosis, 
prevention, and treatment of this disease.—Mr. H. MORRISON 
replied: As I indicated last week, the sum mentioned 
is only part of the considerably larger provision for research 
on virus diseases, any part of which might shed light on the 
problem of infantile paralysis. Further funds would be > 
available for following up any promising line of inquiry. 

Mr. F. Byers: Is it not possible that the spending of a 
little more money now would be likely to open up lines of 
research by having more research-workers on the job ?— 
Mr. Morrison: What am I to do with the money ?—Mr. BYERS: 
Try to get more.workers.—Mr. Morrison: If more work 
requires to be done the money’ is available; it is no use 
scattering the money around ; that is squandermania. 


Call-up of M.O.H.’s 


Mr. E. Davs asked thb Minister of Health if he would 
state the number of full-time medical officers of health that 
had been called up to serve with H.M. Forces during 1947; 
and their number over 30, 35, and 40 years of age, respectively. 
—Mr. A. Bevan replied: Four whole-time public-health medica] 
officers have been called up during 1947 and two others are 
now under consideration for recruitment. Another has been 
nominated for call-up but has been granted postponement 
on grounds of personal hardship. All these are over 35 and 
under 40. 

Mr. Bevan added that he was very conscious of the need 
for more doctors in civil life and that the Forces would not 
be allowed to steal more than they could justly claim. 


Milk Output in Britain 


Mr. J. L. Wrams asked the Minister of Food the amount 
of milk output in Great Britain in 1938 and 1946, respectively, 
and the proportions used in each case for liquid consumption, 
manufactured foodstuffs, and other manufactured goods.— 
Mr. J. STRACHEY replied: 1210 million gallons of milk were 
sold off farms in Great Britain in 1938, and 1424 million gallons 
in 1946. Of these quantities 845 million gallons were used 
for liquid consumption in 1938, and 1265 million gallons in 
1946; 365 million gallons were manufactured into food 
products in 1938, and 159. million gallons in 1946. No 
whole milk was used for other manufactured goods but some 
8 million gallons of skim milk were used before the war 
in the manufacture of casein for industrial purposes. 


Home Help Schemes 


Mr. BEvan, replying to a question from Mr. T. F. PEART, 
said that on March 31, 1946, the latest date for which figures 
are available, 293 authorities in England and Wales had 
home help schemes in operation. | 


- Boycott of Veterinary Appointments 


Mr. T. WILLIAMS, answering a question by Mr. S. TIFFANY, 
said that for some weeks the National Veterinary Medical 
Association had been conducting a campaign deliberately 
designed to influence their younger members against taking up 
service in his department. Their aim was to demonstrate 
that the increased salaries now being offered will not attract 
a sufficient number of suitable candidates; and they had 
misrepresented the facts in material respects. ‘“‘ The scales of 
salary that now obtain,” said Mr. Williams, ‘‘ show increases 
ranging from about 30°% to 45% on the pre-war scales and 
compare favourably with the salaries of other technical 
and scientific officers of the Civil Service. I should like to 
take this opportunity of making it clear to all concerned that 
I shall not be prepared to reconsider them as a result of any 
boycotting tactics on the part of the association.” 


Vaccine Lymph 


Mr. THomas Brappock asked the Minister of Health 
why sheep were used in the manufacture of vaccine lymph 
at the Lister Institute instead of calves; and whether the 
process in the case of sheep was similar to that formerly 
used at the Government lymph institute in regard to calves. 
——-Mr. BEVAN replied: I understand that the Lister Institute 
prefers sheep to calves because they are more readily obtain- 
able, easier to keep clean, hardier, and not subject to tuber- 
culous disease, though post-mortem examination of every — 
animal used eliminates the latter risk when calves are 
used. The answer to the last part of the question is Yes. 
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Obituary 
JOHN MARSHALL COWAN 
M.D. CAMB., D.SC., LL.D. GLASG., F.R.F.P.S. 


Dr. John Cowan, physician to the King in Scotland 
and consulting physician to the Glasgow Royal Infirmary, 
died at his home at Kilmacolm on Aug. 15. He was 
held in high regard both for his contributions to cardiology 
and for his instructive writings. 

Son of the late Dr. J. B. Cowan, who held the chair 
of materia medica in the University of Glasgow, he 
was born in 1870 and educated at Fettes College and 
King’s College, Cambridge. Thence he returned to 
Glasgow to study medicine, and graduated in 1895. 
A Foulis memorial scholar, he was also awarded a 
research fellowship at the university. After holding 
house-appointments in Glasgow at the Royal Hospital 
for Sick Children and the Western Infirmary, he became 
assistant physician at the Belvidere Fever Hospital, and 
in 1900 went to South Africa as physician to the Scottish 
National Red Cross Hospital. Papers of his had already 
appeared in the Glasgow Medical Journal and the 
Glasgow Hospital Reports, and on his return he settled 
in consultant practice, joining the staff of the hospitals 
where he had served as house-physician and later that 
of the Royal Infirmary. In 1902 he took his M.D. and 
two years later his D.sc. He also became lecturer on 
medicine at the Western Medical School and lecturer 
in clinical medicine in the university, and later he was 
appointed to the chair of medicine at Anderson College. 
He was examiner for the Universities of Cambridge, 
Manchester, and St. Andrews, and for the R.A.M. 
College. Besides these academic appointments he also 
acted as principal medical officer to the Scottish Amicable 
Life Assurance Society. 

The 1914-18 war once more took Dr.’ Cowan away 
from Glasgow, to serve as consulting physician to the 
Egyptian Expeditionary Force, and after the war he 
became consultant in cardiovascular diseases to the 
Ministry of Pensions. 

Meanwhile his reputation was steadily growing. In 
1925 he was appointed physician to the King in Scotland 
im succession to the late Sir James Mackenzie. The 
following year he was elected Gibson lecturer to the 
Royal College of Physicians of Edinburgh, and in 1930 
he delivered the St. Cyres lecture at the National Hospital 
for Diseases of the Heart, on fibrosis of the heart, which 
appeared in our columns. Diseases of the Heart, which 
had reached three editions by 1935, was an attractive 
and readable exposition of the teaching and experience 
of Cowan and his co-author W. T. Ritchie. Other 
important papers included the Pace-makers of the Heart 
(with G. B. Fleming), Causes of Auricular Fibrillation, 
and the Causes of Death in Chronic Valvular Disease. 
But in addition to his work on disorders of the heart, 
for which he will be chiefly remembered, Cowan made 
notable contributions to our knowledge of lobar pneu- 
monia. This study, which began in an attempt to 
assess the value of serum treatment, occupied Cowan 
and -his group of collaborators for several years and led 
to many valuable conclusions regarding the nature and 
course of the disease. 

** John M. Cowan was one of the most distinguished 
physicians that Glasgow has produced,” writes J. N. C. 
‘ He was relatively young when he was brought from 
the Western Infirmary to take charge of wards in the 
Royal Infirmary. Throughout the years that he 
spent as a chief in the Royal Infirmary there was a 
constant output of original work, much of which has a 
permanent place in the literature. not only of cardiology 
but of other branches of medicine. Cowan had a 
somewhat impersonal approach to clinical medicine, 

and may have seemed to some lacking in warmth and 
sympathy. To those who worked with him, however, 
he was a constant inspiration. He had the gift of 
getting down to the core of a subject and of recognising 
and discarding the things that did not matter. He took 
infinite pains in making clinical observations: the writer 
well remembers a two-inch strip of polygraph tracing 
under which an exasperated resident had written: ‘A 
morning’s work!’ When Cowan was in his prime, 
Sir James Mackenzie’s work on the arrhythmias was 
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being produced. Cowan at once realised the value of 


graphic methods in the investigation of disorders of the 
heart, and was one of the pioneers in the use of 
the electrocardiograph. 

““In his earlier days Cowan’s method of lecturing 
was not of a popular type. His peculiar mannerisms, 
and rather clipped speech detracted from the value of 
his contributions to discussions. But about middle life 
he developed an extremely effective technique and could 
grip an audience and present to it the essentials of a 
subject in a remarkable fashion. His teaching was 
appreciated by the more discerning student. Mechanical 
methods of studying the action of the heart were not 
allowed to occupy an undue place, and medicine was 
expounded in relation to its background of history and 
morbid anatomy. Cowan belonged to a generation of 
physicians that is passing. Their contributions to the 


- advancement of medicine have been varied, but all 


have had 4n common the faculty of imparting to their 
students a truly clinical outlook.” 

Dr. Cowan married Miss Maud Hamilton, who died 
in 1936, and they had two sons and a daughter. 


Appointments 


Downs, ANNE, M.B. Dubl.: asst. M.o. for maternity and child 
welfare, Bedfordshire Gounty Council. 

PATON, N. D., M.B. St. And. : M.O., North Borneo, Colonial Service. 

RICHMOND, Hoan, M.B. Glasg. : ‘asst. psychiatrist, Stone Mental 
Hospital, Kent. 

SANDFORD, IRENE, M.R.C.S., D.P.H.: asst. M.O. for maternity and 
child welfare, Bedfordshire Gorey Council. 


Guy’s Hospital Medical School, London : 
KAUNTZE, RALPH, M.B.E., M.D. Camb., M.R.O.P.: asst. to director 
of department of medicine. 
NICHOLAS, C. P., M.B. Birm., F.R.c.S.: asst. to director of depart- 
ment of surgery. ' 
The Hospital of St. Cross, Rugby : 
KeErwick, T. J. P., M.B. N.U.I., D.O.M.8.: ophthalmic surgeon. 
MARKS, K. L., M.B. Edin. : orthopedic registrar. 
MATTHEWS, F. J. C., F.R. C8. : surgical registrar. 
OVERTON gastes; M.D. Leeds, M.R.C.P., D.OBST.R.C.0.G.: derma- 
ologis 


Births, Marriages, and Deaths 


BIRTHS 


AHERN.—On Aug. 8, at Moascar, Egypt, the wife of Licut.-Colonel 
D. M. Ahern, D.S.O., R.A.M.C.—& 8 
BRYAN.—On Aug. 11, at Wool, Dorset. ‘the wifo of Dr. T. B. L. 


Bryan—a daughter. 

CHAMBERLAIN. —On Aug. 11, at Hindhead, the wifo of Dr. J. 
Chamberlain—a son. 

CockETT.—On Aug. 12, at Woking, the wife of Mr. F. B. Cockett, 
F.R.C.9.—4 daughter. 

DUNKERLEY.—On Aug. 12, at Sidmouth, wife of Dr. A. H. Dunkerley 
—a daughter. 

FENTON.—On Aug. 10, at Reading, the wife of Dr. J. F. A. Fenton— 

. a daughter. 

GILBERTSON.—On Aug. 9, at Hitchin, the wife of Dr. M. H. M. 
Gilbertson—a son 

HAMILTON.—On Aug. 13, at Nottingham, the wife of Dr. R. J. C. 
Hamilton—a son. 

HARPER.—On Aug. 10, in London, to Dr. Marita Harper (née 
Shattock), wife of Dr. Eric Imlay Harper—a son 

LuntT.—On July 30, at Oxford, the wife of Mr. Randle Lunt, M.B., 
M.CH.O.—a son. 

MACKENZIF.—On Aug. 7, at Harrogate, the wife of Dr. J., L. 
Mackenzie—a son. 


= PETERS.—On Aug 15, at Oxford, the wife of Dr. R. V. Peters— 


a daughter. 
SPAFFORD.—On Aug. 9, the wife of Dr. A. J. H. Spafford—a 


daughter. 
THomas.—On Aug. 9, the wife of Mr. D. F. Thomas, F.R.C.8.-— 


a daughter. 
TowNn-JONES.—On Aug. 11, at Farnham, Surrey, the wife of Dr. 
E. M. Town-Jones—a daughter. 


MARRIAGES 


JEFFERSON—HUGHES.—On Aug. 16, at Oswestry, Antony A. 
Jefferson, surgeon iedtenant: R.N.V.R., to Margaret Kirlys 


Hughes. 
NicoL—Isaac.—On Aug. 9, at Oswestry, E. R. M. Nicol, captain, 
rok ” Isaac. 
9, at Bedford, James 


R.A.M.C., to Marjorie ‘‘ 
TOMBLESON—EYTON WILLIAMS.—On Aug. 

Bennett Livingston Tombleson, M.D., to Edith Elizabeth Mary 
Eyton Williams. 
DEATHS 


AMBROSE.—On J uy 30, at Paignton, Devon, Alfred Parker Ambrose, 
M.R.C.S. 

CoWAN.-—On Ai: 15, at E naoto: John Marshall Cowan, 
p.sc. Glasg., M.D. Camb., L.D. 

FawssEtTr.—On "Aug. 14, Wilfrid Fawssett, M.R.C.8 

GUBBINS.—On Aug. 15, at Bedfont, Middlesex, J "oseph Stanislaus 
Gubbins, L.R.C.P.E 

MOGA LANI i on Aug. 9, at Fermoy, James Edward McCausland, 
M.D. 
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Notes and ‚News 


REPLACING THE RETROVERTED UTERUS 


AT a meeting of the North of England Obstetrical and 
/Gynecological Society in Liverpool on July 4, Prof. T. N. A. 
Jeficoate described a simple method of replacing the retro- 
verted uterus by manipulation with a Hodge pessary ; the 
method does not call for the usual bimanual replacement 


before insertion of the pessary. With the patient in the left . 


lateral position the Hodge pessary is inserted and allowed to 
take up its own position ; the upper rim comes to lie in the 
anterior fornix and the lower bar projects beyond the introitus. 
One finger is then inserted behind the lower bar, through 
the pessary and in front of the upper rim, which is pushed 
against the anterior aspect of the cervix. The cervix is thus 
deflected backwards and the body begins to rotate forwards. 


Ultimately the upper rim slips past the cervix into the - 


posterior fornix. By this time the retroversioAé is nearly 
always corrected, but sometimes not completely, the uterus 
lying with its axis vertical. In such cases the upper end of the 
pessary is pushed firmly against the posterior vaginal wall and 
the posterior fornix repeatedly “‘ stroked ” backwards and 
slightly downwards with the pessary. At the same time the 
lower end of the pessary comes to lie at a higher level. Thus 
the cervix is levered backwards and the fundus comes 
forwards; and the pessary is automatically left in its correct 
position. 


STAFF FOR CARE OF THE OLD 


In the West Middlesex Hospital, care of old people has 
reached a very high level (see Lancet, 1947, 1, 760). The 
geriatric wards, under Dr. Marjory Warren, take 180 patients 
all of whom are actively treated and reabled, as far as possible, 
many of them being discharged on recovery or improvement. 
The Middlesex County Council are anxious to encourage 
this work, and are therefore appointing a senior and a junior 
resident house officer to work with Dr. Warren. The example 
of the West Middlesex deserves study by all authorities and 
doctors responsible for the care of the old in hospitals and 
institutions. 


FOR PSYCHIATRIC SOCIAL WORKERS 


THREE pamphlets—on war-damaged children, foster-home 
placement for difficult children, and interviews with parents 
in a child-guidance clinic —have just been published by the 
Association of Psychiatric Social Workers. These nicely 
produced and informative little volumes are the outriders of 
a Series on various aspects of psychiatric social work. Written 
in a straightforward pleasant style, they set out material 
which may well be as useful to the family doctor as to the 
social worker. 


@ 


University of Birmingham 


The title of reader in the university has been conferred on 
Dr. W. Trevor moore, first assistant in the department of 
medicine. 


University of | Sheffield 


The offices of the dean of the faculty of medicine are now 
at 358, Mushroom Lane, Sheffield, 10. 


University of Durham 


On Thursday, Sept. 25, at 5 P.M., at the Royal Victoria 
Infirmary, Newcastle-on-Tyne, Dr. Frank H. Lahey, of 
Boston, Mass., will deliver the second Rutherford Morison 


lecture. He will speak on Thyrotoxicosis, Thyroidectomy, 
Thiouracil. 


University of St. Andrews 


Dr. G. H. Bell, lecturer in physiology in the University of 
Glasgow, has been appointed to the chair of physiology in the 
university. 


Dr. Bell graduated B.so. in the .university of Glasgow in 1929 
and M.B. with honours the following year. After holding a house- 
appointment at the Royal Hospit. for Sick Children in Glasgow, 
ue became assistant in the department of physiology in the uni- 

rsity. A period as lecturer in physiology in the University of 
Bristol followed, till he returned to Glasgow to take up the same 
position there. In 1943 he was awarded the gold medal for his 
M.D. thesis, and in the same year he published the 3rd edition 
of pile = ae Physiology Dr. Bell has also written on 
y and hemosobinonetry, and he has devised 

(with I DM Guthmenn) a simple photoelectric absorptiometer. 


1. Obtainable from the Association, 4, The Drive, Acton, London, 
3. 18s. 6d., 6d., and 18. respectively. 
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Royal College of Surgeons of England | | 
The following were successful in the recent primary 
fellowship examination : 


N. H. Antia, D. Banerjee; D. Bartlett, P. H. Beales, J. Block, 
D. E. Bolt, J. F. Bolton Carter, T. Burke, T. G. Cameron, T. O. 
Candler, H. Chaudhuri, C. D. Clark, R. I. 


Cohen, P. W. Cotter, 

R. P. Crick, P. I. Cromack, P. J; Damato, O. Daniel, T. C. H. 

- Egerton, T. Fenwick . Van V. Fernand, T. H. 

mi ent N z= K. Gardner, E. Griffiths, 
nicks N. S. Hooton, B: w Il 


r ET > 
pare: re H. 


; A ~ Paterson, 
V. T. Pana M. F. Pilcher, D. W. Purser, M. A. Radw wan, A. J. H. 
Rains, D. G. ’Reinold, J. P. I. Rose, D. T. Rowlands, E. P. Samuel, 
N. J. Shah, I. M. Shulman, J. H. S 


C. L. Tucker, A. R. Wakefield, B. W. Wells, H. G. Willi 
A. M. E. A. Zikry. 


Ministry of Health 

Mr. J. E. Pater has been appointed an under-secretary to 
the Ministry. 

Mr. Harold Davis, PH.D., F.R.I.c.,; who has been chief 
pharmacist at University College Hospital since 1929, has 
been appointed as chief pharmacist to the aster 


Poliomyelitis in the United States 


- The U.S. Public Health Service in Washington is quoted 
by B.U.P. as reporting that the danger of a poliomyelitis 
epidemic is diminishing; cases reported in a typical week 
in July were only half the five-year average, and the total 
number of cases reported so far this year is only 1575, compared 


ams, 


. with the five-year average of 2048 and last year’s 3256. 


N.A.P. T. Scholarships 


The National Association for the Prevention of Tuberculosis 
is to offer six scholarships this year: two (value £120 each) 
to registered doctors in the Colonial Medical Service; two 
(value £100 each) to medical graduates of native schools in 
the British Colonies; and two (value £80 each) to matrons, 
nurses, health visitors, or other members of colonial sanitary 
departments. Applications should be submitted through the 
Colonial medical departments to reach the Colonial Office 
not later than Aug. 31. 

A refresher course in pathology and bacteriology will be 
held in Oxford between Sept. 23 and 26. 


- Training in Child Care 


The Home Office has appointed a Contral Training Council 
in Child Care to organise courses and select candidates for 
work among children who have been deprived of a normal 
home life. The medical members of the new council are 
Dr. C. Fraser Brockington and Prof. Alan Moncrieff. 

University courses, the first to begin this year, are to be 
held for boarding-out-officers who will supervise children 
placed in foster homes. For these applications are invited 
from women between 21 and 40 with a university degree or 
There are also to be courses for 
house mothers, and for -these applications are invited from 
women aged 18 to 35 with a good general education and a 
“ deep interest in providing a home background for children.” 
Grants will be available towards fees and maintenance. 


Regional Boards’ Appointments 


The following appointments have been made by the Oxford 
Regional Hospital Board: senior administrative medical 
officer, Dr. G. C. Williams (M.o.H., Oxford city); secretary, 
Mr. George Watts, F.H.A. (secretary, Berks, Bucks, and 
Oxon Regional Hospitals Council of the Nuffield Provincial 
Hospitals Trust). 

The Welsh Regional Hospitals Board is reported by the 
Manchester Guardian (Aug. 13) as having received 51 applica- 
tions for the post of senior administrative medical officer ; 
those short-listed are Dr. A. T. Jones (medical officer of 
Welsh Board of Health, Cardiff), Dr. T. L. Hughes (M.o.z., 


Middlesbrough), Dr. G. Rocyn Jones (M.0.H. , Monmouthshire), 


and Dr. J. Greenwood Wilson (M.0.H., Cardiff). Of 170 who 
applied for the post of secretary, 4 have been short-listed. 
The appointments will be made on Sept. 9. 


The King of Norway has conferred the decoration of 
knight Ist class of the Royal Norwegian order of St. Olav 
on Mr. C. Bowdler-Henry “in recognition of services rendered 
during the war.” In 1942 Mr. Bowdler-Henry was appointed 
honorary consulting oral surgeon to the Royal Norwegian 
Forces in the United Kingdom and to the pone Ministry 
of Social Welfare. 


arcs Tenn on A 


THE DOCTOR’S MISSION * 


, J. R. LEARMONTH 
 ČBE., Ch.M. Glasg., Hon. M.D. Oslo, F.R.C.S.E., F.R.S.E. 


RROTA PROFESSOR OF CLINICAL SURGERY AND PROFESSOR OF 
SURGERY, UNIVERSITY OF EDINBURGH 


AT once you must abandon any idea that you are to 
confine your work to medical practice. My educationist 
hero, A. N. Whitehead, has laid it down that, “ the life 
of Man is founded on technology, science, art, and 
religion. All four are interconnected and issue from his 
total mentality.” It is with the life of Man that your 
work will lie. In the community of your choice you will 
be concerned with the care of the sick, and with the 
prevention of illness, both physical and mental: but 
I believe that your experience in the university has 
fitted you to. help to promote that part of the total life 
of Man which is founded on science, and it is my con- 
‘tention that your work should include an attempt to 
acquaint the members of your community with the 
broader aspects and broader values of scientific work, 
and so to secure for science a place in the foundations 
of human activity and of human conduct. I say a place 
advisedly, because it would be wrong, and misleading, 
to exhort you to claim for science a disproportionate 
place in the pattern of life ; so incomplete is our present 
knowledge of human relationships that he would be a 
bold man who essayed to define the relative importance 
of science, or of technology, or of art, or of religion. 
Truth is to be sought in all four. 


I predict that you can be only partly successful in 


your attempts, because success cannot be achieved until 
our system of education in schools and in universities 


ensures that every citizen shall have some knowledge 


of the sciences, and particularly -of biology. This 
reorientation in education will take at least one genera- 
tion. and probably longer before it is completed. Until 
then, the importance of scientific subjects which a 
conscientious and intelligent student may need several 
years to grasp cannot be explained to an individual over 
a dinner-table, or to a community at an evening meeting. 
Until then, often you must be expositors, although the 
desirable rôle for a medical man is that of commentator. 
Until then, any health service cannot be completely 
successful, because it will be operating in a community 


in which the citizens lack the fundamental knowledge | 


to make full use of it. 
APPROACH TO THE OBJECTIVE 7 

Unlike certain other branches of science, fortunately 
medicine, .from which you will draw most of your 
illustrations, is not at intervals faced with the moral 
problem of assessing the proportions of good and bad 
which may accrue out of knowledge gained under 
abnormal conditions such as those of war. In medicine, 
all added knowledge is ultimately of direct benefit to 
mankind. Yet it would be unfortunate if this yard- 
stick of “ direct benefit ° were to be the only one applied 
by the public to assessing work in science, the more so 
because for some time to come the laity will remain 
-conditioned to regard scientific achievements more 
emotionally than dispassionately. Our professional aims 
as doctors may make you more agreeable pleaders : 
but this should not deter you from the strategic educa- 
tional objective, that—if its best minds are to be given 
-full scope—a nation cannot and must not attempt to 
define any ‘“‘ end ” to the work of its scientists. Happily, 
the conclusion of the war freed science from the rigid 
necessity of confining itself to the exploration of problems 
of immediate military applicability, and restored its 
true function of adding to the body of knowledge. The 
application to surgery of what should be the ideal yard- 


* Promotor’s address to new a graduates of the University 
of Edinburgh on July 16 
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. remain students. 
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stick was aptly crystallised by the late Dr. Harvey 
Cushing, himself one of the most expert surgical crafts- 
men of all time, in the remark that he looked forward 
to a day when some university would be farsecing 
enough to appoint a professor of surgery who had been 
born “without hands. 

How is this strategic objective to be approached during 
your professional lives? You must first realise that 
during your lifetime those to be educated will include 
the adult members of the population, and that you cannot 


be their teachers until you have lived for a while in the 


outside world, and paid heed to what goes on around you ; 
not until then can you hope to be “acceptable to your 
fellow citizens as interpreters of scientific matters. 
And you must keep abreast of all that may modify your 
apostolic mission—new ideas, new armamentarium, 
new methods, approaching these with open minds and 
with critical interest. Some of the universities are 
well on the way to providing you with opportunities 
for so doing; you can never consider your own educa- 
tion to be complete; although graduates you must 


How are you to begin this educational work ? One way 
of beginning—and to my mind a most attractive way— 
is to present science, including medical science, as a 
branch of learning which offers to those who follow it 
exciting opportunities for doing things which have 
never been done before; opportunities which are not 
affected by belief in this creed or that ; opportunities 
which have the advantage—so desirable in our dis- 
turbed world—of not being limited by any geographical 
boundary ; opportunities which can be restricted to the 
narrowest of objectives or on occasion expanded to the 
broadest ; opportunities in which the method is primary, 
the objective secondary. 

ATTITUDE OF THE PUBLIC 

You will have difficulties in such educational work : 
and these will be both general and particular. I may 
remind you of the difficulty of explaining to the laity 
that progress in science, and particularly in medical 
science, is both eontinuous and episodic, episodic progress 
depending on the genius of men and of women and on the 
possibilities of putting promising therapeutic agents 
to properly controlled clinical trial. On the other hand, 
one of the aspects of scientific work which bewilders 
unscientific people is the speed at which progress is 
occasionally made. You must expound advances against 
the background of the age in which they occur: in its 
time the invention of the wheel was more revolutionary 
than was the more recent invention of television. At 
first progress could be summed up every century or 80 ; 
then every decade ; but nowadays it may be every year, 


or even every month. Compare the medical progress | 


made in the last century with that made in the preceding 
nineteen centuries, and with the speed at which men’s 
minds have been attuned to accept that progress; in 
this year of the centenary of the discovery of the anzs- 
thetic property of chloroform in our own university, 
it is still disconcerting to recall how slow was its accept- 
ance. Moreover some advances have an emotional 
appeal, which is more attractive to human nature, and 
therefore a more tempting educational starting-point 
than others less spectacular but more fundamental. 


For a thousand citizens who understand that penicillin 


saves many lives in each year, you would have difficulty 
in finding one who realises that the addition of chlorine 
to drinking-water makes it, every day, safe for millions : 


yet it is of supreme importance that your public grasp 


this to them difficult perspective. These are some of the 
perplexities which are common to all members of the 
public, whatever their income, whatever their previous 
non-scientific education. 


As to particular difficulties, the experience of an older | 


man may perhaps help you to overcome them, not by 


I 


= 
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my trying to explain how to do so, for that will vary for 
each one of you, but by my pointing out their existence 
and their nature, so that you may deploy your own 
natural resources to the best possible advantage. 

Some of them are peculiarly British. For example 
there is our disinclination to adopt any course of action 
from which either divergence or retreat is impossible ; 
and when we do accept_a course of action, we often seem 
to choose the hardest way of completing it,. as if 
unnecessary labour were something to be sought. Linked 
with this-is our inclination towards stability : sometimes 
for a dangerous let-be stability, and this inclination you 
must temper; sometimes for a stability which will 
provide a stepping-stone for the next forward social 
movement, and this you must cherish tenderly. The 
national answer to such dilemmas, and often a successful 
one it is, lies in compromise, acceptance of the best 
existing hypothesis or plan, preparedness to await a 
better ; an answer which is the very basis of all communal 
life, whatever the size of the unit. Indeed the only 
circumstance in which your own attitudes must be 
utterly uncompromising is when you encounter bad faith. 

We may note, also, and as an opposing trend, our 
insatiable desire for new knowledge; this you must 
adjust carefully and with understanding, for your patients 
may fail to discriminate between the good and the bad 
in the mixtures of science and pseudo-science which 
they may hear or read. Even when they make the 
correct choice, you may have to help to ensure that 
their characteristic impatience far action to be taken 
in the light of the new knowledge does not necessarily 


mean the hurried uncritical discarding of existing 


arrangements. 
CULTS AND VALUES 

Although you will have discovered for yourselves that 
all men are not cast in the same mould, and although 
you may have met here some individuals cast in curious 
moulds, when you go out into the world your experience 
of different types will be greatly increased, and you 
will encounter the tendency of types to congregate in 
. groups, some of which may actively or passively obstruct 
your educational work. Some such ‘cults may be 
stimulating, because they are providing an outlet for the 
attitude of mind of those who are unorthodox, but who 
do not wish to impose their views upon the majority ; 
whereas the difficulties you may have with an obstructive 
group are determined by the belief of each adherent, 
however sincere it may be, that one view alone is 
permissible : a belief that will often be understandable 
to you as the only one possible for the persons who hold 
it, if you realise that it has been reached without the 
use of any cerebral process with which your physiological 
studies have made you acquainted. Many of these 
people see and hear by proxy—they depend for the 


information on which they base their views upon some- - 


one else, or upon someone who knows someone else ; 
and the best piece of advice I can give you is that in 
your attempts to overcome their prejudices you should 


not begin by provoking uncompromising opposition. ` 


There is one cult on which you must make continuous, 
total and unmerciful. war—the cult of the obsolete: 
it can do nothing but harm, and its adherents must be 
destroyed utterly; they are too apathetic and too 
ignorant to debate any proposal for change. 

Then you must realise that you may share with the 
laity our queer national topsy-turvy notions of relative 
values: even in large issues, if a cause be a lost cause 
you may find your fellow-citizens cling desperately to 
it in spite of all your incontrovertible arguments. 

You must remember, too, that public opinion does not 
necessarily reflect that of the most intelligent citizens, 
and still more that changes which you may desire in 
‘public opinion are not to be brought about by the 
influence of the relatively few of exceptional ability, 
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who are now entering our profession from 


[avausT 30, ` 1947 


but usually by those possessing powers of persuasion, 
who may be less gifted. Excluding the demagogue, 


‘the man of average intelligence has most influence on the 


average man, and at him your educational campaign 
should be directed ; any effort which ignores this principle 
is sure to be only ‘partly successful. And when dealing 
with the average man you must be on the watch to 
assess what Nicolson writes of as the “immense ‘part 
played in human affairs by such unavoidable and often 
unrecognisable causes as lassitude, affability, personal 
affection or dislike, misunderstanding, deafness, incom- 
plete command of a foreign language; vanity, social 
engagements, interruptions, and momentary states of 
health.” On such flimsies may hang the fate of your 
causes, or even that of nations. 
A UNIFYING PURPOSE 

It is time to draw together such threads as I: have 
been able to provide for my argument. .I hope that 
you will have realised that I have proposed to you to 
merge your professional problems with those of the 
society in which you find yourself, and to include in 
your scientific mission personal, social, and economic 
problems as well as vocational problems. To -limit 
yourselves to these last would be to fail to assume your 
proper responsibilities in society. ~ The ultimate problem 
was defined by William James as the search for “a 
moral substitute for war—some unifying purpose, which - 
would stimulate a spirit of altruism and self-sacrifice 
on a large scale, in the absence of human enemies.” 
I believe that you and the other young men and women 
medical 
schools all over these islands, should grasp the oppor- 
tunity of so sharing in the education of our society 
that it will find this moral substitute for itself in the 
effort to secure the best possible mental and physical 
health for our people. To that end, the qualities which 
you must cultivate are those set down by Francis Bacon 
four hundred years ago: 

Desire to seek ; patience to doubt ; fondness to meditate; 
slowness to assert ; readiness to reconsider ; ;- carefulness to 
dispose and set in order ; ; neither affection for what is new, — 
nor admiration for what is old; and hatred of every kind 
of imposture. 

What is to be your tactical objective ¢ To. educate 
society in the place of science, and in particular of medical 
science, in its life, so as to secure conditions in which it 
can help to provide for the intellectual satisfaction and for 


` the spiritual and physical welfare of that society: a 


receding objective, for at any -given time scientific 
knowledge is neither complete nor final, wherein lies the 
charm of its pursuit. 

By planned campaign or by E E E ‘brilliant— 
skirmishes ? Surely by planned campaign,- which must 
be flexible enough to enable you to make use of any 
opportunity of time or place. 

By steady advance or by impulsive nikado ? Surely 
by steady advance: have we not just learned that no 
individual, no community, no nation, can continue 
to sustain. a maximum effort? And a long business 
the campaign is bound to be. 
= How shall we, or our children, recognise any success ? 
A difficult matter, on which I cannot offer you guidance, 
for the beginnings of success may be recognisable only in 
retrospect. 

Finally I crave your leave to revert, for the last time, 
to my habit of asking you to take away but one point 
from any address of mine. And so I shall end by suggest- 
ing to you that your life’s wark will be m M. L. Jacka’s 
words to prove yourselves ‘‘ worthy to share the company 
and labours of those whose business it is to seek the 
truth and to make wise use of what they find, happy 
seekers and happy finders.” Towards the accomplish- 
ment of that end, the best of good fortune go with 
each one of you. 


; 


| taking needs to be emphasised today. 
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TWO ESSAYS ON 
THE PRACTICE OF MEDICINE 


ROBERT PLATT 
; M.D. Sheff., F.R.C.P. 
PROFESSOR OF MEDICINE, MANCHESTER UNIVERSITY 
It has seemed to me for a long time that good doctors 
differ from bad ones in two major respects. The time they 
devote to history-taking and their ability to interpret 


` a history correctly is the first. The second is their ability 


to formulate a plan of treatment. I have written down 
my thoughts on these two subjects in the form of two 
short essays. 


On History-taking 


I know that I am not alone in thinking that history- 
taking is the greatest art in medicine. Generations of 
clinical teachers have acknowledged its importance and 
have tried to pass on the art to their pupils. Yet there are 
teachers, doctors, and students who still fail to appreciate 
its major place in diagnosis. 

Many physicians select for their ward teaching cases 
with good physical signs and reject or pass over the 
cases with a good history and no signs at all. In the 
outpatient department they allot cases to their clinical 
clerks so that in effect the clerks are doing the same in 
that department as they do in the wards. In this way it 


is possible for a medica] student to go through his whole | 


course without ever hearing a patient interrogated 
ab initio by an expert clinician. 

. My students have to understand that they come to 
the outpatient department to learn the art of consulta- 
tion, and above all to hear me taking case-histories. 
After the history has been taken, we discuss the provi- 
sional or possible diagnosis before examining the patient. 

There are some who may regard this procedure with 
astonishment if not with horror, but it is really only 
an illustration of the process whereby all good doctors 
arrive at a diagnosis. It is quite impossible for an 
intelligent physician to take a history without diagnostic 
possibilities being presented to his mind. Far more 
mistakes are made by putting too much significance upon 
doubtful physical signs and neglecting the clear indica- 
tions of the history than by the opposite process. After 
the examination we reconsider the diagnosis in the light 
of our further findings. 

There is a special reason why the value of history 
We are embarking 
upon a National Health Service in which laboratory 
facilities will be freely available for the first time to 
ordinary patients in general practice. The practitioner 
is sometimes under the illusion that the consultant’s 
work is relatively easy—he has the resources of the 
laboratory and the X-ray department at his disposal and 
has only to set the machine in operation for the correct 
diagnosis to be produced for him. The consultant of 
experience knows full well that it is not so. He knows 
how wasteful and misleading the ancillary services may 
prove if due care has not been given to the initial exami- 
nation of the patient and above all to the history. If 
laboratory and X-ray services are to be intelligently 
used, history-taking must become more, not less, 
important and it is a task which in difficult cases can 
never þe delegated. 


, AN INQUIRY | 
In order to emphasise the importance of history- 


taking, I have recently in my outpatient department 
noted the provisional diagnosis after taking the history ; 


the diagnosis after examination ; and the final diagnosis . 
after all investigations were carried out, the patient 


being admitted to hospital if necessary. These diagnoses 
I have recorded in 100 consecutive cases, but I have of 
course only used cases presenting a diagnostic problem. 


v 
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Cases sent solely for treatment, where a full diagnosis 
had already been made, were not included, neither were 
those in which the doctor’s letter supplied foreknowledge 
of a physical sign of major importance, such as significant 
hypertension. . 

Most doctors send patients to. the outpatient depart- 
ment with only a brief outline of the main complaint, 
and all such cases were suitable for the inquiry. The 
results are as follows : 


The diagnosis reached after history-taking alone was 
unchanged by examination or investigation in 68 cases 
out of 100. For example: 

Diagnosis after history : bronchiectasis. 

Examination : basal rales. 

X ray (bronchogram): bronchiectasis. 


In addition to these 68 cases, the diagnosis after history- 
taking was substantially correct in another 6. For. 
example : ) 

Provisional diagnosis : rheumatic heart disease with early 

failure. | 

After examination : mitral stenosis with early failure. 


In a further 8 cases, the provisional diagnosis was 
correct, but examination and investigation contributed 
important findings to the final diagnosis, unsuspected 
during the history-taking. For example: l 

Provisional diagnosis : osteo-arthritis of spine. 

After examination : the same plus glycosuria. j 

After investigation : osteo-arthritis of the spine plus diabétes. 

In 1 case the provisional diagnosis was correct, but | 
examination was misleading, and a change of diagnosis 
was made which turned out to be wrong, the sequence 
being duodenal ulcer ; gallstones ; and (after two X rays) 
duodenal ulcer. i 

In 12 cases no provisional diagnosis could be arrived 
at after taking the history—only a number of vague 
possibilities presented themselves. Examination provided 
the clue in 5, investigation in another 5, and the remaining 
2 were still vague at the end of the diagnostic. process. 

In 5 the provisional diagnosis was frankly wrong and 
had to be amended—in 2 cases by the examination and 
in 3 after further investigation. For example : 

Provisional diagnosis : cervical root pain. 

After examination : the same. . 

After X ray: pulmonary tuberculosis. (Re-examination 

failed to show physical signs but the possibility should 
have been considered before it was revealed by X ray.) 


COMMENT 


Before attempting to assess the significance of these 
results, we must bear several things in mind. 

The first is that history-taking comes first in the diag- 
nostic sequence. There is no intention of belittling the 
importance of examination. If examination came. 
before history-taking, the results might be equally striking, 
but no sane physician works in that order. 

' Secondly, what we call history-taking really takes into 
account much more than the statements of the patient. 
We do not take histories with our eyes shut. We know 
how old the patient is, how he walks into the room, 
whether he is pale or flushed, thin or fat, healthy looking 
or cachectic, and in some cases we may know a great, 
deal more, that he has a facial paralysis for instance or 
a tremor of tue hands. All this is observed before the. 
provisional diagnosis is made. _ 

_ Thirdly, it roust be emphasised that the diagnosis 
made after history-taking is in any case only provisional, 
and requires confirmation before any competent physician. 
would: act upon it. One would not give insulin on a 
history of thirst and polyuria, nor liver extract upon 


' breathlessness, pallor, and paresthesia. Again let it be 


emphasised that no case is being made out for neglect 
of diagnostic care and precision. On the contrary, the 
claim is put forward that because’ history-taking will. 
lead to the right diagnosis in so many cases, it is an art 
to be acquired, taught, and constantly exercised, and. 
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never on any account to be neglected whatever may 
be the facilities available for investigation. 

Finally, let it be remembered that these cases were all 
diagnostic problems sent for solution, and seen by me 
for the first time, and that the histories were taken not 
in the leisured atmosphere of the consulting-room but 
in a busy outpatient department in the presence of 
numerous students. With some help in routine exami- 
nations (blood-pressures, reflexes, &c.) the average time 
spent on each patient is unfortunately less than twenty 


minutes and this includes teaching and the dictation of 


brief notes. 
On Therapeutics 


How many doctors today think that they have the 
modern outlook in therapeutics because they treat sore 
throats with penicillin lozenges and prescribe stilbcestrol 
- for menopausal flushing ? And how many show their 
complete misunderstanding of all that modern therapy 
implies by prescribing vitamin B, for sciatica, by giving 
digitalis in inadequate doses to the wrong patients, and 
by retaining a belief in expectorant mixtures, not pausing 
to consider whether their results are due to the treatment 
prescribed, to its psychological | effect, or to spontaneous 
recovery? . 

The new therapy, instead of being hailed as a welcome 
revolution in medicine, has simply been looked upon 
as an addition. to knowledge, in no way modifying the 


use of the older remedies. In this year of 1947, I read in . 


_ the examination paper of a final-year student the words 

. * diuretics such as pot. cit. or mersalyl,” as if these 
were equivalent. It is like saying: ‘‘ The journey can 
be made by stage-coach or by aeroplane.” And from 
two current textbooks I cull the following information : 


(In angina pectoris) “ the daily bath should be advised to 


- keep the skin active” (no comment). 
(In acute nephritis) ‘ ‘diuretics should not be used at least 


until diuresis is established ” (italics mine). 


In other words, if you use a drug be sure to use it at such 


a time and in such a way that you will be quite ignorant 
of its value and almost certain to deceive yourself as to 
its efficacy. So long as that is the teaching in therapeutics 
from the writers of textbooks, we cannot expect rational 
therapy from the majority of the profession. 


We, the teachers of medicine, are often criticised, and 


often deservedly, for not applying ourselves sufficiently 
to the problems which the student will later meet in 
general practice. It is a fact that some teachers are too 
prone to discuss Cushing’s syndrome when they should 
de teaching the causes and treatment of headache, but 
if the critics infer that we ought to be teaching how to 
write a prescription for a. diaphoretic in bad Latin, I for 
one refuse to waste my time on such anachronisms. Yet 
we cannot hope to get rid of the bottle-of-medicine tradi- 
tion without facing the problem and giving the prospec- 
tive practitioner something to put in its place. It is not 
sufficient for us to teach the use of parenteral penicillin 
and blood-transfusion, leaving the student quite ignorant 
of how we, his teachers and exemplars, would tackle the 
Sroblem of treatment in general practice ourselves. 


” GHANGES IN OUTLOOK 
The therapeutic revolution to which I have referred 
has necessitated certain fundamental changes in outlook. 
Firstly, diagnosis is far more important nowadays 


than ever before. For instance, before penicillin, a missed | 


diagnosis of bacterial endocarditis was unimportant ; 
today it may amount to malpraxis. In the old days the 


immediate diagnosis of pneumonia or meningitis was not 


essential; today it may be life-saving. ‘With more potent 
and specific remedies the need for accurate diagnosis 
and control should require no emphasis. 

Secondly, these remedies must be properly used. With 
mist. expect. it matters little whether 1/, oz. or 1 oz. is 
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given, and whether every four hours or three times a 
day. With sulphonamides, with insulin, with iron, with 
digitalis, with thiouracil, the dosage, frequency, and mode | 
of administration are all-important. 

Thirdly, in the old days when we had no real romedies 
for anything, we had to treat everything. Today when 
we can efficiently treat so many illnesses we can usually 
afford to admit honestly when we are beaten. There is 
less excuse than ever for the diap koterii mixture, the 
febrifuge, and the aperient. 

Fourthly, there is a healthy tendeniy nowadays to 
admit the importance of psychological factors in the cure 


of disease instead of ascribing the cure to something else. } 


We should therefore try to realise when we are employing 


psychotherapy so that we may use it rationally. 
We who have the privilege—the very great privilege— 


of working in a well-equipped hospital with every ; 
diagnostic and therapeutic aid, with a team of young ! 


all with the advantage of being able to discuss our prob- 
lems with junior and senior colleagues, have a duty 
to those who are in the more isolated practice of medicine, 


men to help in treatment and investigation, and above : 


to-pass on to them if not our facilities, at least the trend ` 
of our thought, and to apply ourselves to their problems — 


as well as our own, so as not to disapprove without at 
least artempung to show the way. ! 


POSSIBLE REFORMS 


What reforms then might be made in the teaching and 
practice of therapeutics ? 

First, I would divide the pharmacology textbooks and 
the British Pharmacopeia into two parts: the first 
dealing with remedies in current use, the second with 
remedies which are no longer used in modern practice. 
In the second category, I would put drugs like strychnine, 
calomel, hexamine, and strophanthus whose action it 
may be as well that pharmacologists should not forget, 
though I would not have them teach it to medical 


students. This would give the necessary authority for the | 


omission of obsolete information from the curriculum, 


thereby defeating even the retarding effects of external — 


examiners. 


Secondly, I would inculcate the principle that therapy ` 


should always be approached as a scientific experiment. 


Often enough the result of the experiment will be known — 


in advance, but at least it should be planned so that the 
answer will be as clear as possible at the end. With this 
aim in view, it stands to reason that major remedies 
should ordinarily be given one at a time unless their 
various actions are clearly distinguishable. In planning 
a therapeutic experiment, the following considerations 
seem to me to be universally applicable : 


1. (a) Is there a specific remedy for this complaint ?— 
Under the heading of specific remedies would come 
hormone therapy in clearly defined syndromes (insulin 
in diabetes, thyroid in myxcedema); vitamins in 
deficiency states such as rickets, pellagra, scurvy ; 
penicillin and sulphonamides in the appropriate infections; 
antisyphilitic treatment; quinine and mepacrine; iron 
and liver used specifically each for its corresponding 
anzemia. Some operations come into this group. 

(b) Is there a specific remedy known to do good in the 
majority of cases, though not necessarily curative ?—For 
instance, gold in rheumatoid arthritis, or barbiturates 
in epilepsy, &c. 

2. (a) Although there may not be a specific treatment, 
as there some major corrective to the disordered physiology 
of the disease ?—Here we have digitalis (properly used ) 
in heart failure; mercurial diuretics in cedema; es in 
dehydration ; adrenaline in asthma; ; blood-transfusion 
in anæmia and hemorrhage; plaster and physiotherapy 
in arthritis ; and some minor or major operations. 

(b) In this connexion, is there a way of life which I 
should advise the patient to adopt or to avoid ?—For 
instance rest in bed, exercise, diet, weight reduction, 
change of environment, or occupation. 
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3. Symptomatic treatment.—In the absence of treat- 
ment which is known to modify the course of the disease, 
or while waiting for a diagnosis to be made or for cure to 
take place, what can be done to relieve. the symptoms ? 
Here we have analgesics from aspirin to morphine, 
hypnotics, aperients occasionally, a linctus or inhalation, 
and many simple nursing and dictary measures. 


4. What psychological treatment is necessary ?—This 
applies both to organic and to psychogenic disease. It 
can. be divided into: (a) psychotherapy, which may be 
anything from simple explanation and reassurance to 
treatment in a mental hospital. and (b) therapy by 
placebos. The latter has to be distinguished from 
symptomatic treatment. 

The frequency with which placebos are used varies 
inversely with the combined intelligence of the doctor 
and his patient. The more intelligent the doctor, the more 
will he make use of explanation, reassurance, and, when 
necessary, an honest statement as to why medicine will 
do no good. The more intelligent the patient, the more 
will he heed the doctor’s statement and advice. In this 
connexion, intelligence and social status do not always 
go together. The point is that the prescription of a 
placebo should be a deliberate act and not a conditioned 
reflex, and it should be an invariable rule that it must 
be something which can do no good. The greatest obstacle 
to the intelligent practice of medicine is the habit of 
giving something which might do good. Then if the 
patient improves, the reason remains obscure (but see 
under 5 below). 

It must be clearly understood that a placebo is- given 
for the mental comfort of the patient, not of the doctor, 
and that whereas it may occasionally be expedient to 
deceive the patient it should never be done at the risk 
_ of deceiving oneself. Placebos should therefore consist 


of the simplest possible ingredients such as infusion of | 


gentian. 


The above principles are primani designed for the 

case in which a diagnosis has been made. In other cases 
= a plan of therapy is just as necessary. The first question 
often is: how can an accurate diagnosis be established ? 
And the second: am I justified in withholding therapy 
until it has been made ? The answer is often unequivocal. 
In suspected pernicious anemia or carcinoma-of the 
_ stomach, it is always mischievous, sometimes criminal, 
to treat before investigating. In other cases the decision 
is not 80 easy, for instance in a case of high fever. Here 
the decision will depend upon the degree of likelihood 
that the profisional diagnosis is correct, the availability 
of diagnostic aids, the danger of non-intervention, and the 
danger of wrong-intervention. In a remote country 
district or on active service, I would give sulphaguanidine 
for an acute febrile diarrhoea. In an urban practice I 


would at least send a stool for bacteriological examination | 


before doing so, even if, in a severe case, I decided to 
start treatment while awaiting the result. Finally in 
such cases treatmént may often be designed to give 
diagnostic information, which comes under the important 
heading of : 


5. The therapeutic test.—This is usually wrongly carried 
out. The tendency is for therapeutic timidity to accom- 
pany diagnostic doubt—“ I gave a small dose of sulpha- 
thiazole in case it turned out to be pneumonia ” is 
atrocious therapy. 

The right approach to the therapeutic test is this: 
“ I am not certain. Therefore I will give remedy X in 
full doses for x days” (the usual period in which a 
response is likely to occur). ‘‘ If it is disease X, then he 
will respond and I will know the diagnosis and continue 
treatment. If there is no response I will try remedy Y in 
the same way—or I will make further investigations into 
the cause.’ 


I make no apology for this elementary explanation 
because I know how rarely a therapeutic test is properly 


applied. The point is that, used intelligently, every 


treatment becomes a therapeutic test, thus aiding stage 
by .stage in the diagnosis. For instance, it may be 
suspected that a headache is psychogenic. . If the placebo 
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contains aspirin, no useful information is obtained ; 
the diagnosis is merely obscured. If it is dispensed on 
correct placebo principles (paragraph 4(b)) and the head- 
ache is regularly relieved, the diagnosis of psychoneurosis 
can be made with some confidence. 

Finally, there is: 

6. Experimental therapy designed i the purposes of 
rescarch. 

It is beyond the scope of this essay, but if such trials 
were properly planned with the necessary controls an 
enormous amount of valuable information could come 
from careful experiments in general practice, particularly 
as to the value of many accepted or advertised remedies 
in minor ailments. 

I can think of no disorder in general. practice that 
cannot be dealt with according to the scheme which has 
been described. Set out at length, it may appear extrava- 
gant of time; but actually it is merely a mental habit 
once the principles are grasped, and it is quite unnecessary 
to think in terms of 1, 2, 3, and 4. Nevertheless, lack 
of time is usually made the excuse for bad work. It is 
quicker to prescribe a bottle of medicine than to examine - 
the patient properly and explain the nature of the illness. 
This is equivalent to an admission of failure, and let it 
be noted that the patient for whorn the bottle of medicine 
has been prescribed will probably return for another and 
another, and what is more serious, an anxiety state may be 
induced, whereas explanation and reassurance might have 
finished the treatment in one consultation, thus saving 
time in the long run. Perhaps we must admit that many 
of us still have one more category which is: 

7. Treatment hastily prescribed without regard to 
principle or consequence. 
= None of us is perfect. Let us realise that no. 7 exists, 
but is something to be ashamed of. I suspect that in not 
a few practices. it is the category which most nearly 
corresponds with normal therapeutic procedure. 

No-one’s considered opinions are entirely original; they 
evolve gradually and are much influenced by discussion. 
Prof. J. C. Spence first used the words “ teaching the art of 
consultation ” to me, though I have practised the method for 
years. Dr. G. W. Rippon, of Sheffield, himself a general 
practitioner, first gave me the phrase i therapý designed not 
to deceive oneself.” fA 
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` Boru the Goodenough Committee and the General 
Medical Council have emphasised that the scope and 
method of undergraduate teaching in social medicine 
“are matters in which there is much room for experi- 
ment.” In addition to a fuller discussion of the preventive 
services, they anticipated. that instruction should be 
extended to include the more ambitious aim of influencing 
the clinical teaching so that due emphasis is given to 


-the relation of the social environment to individual 


cases. In our view this aim can be realised only if 
accepted as the responsibility of all clinical departments. 
We here describe briefly the experience of a first year 
of joint social and medical teaching in the departments of 
medicine, social medicine, and surgery at the University 
of Birmingham. 

We state first on what grounds we value this teaching. 
Since it has been supported by considerations in which 
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the sentiment has at times been more conspicuous 
than the sense, many clinicians no doubt still feel they 
have heard no convincing reasons why the attention 
of the student should be directed beyond diagnosis and 
treatment to the social environment. The arguments 
for this are none the less compelling, and deserve simple 
statement : 

1. Economy of medical effort requires that nothing 
should be treated once that can be prevented, and 
nothing should be treated twice that can be cured. 
The student should learn that it is as wasteful to treat 
anzemia secondary to ignorance of diet without educa- 
ting the patient as to treat ansmia secondary to 
organic disease without attending to its cause. 

2. Examination of such indices of morbidity as 
are available shows that health has improved in the 
past largely because of changes in the social environ- 
ment. Continued improvement can be anticipated 
from this quarter if social medical research can define 
more exactly the relation of specific environmental 
factors (as distinct from the complex of variables 


described loosely by such terms as ‘ poverty ”) to 


health and disease. Efforts of sociologists, statisti- 

cians, and others cannot bring this research to fruition 

without coöperation of medically qualified workers 

whose training has made them alert to the significance 
_of social variables. 

3. Recent legislation provides for vast changes in 
the organisation of medical and social services, and 
the success of such plans depends on both medical 

- and lay officers. For example, the Government has 
provided for the employment of the handicapped 
worker in the Disabled Persons Act (1944). It is 
essential to the operation of this Act that the doctor 
should realise that his responsibility includes return 
to employment as well as treatment of the disabled 
patient. 

4. Inevitably the doctor’s work imposes other 
exacting social responsibilities. With his knowledge 

_ of prognosis he is often the only person who sees 
clearly at an early date the steps that can be taken 
to minimise the effect of illness on the life of a family. 
His attitude to such problems is partly determined 
by his training in the teaching hospital, where special 
care is needed to ensure that improvement in tech- 
niques of diagnosis and treatment is not bought at 
the price of an impersonal service. 


METHOD OF TEACHING 


If these reasons are acceptable, it is necessary to 
consider how such instruction may best be incorporated 
in clinical teaching. Formal lectures have limited value, 
for students acquire their clinical habits not from 
academic lectures but from the practice of the clinicians 
by whom they are trained. In our school we have 
therefore proceeded on the assumption that the integra- 
tion of social with clinical teaching is essential. It was 
initiated in the introductory clinical course, of which 
five mornings were devoted to social medicine. On each 


morning students attended in groups of twelve at. 


demonstrations, one of which, given jointly by the 
professors of medicine, social medicine, and surgery, was 
arranged as follows : 


Selection of Cases.—Cases for demonstration were 
selected from the medical or surgical wards by tlie 
professor of medicine or the professor of surgery. Presen- 
tation and discussion of a case require roughly half an 
hour, and it was convenient to.choose three for each 
morning, usually one surgical and two medical cases. 

. They were chosen. to illustrate various social medical 
problems, care being taken to focus attention on common 
rather than unusual situations. 

Preparation. of Case-histories. —The case history was 
prepared by the house-physician or the house-surgeon, 
assisted by the almoner. It consisted of a complete 
clinical history; and a social history specified under 
the headings of personal background, work, family, 
home, food, budget, summary and commertts. 

“ Presentation and Discussion.—Cases were presented 
by a member of the clinical staff, usually the professor 
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of medicine or the professor of surgery. “The physical 
features were reviewed in the presence of the patient, 
the social features after he had withdrawn. Though 
interrupted by the withdrawal of the patient, in whose 
presence discussion of social circumstances was avoided, 
the complete social and ‘medical history was covered 
by one person. The case was then discussed by the 
professor of .social medicine, who drew attention to 
the social medical problems which it illustrated. The 
almoner contributed to the discussion which followed. 


The close integration of clinical and social factors is 
illustrated in the following case. 

A woman, aged 33, was admitted to hospital complaining 
of weakness and dyspnea. She was found to have a red-cell 
count of 3,970,000 per c.mm. and a hemoglobin of 6-4 g. per 
100 c.em. Conventional treatment with iron and a generous 
diet restored her to normal, but an inquiry into the circum- 
stances in which she became ill revealed these facts : 

1. In addition to caring for a husband and two children, 
aged 7 and 3, she was employed in a factory packing cigarettes ` 
for 30 hours per week. This yielded her a weekly wage of £2, 
of which £1 was spent on the care of the younger child during 
her absence at work. 

2. Home relations were not harmonious, partly becausé her 
husband had recently returned after several years of service, 
and the patient’s fatigue and malaise had resulted in bad 
temper and friction. She went out to work against her 
husband’s wishes, appareuny for the companionship of the 
factory. 

3. She had a very inadequate conception of food-values, 
and her administration of an adequate budget was poor. 
She herself had been taking roughly 1200 calories per day, 
with insufficient iron and vitamin C. 

Further treatment consisted of dietetic instruction, and 
advice and explanation to the patient and her husband 
coupled with a recommendation to cease factory work. 
A health visitor was commissioned to give assistance. 


The success of these demonstrations encouraged _us 
to make them a permanent feature of clinical teaching, 
and they are now given once a week for students attached 
to the» medical and surgical units. For the first ‘two 
weeks of the student’s clerkship cases are prepared 
and demonstrated as described above. In later weeks 
students prepare and present their own cases. 

Social, as well as clinical, aspects of the case-history 
are prepared by medical staff or by students, and the 
whole case is presented by one person. Social or clinical 
problems may be unduly prominent but are not separate, 
and should be considered together. 

Only those facts which appear to have a direct bearing | 
on a case are included in the social history. -Lengthy 
accounts of personal difficulties are avoided, and attention 
is focused sharply on matters arising from the issues 
1-4 enumerated above. 

Since demonstrations have limited value unless sup- 
ported by ward teaching and practice, students are 
asked to consider social circumstances in all cases where 
they are relevant. The practice of confining such. 
inquiry to a few selected cases prepared in great detail.. 
presents the subject as a specialty which merits only 
occasional consideration. 

Since we think it important that Ssaminations should 
reflect this teaching, the final medicine paper this 
year at Birmingham included a question on the-relation 
of the social environment to illness. 


i . The first step would be to entrust the teaching of the 
basic medical sciences to a personnel actively interested 
in the teaching of medicine. The second step would require 
a reform in the curriculum. ... Let the preclinical sciences 
surrender some of their hard-won time to the clinic in the 
first and second years. . . . Let the clinic surrender some 
time in the latter years to the basic science faculties, .. . Let 
the inclination of the average student to treat with patients 
in his first years and to understand the underlying nature of 
the disease process in latter years be thus gratified.”— 
Dr. De. Witt STETTEN, jun., in an address to the New York 
Academy of Medicine. ; | | 
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SATISFYING THE EXAMINER 


To prevent waste of time and labour has again become a national duty. An obvious form of economy, which has 
apparently escaped official attention, is to arrange for all candidates to pass their examinations at the first attempt. 
Pending legislative action to this end we offer a short series of articles whose perusal should ensure success. 


AS THE EXAMINER SEES IT 


THE student facing his qualifying examination can 
hardly feel with Robert Louis Stevenson that to travel 
hopefully is better than to arrive. Nevertheless it is true, 
as Sir Walter Raleigh (the one-time professor of English 
literature at Oxford) was wont to remind his own students, 
that there are two crucial examinations—Final, and the 
Great Assize. Translated into advice suitable for the 
medical faculty, it means that the student should seek 
first to become a good doctor, and all things shall be 
added unto him. He is more likely to get through Final 
if he takes it in his stride rather than if he crams for it. 


THE YEARS BETWEEN 


The sint thing, then, which the student has to learn 
is that it is useless to leave reading for Final until the 
final year. Medicine, being a practical art (or, if you like, 
an applied science), cannot be learned from books. The 
. farmer who does not spend his days in the fields or the 
‘shippons or the stackyard can never be a good farmer, 
nor pass any searching test of good farming, The read- 
ing of books may help him to interpret or to enlarge his 
experience, but without the daily routine of farm work 
he will never know much about farming however many 
notions he may have gathered about it from reading 
books. 

So too in medicine—we learn primarily by doing. 
In the doing of it, what we have experienced and what 
we have read become part of us, instead of something 
extraneous which we so easily mislay when we most 
need it. The Final hurdle is surmounted mainly because 
of the training in the wards, outpatients, and clinic 
room, whereby the student exercises his intellectual 
muscles—-especially in the days of his apprenticeship 
as clerk or dresser. Unless he builds solidly there, the 
foundations of anatomy, physiology, and pathology 
supporting each acquisition of experience in the wards, 
he will labour in vain. No-one else can do the building 
for him. It takes time to learn and to understand, 
and the clinical years are short enough even for the 
simple fundamentals which the sympathetic examiner 
asks of the Final candidate. All too often those years 
are largely wasted because the student relies primarily 
on reading books or on listening passively to a popular 
teacher, rather than on his own painful struggle to 
find his way. The child who first tries to draw a house 
will only be discouraged and bewildered by the perfect 
picture drawn for him by an architect ; but let him have 
paper and pencil and try for himself, and after some weeks 
he will be drawing something with a roof and windows and 
a door which, though crude and simplified, has a vitality 
in it which could never be got by merely tracing some 
adult’s drawing. 

“ And so. what ? ” the examination victim may ask. 
Let us look back to the first days of young Galen’s clerk- 
‘ing, and to his first patient. He has probably forgotten 
by now, but it was a Mrs. Jones who had jaundice. 
Could he but remember all tbe beautifully concocted 


clinical aperçus of the case which clinical tutor and | 


Chief poured into his receptive noddle, Final would 
have no terrors. Alas! however, it leaked out of his 
understanding as through a sieve. He did not know at 
the time that it was far more profitable to listen to 
Mrs. Jones telling him about herself, than to the medical 
tutor. He ought to have read about jaundice in his 
textbook of medicine and worked out for himself what 
he was to look for when he examined Mrs. J. He ought 
to have looked again at the detailed anatomy of the bile 


_ or contemplation. 


and pancreatic ducts, and reminded himself of various 
points in the physiology of bile secretion, in particular 
the essential differences between obstructive and other 
types of jaundice. Fortified with this, he could have 
examined Mrs. J.’s stools and urine with intelligent 
anticipation; and after all this discipline he would 
have found that the Chief’s bedside talk illuminated 
and drove home essential points which he had already 
discovered for himself. Moreover, if he had taken a 
sheet of paper, headed it with Mrs. Jones’s name and the 
final diagnosis, and summarised the salient features of 
her case and his own discoveries, he could have filed it 
away for later reference, together with his notes ‘on 
Mrs. Brown and her thyrotoxicosis, Mr. White and his 
disseminated sclerosis, and the rest. By the time he had 
finished his clerking and dressing, he would have had 
a collection of examples which would almost have made 
up an elementary textbook of medicine, written in 
terms of personal encounters and living experience. 
In his Final year, he could have revised large tracts‘ of 
his subject from his own notebooks; jaundice, for 
example, would remind him of Mrs. Jones’s impacted 
gall-stone, Mr. Black’s carcinoma of the head of the 
pancreas, young Tom Noddy’s acholuric jaundice, and 
SO on. 

The student, no doubt, feels that he has not the time 
for all this; the art of medicine is long and time is 
fleeting, and nowadays so many teachers claim his 
attention that he is left with no private leisure for thought 
Let him be confident, in any event, 
that the examiner will be as delighted to see evidence of 
clinical observation and nous, of time spent at the bedside 
and in the clinic room, as he will be unimpressed by a 
catalogue of facts which are repeated parrot-wise. 


THE DAYS BEFORE 


And so at last the student comes to Final—an examina- 
tion which is a test not only of knowledge but also of 
physical stamina. It is silly to work up to the last 
moment, trying to stuff the brain with last-minute 
facts, battening down the hatches so that for a few days 
at least they will not escape. A stuffy brain is an 
unreliable tool with which to tackle Final. The student 
would do far better to spend the last week before the 
examination on the golf-course, or loafing on the top of 
a hill, gazing aimlessly at long views while he airs his 
red blood-corpuscles. This he can do without panic, 
the more good-humouredly he accepts the fact that even 
if he is inadequately prepared for the test, what he can 
cram in a week will make no difference. Let him go 
to bed early, and if (as is natural) he cannot ignore the 
shadow of coming events, let him nevertheless cultivate 
a protective fatalism. If he must read, there are always 


‘ thrillers to occupy the time ; if he must hover round the 


flame of medicine, Osler’s Aequanimitas is as good a 
book as any to keep him out of mischief. 


APPEASING THE EXAMINER 


At last the day comes. He has sat “ padded up” 
long enough, and now he must go out to bat, strung up 
with that curious feeling in the pit of the stomach— 
but, if he has taken my advice, with an untired eye which 
is likely to see the ball well from the start. There are the 
questions and he has three hours for them. He must 
not allow himself to be hurried. ‘Twenty minutes or so 
looking at the questions, drafting out the main lines of 
his answers on scrap paper, will save time in the end. 
This leaves him with half an hour for the actual writing . 
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of each of five answers. 
in earnest, additiona) ideas on the answers still to 
‘come will well up into his consciousness, and he will 
jot them down in the appropriato place in his scrap 
notes. 

In order to qualify, you have to “ satisfy the examiner.” 
An intelligent approach to a question will go far to make 
him like you. He dislikes lists which you have obviously 
learnt by heart, all the more so if, as often happens, 
you get them wrong and thus betray that you do not 
understand what you are talking about. It is always 
wise, both in learning medicine and in examinations, to 
try to correlate medicine, surgery, and the rest with 
anatomy, physiology, and pathology. For example, 
you might be able to number off a whole platoon of 
manifestations of coronary thrombosis—if only you could 
remember them all. It is far less trouble to visualise the 
infarct of, say, the left ventricle, which wrecks it as an 
efficient pump (low blood-pressure, oliguria), causes 
left ventricular failure with œdema of the lung and 
marked dyspnea (and maybe congestive failure as well), 
determines an inflammatory reaction in and over the 
necrotic area (pericarditis, leucocytosis, pyrexia, a 
particular form of myocardial pain, an abnormal electro- 
- cardiogram)—and so on. In this way the answer to 
even a ‘factual’ type of question can be made to 
reveal clinical intelligence. With the less obvious 
type of question—for example, ‘‘ Discuss the significance 
of pallor ”—remembered facts are liable to absent 
themselves at an examination, and the approach from 
first principles will save much heart-rending. Think, 
therefore, of the anatomy of the skin, and recall its blood- 
vessels with their nervous control, and tho tissues that 
surround them. What physiological and pathological 
conditions, local or general, can so affect the blood- 
vessels that they are relatively empty of blood: what 
- conditions inside or outside the blood-vessels can obliterate 
them or make it impossible to see the normal colour of the 
bloodinthem? Here again, the student must have pursued 
this discipline throughout his clinical studies; he cannot 


hope to adopt it suddenly for an examination, it must . 


be an attitude of mind which has already become second 
nature to him. 

Spare a kind thought for your examiner, and write 
legibly. He wants to let you through if he can 
conscientiously do so. He is a very human fellow, and 
if he has already read through sixty papers before he 
comes to yours, he' will be jaded and bored, though he 
will sternly discipline himself not to let that matter. 
Nevertheless, if he has to spend all his energies in trying 
to decipher what you have scribbled, you are “ asking 
for it.” You exasperate him, and then he is apt to say 
to himself ‘‘I suppose that I must not fail this chap 
because I cannot read his handwriting, but I would very 
much like to.” Remember that your examiner is a 
friend, though a reasonably exacting and just friend. 
You are a fool if you throw that friendliness away, such 
a fool that you do not deserve to be made a doctor until 
you have learned better. It is true that the examiner 
knows that in Final you are probably not quite compos 
mentis, and makes allowances accordingly ; but though 
he is not likely to plough you because you have irritated 
him, he will certainly be disinclined to ‘stretch a point 
actively in your favour. 

Write legibly, therefore ; and if you can write good, 
clear, readable English your examiner will be cheered to 
encounter at least one civilised student. You will bias 


him into thinking that here is evidence of worthiness of 


entry into a learned profession, for you will have afforded 
him refreshment in what is usually a parched and arid 
land. This is a further argument against the use of lists— 
they are so wearisome, so unutterably boring to read. 
Abbreviations, too, are irritating. In an examination 
paper they look like the product of a raw and uncultured 


Even when he starts writing l 


mind. Not only do they bias the examiner towards 


thinking that you are a sloppy fellow, but also they may 


be unfamiliar to him. He will not like you if he has to 
waste time trying to puzzle out what they mean. To ` 
be able to spell correctly in your own tongue is also an 
advantage. I do not suppose that any Final candidate 
was ever ploughed solely on the grounds of bad spelling, 
but the man who writes sifelus, tubuclosis, falaceous, 
obviously cannot read, and gugat: to be referred back 
to the kindergarten. 

Finally, do not hedge—your examiner knows what you: 
are doing, and thinks the less of you for it; and do not 
try to bluff him, for he has had infinitely more practice 
at low cunning than you have. 


_ CLINICAL AND VIVA-VOCE 


I po not flatter myself that I shall be believed when 
I declare that the earnest desire of the majority of - 
examiners is to pass and not to plough. The idea of a 
contest is deeply ingrained in the mind of the average 
candidate, who visualises his opponent as a sadist, an 
arch-tormentor, a dirty fighter moe disregards all 
Queensberry rules. 

It would perhaps be hypocritical ‘to represent a. 
typical member of my tribe as an incarnation of all the 
virtues, with charity and philanthropy in the van; but 
I would emphatically maintain that so far from being 
an advocatus diaboli, he is the prisoner’s friend or at 
least amicus curiæ. Let then the more confiding accept. 
me in this rôle. Those still suspicious may r read on the . 
principle that fas est ab hoste doceri. 


PREPARATIONS 


Approach an examination with at least a paian 
regard for its professional relationship. The. frock-coat, 


‘at one time our orthodox invariable uniform, has long 


been obsolete, and modern dress combines the conse- 
quences of compulsory austerity and sartorial indifference. 


Yet the function of dress is by no means negligible. The `. 


ass in a lion’s skin, if he feels like a lion, is for practical 
purposes a lion. : To look the part is to feel the part. 
Well, if the potential medical practitioner feels the part _ 
in crumpled flannel trousers and a pullover which would 
have made Joseph’s coat look like aesp mourning, there 
is no more to be said. 

In the clinical examination the candidate is Drought 
into close contact with patient and examiner. Deeply 
nicotine-stained fingers are not a recommendation. 
There is apparently an examination-halitosis, presumably - 
the result of nervousness, which has to be accepted with 
resignation if regret. But an aroma compounded of 
carious teeth, stale tobacco, beer, and onions or garlic 
may to a considerable extent be avoided. I do not 
suggest that prejudice is deliberately injected as a result 
of these unpleasant associations, but it is by no means 
improbable that subconsciously. they are not without 
influence. 

Apart from a stethoscope, there is no necessity for a 
candidate to encumber himself with the apparatus 
required for a clinical examination. Only too often a 
bagful of gadgets is distributed on the beds and in 
different parts of the room, so that nothing is available 
when required and nervousness is succeeded by panic. 


‘Perhaps one’s own ophthalmoscope is an admitted 


exception, but everything else will be provided. Avoid 
complicated machinery. I was once driven to distraction 
through an elaborate ‘stethoscope with special attach- 
ments for auscultating at the apex, and at the base of the 
heart, and, for respiratory sounds. So. much time was 
wasted in screwing and unscrewing the particular sections 
that no examination was effected. Some ladies bring a 
number of small handbags—possibly cosmetics are part 
of their armament—which are sa or mislaid with 
maddening TABORY: 
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When confronted with the patient consider the clinical 
approach with regard to the time allotted. In general, 
whether strictly limited or comparatively liberal, this is 
shamefully wasted. Don’t dwell unduly on the history. 
A great deal of experience is required to extract a useful 
anamnesis, a fact of which every examiner is aware, and 
allowance is made for difficulties in individual cases when 
the deafness, stupidity, or reticence of the patient are 
remembered. Above all, deal first with essentials. If 
the complaint is related to the legs let us say, inspect the 
legs first of all. More than once I have seen a candidate 
so obsessed with the importance of a complete examina- 
tion, that he started at the crown of the head and failed 
to reach the lower extremities before his time was 
exhausted. Thoroughness is all right in principle, but 
such automaticity lacks a sense of proportion and alienates 
sympathy. 

Listen to directions and respond accordingly. You may 
be asked for a diagnosis or alternatively for a report. In 
the one case, a plain answer is required; in the other, 
@ discursive conversation is permissible. Anomalous 
features may inspire a hesitancy in conclusion, but many 
candidates forget that textbook descriptions are compo- 
sites of signs and symptoms, some of which are present 
in individual instances but all of which will be found in 
none. Diagnosis is the balance of probabilities, and the 
examiner is impressed by the method of approach at least 
as much as by skill in deduction. 

There is of course an irreducible minimum which cannot 
þe defined, since all examiners have their shibboleths, 
their pet aversions, their prejudices. But as a rule there 
is no difficulty in recognising the occasions when swift 
summary judgment and sentence are legitimate. The 
academically brilliant young lady who, confronted with 
‘a large aortic aneurysm, recommended ‘“ biopsy of the 
tumour ” is a case in point. 

Simplicity and fundamentals. In a pass examination 
it is expected that the candidate can recognise the first 
and the second heart sounds, and his inability will not 
be condoned by his facile enumeration of the third, fourth, 


and (for all I know) the fifth sound. And remember 


that a clinical examination presumes clinical methods. 
It is shocking to meet the refusal to give an opinion upon 
a systolic murmur before being provided with an X-ray 
photograph of the heart, an electrocardiogram, and an 
estimation of the erythrocyte-sedimentation rate. Doubt- 
less this attitude is the result of bad teaching—an 
unhappy result, for the sins of the father will certainly 
be visited on the child. If directed to examine a certain 
part when only a few minutes are allotted, get to work 
and waste no time asking the patient questions. The 
examiner is not entirely devoid of reasonableness, he 
has planned his request with due regard to the circum- 
stances. And whatever he asks, take him literally. On 
occasion he may seem.mad, but there is always method 
in his madness. 

I have been tempted to present for clinical examination 
a number of perfectly healthy subjects—a temptation 
to which I have never yet succumbed, for such a test 
would be almost unreasonably exacting. Keyed up to 
expectation, a candidate naturally looks for abnor- 
malities. A gaoler is prejudiced against a prisoner in the 
dock ;_ his presence there signifies that he must have done 
something wrong. And the atmosphere of hospital and 
clinical examination is conducive to the discovery of 
_ disease and abnormality. For this reason the adjective 
“slight ” is always in evidence. Be a man, avoid it. It is 
_ & poor bluff, which gains nothing ; .whereas a courageous 
- demeanour of dogmatism in a positive discovery or of 
unqualified assertion in the negative commends itself 
to the examiner, who will conclude that the candidate 
has the right temperament and will make an efficient 
` practitioner even if he still has much to learn. | 
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DEMEANOUR UNDER FIRE 


Perhaps ft is asking too much‘to suggest that the 
viva-voce interview should be regarded with pleasure 
rather than as a dreaded ordeal. Yet it really is intended 
to operate entirely in the examinee’s interests. A man 
whose factual knowledge has otherwise been thoroughly 
tested can hardly bring about his complete discomfiture 
by even the most devastating performance across the 
table. Alternatively, academic deficiencies if not too 
extreme can be compensated by a good impression when 
such qualities as common sense and general capacity are 
being assessed. 

Unfortunately many men are at their worst on such 
occasions. I say advisedly men, for women are on the 
whole far less nervous under fire. It may be that their 
coolness and self-possession are founded on the ability 
to exploit their ‘‘ weakness ” in relying on the chivalry 
traditionally accorded to their sex, and more than 
chivalry when their charms so demand. But I think 
they have a special form of courage. 

It might be argued that this test of character operates 
adversely, on the “principle that failure to exhibit presence 
of mind when personal interests are paramount denotes 
the likelihood of a similar failure on all occasions of 
emergency. There is something to be said for this some- 
what harsh judgment, but there is good. contradictory 
argument. 

It is, I know, rather silly to exhort anybody not to be 
nervous, especially as in extreme instances the condition 
may lead to complete mental paralysis or to a curious 
compulsion to say the wrong thing when the right is 
known, to be conscious of the perversion and yet be 
helpless. But for average cases it is perhaps not silly to 
advise on the James-Lange principle the adoption of a | 
confident exterior—to square the shoulders, to sit up, 
and above all to speak up. The majority of examiners 
are senescent if not senile. Their olfactory sense may 
still be strongly developed, but their auditory sense is 
rarely unimpaired, and the strain of listening, perhaps 
for hours, to a halting whisper or mumble will create 
irritability in the most placid. A correct answer may 
suffer through inaudibility, while an incorrect one gains 


‘no dividend. 


. In your encounter, believe that excessive faith in 
kindliness is better than the least suspicion of treachery. 
Don’t look for the hook sticking out through the bait. 
Take the absurdly simple question at its face value, it 
is intended to put you at your ease ; and give a straight 
answer free from qualifying phrases which reduce its 
value without compensating advantages. 

If the answer is unknown, say so at once and let the 
examiner pass on to something else. Nobody expects - 
omniscience. If the question is obscure, don’t hesitate 
to request its elucidation: you run the risk of offending 
an interlocutor who may consider his meaning too clear 
for any misunderstanding, but it is a very small risk. 

Avoid slang and with this I include unnecessary. abbre- 
viations. Life may be short, but it is not so short that 
odd tenths of seconds must be parsimoniously conserved. 
I have the impression that apart from laziness, medical 
students believe that there is something smart and 
ranma A professional in preferring the horrid word 
“ bug ”’ ‘‘ micro-organism,” for “doing a P.R. 
instead of ake a digital examination of the rectum, 
for describing the teeth as “ o. K.,” and so on and so on 
and so on. In all honesty I have on occasion been | 
compelled to ask whether “P.a.” meant paralysis 
agitans or pernicious anemia. 


Examinations, however planned, are open to criticism. 
No modification could make them completely satisfactory. 
But whatever their faults there is no substitute. 

Looking back over a long experience I can recall many 
instances “when the quality of mercy has been strained ; 


a 
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I recall very few of possible injustice in this procedure to 
safeguard the public and at the same time oppose no 
unreasonable obstacle to prospective guardians of their 
safety. ` 


AN M.D. THESIS 


THE universities of Great Britain differ so widely in 
their requirements for the degree of doctor of medicine 
that in general the letters m.p. after a man’s name have 
small and uncertain significance. In one case they 
may mean that a searching examination in medicine— 
written, clinical, and oral—has been passed at a high 


standard ; in another that a modest thesis has been 


accepted and a gentle clinical examination has been 
negotiated ; in yet another that the results of two or three 
years’ able and intensive research in (say) pathology 
have been embodied in a thesis which has been accepted 
and awarded honours. Where theses are required, there 
is no doubt wide variation in the standard expected, 
and in some universities there are up to four categories 
in which, according to their quality, accepted theses 
are placed. It follows that any remarks here offered 
to intending writers of theses must be quite general. 


THE SUBJECT — 


The first problem is the choice of subject. There is 
no harm in seeking advice about this, but to go to one’s 
chief and say ‘“ What do you think I could write an 
M.D. thesis about ?” shows a lack of enterprise that 
ought to disqualify at the outset. Rather put up a 
suggestion or two as a basis for discussion, and be ready 
with an outline of how a suggested subject might be 
tackled. A good adviser may .approve, modify, or 
condemn ; but the discussion ought to be stimulating. 
Many theses are written on clinical subjects. They 
usually record and discuss a series of cases of some 
disease or group of diseases, chosen for their rarity, or for 
their occurrence in special circumstances (as in one of 
the Services or some institution), or because they have 
been studied by special means (as by some new technique 
or in a clinic with a thorough follow-up). Most subjects 
of this kind are worth-while, provided the observation 
and record are skilled and thorough. The disease need, 
not be rare. A comprehensive and detailed account of 
a few dozen cases of peptic ulcer, or of prostatic hyper- 
trophy, or even of “ bilious attacks,” observed over a 
period of years by a general practitioner, would make a 
useful study. Writers who contemplate the clinical 
approach would do well to read Ryle’s book, The 
Natural History of Disease. 

The therapeutic thesis, in these days of chemothera- 
peutic innovation, often describes the results of treating 
a series of cases with some new drug. If the choice 
of cases and of controls, the dosage, and the methods 
of assessing the results are well planned in advance, and 
if the writer makes his own observations, this is likely to 
yield useful if not startling information; but if the 
material consists of other people’s routine notes of cases 
the writer has never seen, the result of its analysis, 
however skilfully statistical, is not likely to impress. 
An experimental subject will commonly be chosen by 


_those working in laboratories, and by those who have the 


facilities for applying the experimental method to man ; 
papers on such subjects fill the journals, and the good 
ones are good models. Other kinds of subjects, in 
plenty, are appropriate for M.D. theses; there are 
opportunities in most of the specialties, only purely 
surgical topics being excluded; medical history and 
medicine in literature should not be forgotten. The 
essential requirement is that the writer should observe 
and record something at first hand, and set his own 
little addition to knowledge in relation to what is already 
generaly known. Only occasionally will a pure “ review 
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of the literature” of some subject make an acceptable 
thesis: it will have to be a very comprehensive review 
and a highly critical one, not merely condensing the 
writings of others into small space but assessing “their 
value and building them into a coherent picture. 

While the work is in progress the form of its ultimate 
presentation should gradually take shape in the worker's 
mind. The sooner the better, lest he omit to make 
observations that later prove necessary to complete his 
evidence, or be tempted by short-sighted curiosity 
down too many bypaths leading away from his main, 
theme. 

WRITING IT UP 


When the work is complete it must be ‘‘ written up ”— 
to some the most difficult part of the task. The normal 
pattern of a thesis is Introduction ; Statement of theme 
and methods of observation; Results;. Discussion ; 
Summary ; References ; Appendices. 


The introduction should be rather longer than that 
of the conventional paper in a medical-or scientific 
journal. The writer of such a paper assumes in his 
reader a knowledge of the field in which he works, or 
refers him to'a review, and therefore restricts his intro- 
duction to what is immediately necessary to explain the 
-The writer of a thesis 
on the other hand is expected to show that he is familiar 
with important work already done on his subject, and, 
moreover, familiar with its original sources, not merely 
with its dried extracts in the textbooks. 

With or after the introduction there must be a clear 
statement of what the author set out’ to do and why, 
what methods he used in making his observatiohs, and 
what the value and limitations of those methods are. 
Where methods have been devised or modified by the 
author full description. is called for; where accepted 
methods are used accurate references to published 
descriptions of them are usually enough. 

There is no standard pattern for presentation of 
results, but the writer should think carefully what 
method is most appropriate to his own observations. 
Straightforward description and logical arrangement 
are essential. Tabulation is useful, so long as it is not 
too complicated. Graphs or diagrams often. convey 
the information more clearly. The figures on which 
these are based, the protocols of confirmatory experi- 
ments, and case-records (where these are not the 
substance of the work) can often be set out in an 
appendix, leaving the main presentation more succinct 
and easy to follow. 

The purpose of the discussion is twofold: to draw 
conclusions from the observations already set forth, 
and to show how these observations and conclusions 
confirm, confute, or extend the observations and con- 
clusions of others.: Where the body of the work is large 
it may best be divided into chapters, each dealing with 
one aspect of the subject or one stage in the argument, 
and each containing its own presentation of results and 


.discussion. 


At the end comes the summary, which should gather 
the facts and the conclusions into a few short paragraphs, 
emphasising what in the author’s view are his own 
chief contributions. It need scarcely be added - that 
the list of references should be accurate, should include 
only books or papers that the author himself has read, 
and should be given in standard form with abbreviations 
according to the World List of Scientific Periodicals. 
A long thesis is improved by a table of contenta at the 
beginning. 

No doubt all theses today are typewritten. Most 
are bound. No-one quite knows whether the style and 
finish of the binding should express the author’s respect 
for his university or his own estimate of the quality 
of his thesis ; probably a modest binding is better. 


Finally, an m.p. thesis should be written in English 
that is clear, smooth, simple, and vigorous. Clarity 
goes without saying. Smoothness leads the writer’s 
thought into the reader’s mind, because each sentence 
is linked with its predecessor, and each has its own internal 
balance and appropriate emphasis. Simplicity is neces- 


THE LANCET] 


sary for clarity, to all but the most expert of writers. 
A vigorous style uses strong terse words and phrases, 
each full of meaning; it avoids vague and empty 
expressions; its constructions are straightforward, 
not roundabout. So it carries conviction. For good 
advice on style read Fowler’s Dictionary of Modern 
English Usage; A. P. Herbert’s many articles in Punch ; 
if it is accessible, Howie’s recent address to medical 
students on medical journalism *; and Clifford Allbutt’s 
Notes on the Composition of Scientific Papers. 

It is the duty of medical men, as educated and 
influential members of the community, to learn to speak 
well and write well. 


THE MEMBERSHIP 


Some thirty years ago when I took the membership 
examination we were seventeen candidates assembled 
in the library of the College answering the written papers 
on two successive afternoons, and entertained to tea 
complete with cream buns and a napkin handed to 
each candidate on a tray by a liveried butler. Today, 
nearly six hundred candidates write the papers. The 
reasons for the increase in numbers are obvious to 
everybody. ‘ 

In the past, medical education and training have been 
thought to be a most liberal education ; but unfortunately 
specialism has reduced the intellectual level of medicine. 
The College, by its cultural and academic activities, 
endeavours to keep up the standard of medicine, and, 
in preserving the structure of the membership examina- 
tion as a test of general medicine and general knowledge, 
it continues to fight the battle against narrowness 
of outlook and extreme professionalism. Clearly the 
value of the m.R.C.P. diploma is to show that a man is 
good. enone to be a consultant in medicine. 


BACKGROUND 


As one who has groomed a large number of candidates 
for the examination I am convinced that a great many 
present themselves before they are ready. They need 
to be more mature in experience. Formerly a man had 
often done three years of house-appointments before 
he went up for the examination. He is the ideal candi- 
date. The practice of medicine cannot really be set 
down in books, and all good examiners know that the 
best questions are those which cannot be answered 
out of the pages of books. There is the story, doubtless 
untrue, of an Indian candidate who left in anger three 
minutes after the written examination started. On 
-his way out he pounded the question paper with his fist 
in front of the invigilating censor and exclaimed in 
anger—* This is not in Tidy. > 

Read up-to-date reviews of medicine and allied subjects. 
Get the latest copies of Physiological Reviews, Medicine 
(Baltimore), the Quarterly Journal of Medicine and other 
quarterly journals in special subjects. Read Abstracts 
of World Medicine, annotations in The Lancet, and the 
lectures delivered at the College right up to the date of 
the examination. 


ANSWERING QUESTIONS 


Since very often the candidate enters the examination 
room in an acute anxiety state, he should make certain 
that he understands the question asked. In extreme 
cases he may write for half an hour on osteitis deformans 
when the question concerns arthritis deformans, or he 
may even write an essay on impetigo when vertigo was 
intended. An error which is almost universal among 
examination candidates is to put into the answer all sorts 
of things that are not asked. A famous professor 
repeatedly addressed his class on this subject : “ When 


2. Zodiac. Journal of the Aberdeen University Medical Socioty. 
First number. 1947. 


3.: London: Macmillan and Co. 1923. 
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' disease. 
he is unlikely to use whatever critical faculty he may 


` intellectual constipation and verbal diarrhæa. 
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I ask you for the description of a lion’s tail I do not wish 
to see a description of the lion himself.” You should 
read the questions very carefully, make a plan for each 
answer, answer only what is asked, try to be precise and 
concise, and whenever possible weigh the evidence for 
and against a particular view. 

Too often a candidate merely glances at the question, 
sees the name of a particular disease, and then covers 
innumerable pages with everything he knows about that 
And even where he fails to make this. error, 


possess in the discussion of the subject in hand. Indeed, 
concise statements made on good evidence are seen 
much too infrequently in examination scripts. Nearly 
always answers could be greatly improved if only the 
candidate would first get out a plan of what he 
intends to say, putting emphasis on what is really 
important. 

The man who strives to fabricate complete lists of 
diseases including rarities seen once in a lifetime rarely 
wins affection: every examiner longs for a concise 
answer which clearly states the general principles involved 
and the evidence for and against. Too many scripts 
show evidence in the writer of what has been called 
Bad 
spelling is of course rife in all examinations. I suppose 
most examiners school themselves to ignore it, though 


„it must always be difficult to avoid being prejudiced i 


against a candidate’ who repeatedly mis-spells a word 
which is actually printed in the question paper. Candi- 
dates unable to spell correctly should be careful to 
omit from their answers all reference to famous men in 
medicine whose names have been given to diseases. 
But be sure to attempt one or both language questions. 
The marks gained for good translations ` may be enough 
to turn the scale in your favour. ` 

In confidential moments the censors tell us that 
throughout the membership examination ignorance of 
chemistry is abysmal. Answers to questions on such 
subjects as tetany, alkalosis, or extrarenal uremia are, 
they say, so pathetic as to suggest that the Chemical 
Society in 1947 must indeed be celebrating not its 
centenary but its foundation! One man is said to have 
alleged that children get lead colic from chewing lead 
pencils, and another believed that asbestos is a vegetable 
substance! Surely it is time that doctors realised we 
are passing through a chemical age. 


CHOICE OF LANGUAGE | 


Americanisms inevitably creep into examination 
scripts—** the findings identicate those above,” ‘ you 
get a better effect if you pyramid the dose,” “she was 
premedicated with iodine,” ‘he studies the ictero- 
genicity of batches of serum, or polyagglutinability of 
the red cells, or hyperrugosity of the gastric mucosa.” 
Already an occasional candidate is liable to be. 

‘““motivated by considerations of particle size,” and 
another dabbles in the “ quantitation of urobilinogen 
in the urine.” J have heard someone speak of insoluble- 
ising a chemical substance. ` 

‘Candidates should avoid, vulgar expressions—‘ he 
has rotten teeth,” “he behaved like a drunk,” “ this 
is due to csophageal piles,” “that is the meat of the 
history.” References to the patient in the viva as a 


bloke or chap are almost as indelicate as to call the 


urinary tract “his waterworks.” In addition to what 
is merely vulgar there is also slang——“‘ she is a controlled 
fibrillator under digitalis,” “ he is a hypertensive heart,” 
“ I thought I tipped his spleen,” “ she has been bismuth 
mealed.”” (Though not all examiners are innocent 
of using slang themselves. Outside the College I have 
heard the questions “ Would you quinidine “her ? ”— 
“Can an aneurysm cough up blood ? °—“ Prescribe 
me an expectorating mixture.’’) 
12 
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LACK OF PRECISION 


Slackness in the use of words is a besetting sin ‘of the 
modern doctor. The examinee who uses his mother- 
tongue to convey a precise meaning is a joy to the 
examiner, and unfortunately that joy comes but rarely. 
Lack of precision by the bedside, like the failure to use 
controls where this is possible, brings medicine into 
disrepute. One knows of instances where chemists, 
mathematicians, engineers, and astrophysicists despise 
the work of practising doctors. Their accusation against 
us is that although we live in an age of precision-instru- 
- ments we shrink from the use of precise methods and 
constantly fail to define our meaning. That this is 
true can bė seen by taking up current medical journals, 
let alone examination answer scripts. It is therefore 
not surprising that the examination candidate of today 
cannot be persuaded to describe the size of lesions in 
inches or centimetres. 


-= The story is well known of two dermatologists as far 
apart as Frankfurt and Baltimore who were annoyed 
with each other because the one described certain lesions 
as being the size of a dime and the other the size of a 

fennig. How can doctors be cured of comparing lesions 


in size to coins, fruits, and nuts? One frequently meets - 


expressions such as “ the size of a halfpenny, a threepenny 
bit, a grapefruit, an orange, a tangerine, a tomato, a nut, a 
hazel nut, an almond, a walnut, a coconut, a pea, a bean, 
a grape, or an oliye.” 
the sense to see that in any case there are several varieties 
of olive, many different sizes of tomato and tangerine, 


. and at least two varieties of threepenny bit! The candi-. 


date who excelled at this type of description was he who 
described a lesion as,the size of a large pea of a small 
bean. An examiner once took to task a man who said 
a tumour in a patient’s neck was the size of an egg. 
“ Well, what sort of an egg ?’’—“‘ A hard-boiled egg, 
sir.” SE a 

The use of meaningless expressiong is quite common— 


“ obviously poorly,” “ below par,” “relaxed throat,” 
“ eyestrain,” ‘‘ sallow,’’ “ pale-looking,” ‘‘ toxic-look- 
ing.” Loose terminology is rife. Thus a man will say 


99 


‘“ the patient has no temperature ° when he means no 
fever, ‘‘ the temperature chart was swinging ”’ (remittent 
fever), “the patient has frequency of micturition ”’ 
(increased frequency of micturition), “ the patient has 
tubercular peritonitis’ (tuberculous peritonitis), ‘‘ he 
was given morphia’’ (morphine). In a viva a candidate 
will sometimes go to great trouble to avoid using precise 
terms such as fibrous ankylosis of a joint, maculo- 
papular pink eruption on the skin, left homonymous 
hemianopia, partial aphasia, granulocytopenia, or zoster 
virus.. 

Nobody suggests that examiners take off marks for 
all these petty mistakes. Obviously they must ignore 
such errors, otherwise they would never get through the 
dreary business of marking the papers in time for the 
next stage of the examination. But all this slackness 
leads sooner or later to loose thinking and to funda- 
mental errors of principle. Thus it is common in clinical 
examinations for a man tg say that he heard bronchial 
breathing over a certain point on the chest wall. When 
questioned about this he will admit that he has found 
no restricted movement, diminished percussion note, 
or alteration of voice sounds. The examiner swiftly 
discovers that he is not familiar with the physical signs 
of consolidation of the lung and that he is completely 
confused as to the difference between harsh vesicular 
breath sounds and bronchial breath sounds, and cannot 
define either of these. In the membership examination 
such a man fails, and richly deserves to fail. After all 


the membership is equivalent to an honours examination, | 


and a man who displays such ignorance deserves to fail 
even in a pass examination like the Conjoint. 
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One would think men would have 
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THE CLINICAL EXAMINATION | 
It is imperative that you should get through the clinicals 


in order to survive to the next stage of the examination. 


You just cannot afford to get any of the physical signs 
wrong. 

It often happens that candidates invent signs to 
satisfy an imaginary diagnosis. Worse than this, a man 
imagines that he hears an aortic diastolic murmur and 
is quite content to diagnose aortic incompetence although 
there is no evidence of enlargement of the heart, no 
collapsing pulse, and no low diastolic blood-pressure. 
Many candidates fail to realise that the apex-beat of the 
heart may be found anywhere between the posterior 
axillary line on the left side and the nipple line on the 
right side. Cases of adults with long-standing .left 
fibroid lung are often misinterpreted by men who fail 


to feel far enough out to the left for the apex-beat. 


Innumerable candidates use the expression “ diffuse 


apex-beat,” which is absurd because the apex-beat is 


defined as a point and therefore cannot be diffuse. Neither 
has the expression ‘‘ diffuse apical impulse ” a precise 
meaning. Candidates who use this expression intend 7 
to convey that the apical impulse is thrusting, heaving, 
or forcible, and should say so. 

Nearly every examinee will misdiagnose a case with 
polycystic kidneys, and hosts of men cannot define the 
difference between an enlarged kidney and an enlarged 
spleen. The number of men who can demonstrate that 
they know how to examine the hip-joint, or any other 
joint for that matter, is far too small.. There is a stupid 
idea in the minds of many candidates that a patient with 
joint disease, bone disease, or deformities of the spine 
or limbs belongs to surgery and not to medicine ! 

In the clinicals a candidate should never hedge. ‘* This 
patient has a tendency to a hemorrhagic rash ’—either 
he has a hemorrhagic rash or he has not. “There is 
the very slightest element of an aortic leak ’’—either 
the aortic valve leaks or it does not.. ‘‘ There is a certain 
sleepiness about the eyelids ’’—either the patient has 
ptosis oculi or he has not. If a man cannot make up 
his mind about these things surely he is not ready to 
take the exam. There is the story of the examiner 
(not a censor of course) who was a bully. He became 
quite impatient with an Indian candidate and bawled 
at him: “ Answer me, yes or no. Has this patient -got 
mitral stenosis ? ” The gentleman from the East edged 

up to him until he was quite close and gave the answer 
in a whisper—*‘ Perhaps.” 

The examinee who cannot handle with confidence 
a simple neurological case is clearly not ready for the 
examination. Yet few men have been properly taught 
how to elicit the plantar response. The region of easiest 
elicitation of this reflex is the outer border of the sole of 
the foot and the stimulus should always be applied here. 
An extensor response may sometimes be obtained from 
this region when the inner border of the sole yields a 
flexor response. Examiners get tired of putting a blue 
pencil through the erroneous expressions— extensor 
Babinski sign,” ‘‘ his Babinski’s are flexor,” ‘“‘ the 
Babinski is plantar.” What Babinski described was the 
extensor plantar response. It is far better therefore 
to use the expression ‘‘ extensor plantar response.” or 
else to say “‘ positive Babinski reflex ” or “‘ up-going toe.” 

Candidates should have sufficient imagination to 
diagnose classical syndromes and diseases “from what 
they have read. Supposing you have never seen a case, 
say, of hemochromatosis, then you must be sufficiently 


. familiar with its symptoms and signs to be able to 


recognise it. You will get a poor mark if you say 
such a patient has diabetes, fibrosis of the liver, and 
pigmentary changes which are in no sense correlated.: 

If you are not yet mature in your knowledge of medi- 
cine, you will commit yourself out of your own mouth. 
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This is the sort of thing which will happen to such a 
man over his long case : 

“ Then the main points you have found here are weakness 
and shortness of breath for three months, pallor, purpura, 
universal enlargement of lymph-nodes, and the spleen 
enlarged to the level of the umbilicus.” —“' Yes.” 

“ That is correct. Now please discuss the diagnosis.” — 
“ It might be pernicious anxmia.” 

“Oh! Does a patient with pernicious anemia have a 


spleen like this ? ”—*“ No.” | 
“ Or enlargement of the lymph-nodes ? ”—“ No.” 
“ Or purpura ? ”—“ No.” 
“ Well then, suppose we think of something else.” —“ It 


might be thrombocytopenic purpura.” 


“ Oh ! Does such a patient have enlarged lymph-nodes ? ” - 


ea hf No.” l 
“ Or a spleen like this ? ”— No.” 
“Well now, what else have you to suggest ? °”—“ It 


might be acholuric jaundice.” 


“Oh! Has this patient ever been jaundiced ? ”— 
cs No.” l : 
“And in acholuric jaundice are the lymph-nodes 


enlarged ? ’’—‘ No.” 
“ And does purpura usually occur ? ”—“ No.” 
And so the bell rings and the candidate has never 
even mentioned leukemia! Here he is up for an honours 
examination, having had forty minutes to take the 
history, elicit the signs, and think about the diagnosis. 
Does he suppose that blood diseases will be sorted out 
for him by technicians who do blood-counts? Clinical 
medicine has not begun to dawn on such a man. How 
can a censor possibly consider him fit to advise another 
doctor who calls him in consultation over a case? He 
would make the problem all the more confused. 


| THE VIVA 

If you survive until the first viva remember that 
specimens and photographs are used mainly as pegs 
upon which to hang questions. Thus a photograph of 
a patient with obvious acromegaly evokes questions 
on gigantism, basophilism, chromophobe adenoma, and 
suprasellar cyst. You must know the clinical features, 
pathology, and treatment of all such syndromes. Equally 
you must be prepared to interpret radiographs, electro- 
cardiograms, blood-counts, and other laboratory reports. 
When shown a museum specimen in the viva you 
should identify the organ and follow this up with a 
description of the size, shape, and colour of the patho- 
logical lesion. The diagnosis should always come last ; 
otherwise if you come to the wrong conclusion, you will 
inevitably lose everything. When it comes to describing 
the colour of the normal organs of the body most men are 
singularly bad. It is scarcely possible to persuade a 
candidate in a viva to say that the suprarenal cortex is 
golden-yellow, the medulla slaty-grey, and the normal 
thyroid red-brown. But scattered through examination 
scripts one sees such confusing descriptions as ‘ the 
colour of a daffodil, an iris, a rose, a marigold, or a plum.”’ 

FUN FOR THE CENSOR 

Does a censor ever get any fun at all out of the examina- 
tion? I like to think so. One candidate, I am told, 
wrote: “examination of the fundus reveals papal 
edema,” and another ‘‘ it is said that the face of a cretin 
is like that of a constipated owl, but perhaps this is 
a slight exaggeration.” An examiner is occasionally 
privileged to give an extra mark to a candidate with 
exceptional powers of human understanding, such as the 
man who said of the treatment of insomnia—‘ an 
attractive and agreeable marriage partner is advocated 
by many.” At one time a question was asked on 
anthrax, but it is not recorded whether an extra mark 
was given for the statement that “in the case of an out- 
break of anthrax the animal must be burned or buried 
alive and the woolsorter must be boiled.” Neither do 


we know what marks were allotted to the man who 


wrote “in scarlet fever the patient should be strictly 


Z 


“beyond a textbook. 
himself a master of erudition, ‘‘ it is a bleak prospect.” 


isolated and should have connexion with no-one except 
the nurse.” 


Sometimes, I understand, a number of examination - | 


scripts contain a remarkable answer which can only 
have come from a whole class of men having misunder- 
stood a lecturer. The famous example is that in answer 
to a question on the treatment of hamatemesis, where 
countless candidates said the patient must be given 
oyster soup. This was traced to a lecturer lately imported 
from Glasgow who had told them to give the patient ‘ ice 
to suck.” One cannot dismiss this subject without 
quoting the statement of a very earnest candidate 
who obtained good marks throughout a whele exam.— 
“in hypoglycxmia it is possible by the judicious use of 
adrenaline to restore the patient sufficiently towards 
consciousness that he can swallow himself.” 

In the final viva be prepared for questions on the 
history and classical literature of medicine. On the 
whole the censor of today despairs of meeting a really 
erudite candidate. One hot summer, during the July 
examination, one of them kept asking who was the 
author of An Essay on the Shaking Palsy. No answer 
was forthcoming, and in the end the President is said to 
have remarked kindly that in this modern age one could 
not expect to meet a candidate who had read anything 
In the words of a past president, 
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Reviews of Books 


Textbook of Obstetrics 


GILBERT I, STRACHAN, M.D., F.R.C.P., F.R.C.S., F.B.C.0.G., 
professor of obstetrics and gynmcology, University of 
Wales, obstetrician and gynecologist, Cardiff Royal 
Infirmary. London: H. K. Lewis. 1947. Pp. 732. 45s. 


ALTHOUGH the British Isles are provided with a goodly 
number of textbooks of obstetrics, and thereby with a 
great diversity of opinions, it is some few years since a 
new author made his appearance. We will state forthwith 
that Professor Strachan’s book is a good book—comfort- 
ably orthodox, pleasantly written with a scattering of 
superlatives to give emphasis in safe places, bountifully 
illustrated with over 300 illustrations and- 3 colour 
plates, and really well produced with clear type and 
(for these, days) surprisingly good paper. Throughout 
it shows his conviction of the evils of what he terms too 
early interference and of the urge to interfere with even 
the normal course of labour. 

There are nine sections, each of which is much sub- 
divided, and the subdivisions are not numbered. The 
arrangement is unusual and leads occasionally to odd 
sequences. Of much greater importance, however, is 
the fact that no less than 275 pages—over a third of the 
total—are given to description of the normal. This is 
a great accomplishment. Probably the first two sections 
are the best in the book. The student receives detailed 
instruction in the preparation of the patient for, and the 


. conduct of, a normal labour, and there is an excellent 


description of the objects and application of postnatal 
care. The third section, of only 36 pages, is concerned 
with the newborn child and its ailments. Although 
written by the pediatrician to the department, it cannot 
be said to be notably better than similar sections in 
other: obstetric textbooks. Condensation to this extent 
is always difficult. S 


In the treatment of gonorrhea in pregnancy, local treat- 
ment of the infected sites is advised, and in that of con- 
cealed accidental hemorrhage the author gives the impression 
that he has just failed to be courageous enough to exclude 
cesarean section. No fewer than six different methods of 
treatment are described for the management of placenta 
previa, and some of these, surely, are now discredited. 

The assessment of contracted pelvis is essentially sound, 
and Caldwell and Molloy’s classification is criticised. The 
estimate of the value, and lack of value, of external pelvi- 
metry is definite and fair, but Professor Strachan’s views on 
the results of trial of labour are gloomy. The student receives 
excellent instruction on the management of the occipito- 
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posterior position, and. emphasis is rightly put on the time 
of interference. Whereas Kjelland’s forceps do not get 
_ favourable mention, articles of such dubious value as the 

laminaria tent, the gum-elastie bougie, and the solid rubber 
bougie for use in the induction of abortion and labour are 
‘given a place. 7 

The book concludes with a section on the casualties of 
childbirth, and a practical account, by Dr."Robert Drummond, 
of blood-transfusion. 


The criticisms that can be offered are few and unim- 
portant. in relation to the vast bulk of the work, which 
_ received too little praise at the beginning of this review. 


The Acute Infectious Fevers | 5 i 
ALEXANDER JOE, M.D., F.R.C.P.E., medical superintendent, 
City Hospital, Edinburgh. London : J. & A. Churchill. 
1947. Pp. 276. 18s. D 


Dr. Joe’s book, based on his experience as clinician 
and teacher in London and Edinburgh, is primarily 
intended to help the student and young doctor in solving 
the everyday problems posed by the common fevers. 
The author has succeeded in his aim: the clinical 
descriptions are clear, the discussions on diagnosis 


adequate, and the sections on prevention and treatment 


full. From the teaching aspett, the half-tone reproduc- 
tions of photographs, as usual, are not uniformly success- 
ful: those portraying the pock diseases are very good, 


but those illustrating measles are but indifferent guides. 


to the student. Dr. Joe is, throughout, conservative in 


his views and cautious in their expression: in scarlet - 


fever most fever clinicians now deprecate the use of the 
douche-can for flushing the fauces, however gently, 
because of the danger of infecting the eustachian tube 
and thus the middle ear. While the reliability of the 
cough-plate in the diagnosis of pertussis is perhaps 
overestimated, the postnasal swab, of greater value in 
infants and young children who cannot codperate, is 
not mentioned. But such are small points which do not 
detract from the merits of the book. 


A Synopsis of Ansesthesia | 
J. ALFRED LEE, M.R.0.S., D.A., consultant anesthetist, 
Southend General Hospital. Bristol: John Wright. 
1947. Pp. 254. 12s. 6d. 


A GREAT deal of work has gone into the preparation 
of this book; and although it is only of pocket size it 
contains a wider range of factual information than 
many textbooks of anesthetics. Some statements will 
not be accepted everywhere. For instance, the main- 
tenance of an adequate respiratory exchange with carbon 
dioxide -and oxygen is given as the first treatment of 
“ ether convulsions ’’—the old term being retained in 
preference to the current one of convulsions during anes- 
thesia. A rise in blood-pressure and a heart-rate slowed 
to 50 is also regarded as a normal response to cyclo- 
propane, while the use of such high concentrations as 
mentioned in connexion with cardiac arrhythmias has 
few advocates today. In the main, however, this book 
will be found to be a reliable source of reference and a 
quick means of revision. ; 


A Textbook of Dietetics 


(2nd ed.) L. S. P. DAVIDSON, M.D., F.R.C.P., professor 


of medicine, University of Edinburgh ; I. A. ANDERSON, 
M.B., lecturer in clinical chemistry, University of Aberdeen. 
London: Hamish Hamilton Medical Books. 1947. 

Pp. 517. 2ls. : 
THE first edition of this book in 1942 rapidly estab- 
lished it as one of the soundest and clearest treatises in 
this field. The second edition lives up to this reputation 
and the general practitioner and general physician will 
probably find it the most useful work on dietetics now 
in circulation. The fundamentals are treated with 
commendable clarity, and dietetic therapy with lusty 
common sense. Sections from the previous edition have 
been brought up to date and new sections have been 
added on parenteral therapy, the treatment of starvation, 
the use of folic acid, and food policy during the war. 
The authors pay an instructive tribute to the scientific 
guidance so largely responsible for the success of this 
policy. Professor Davidson might also have remarked 
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that a wider appreciation of the teaching in this book 
would have saved the invalid rationing committee, 
of which he is a distinguished member, much unneces- 
sary work, and also economised the time of our legislators. 


The Child-bearing Years 
C. Scorr RUSSELL, M.A., F.B.0.8.E., M.R.C.0.G., assistant 
director, department of obstetrics and gynecology, 
University of Manchester.. Oxford: Blackwell. 1947, 
Pp. 88. 78s. 6d. — a 
AMONG the educational: books now available for the 
lay woman it is pleasant to find one of outstanding 
merit and suitability. Mr. Scott Russell offers the 
woman of average education a good survey of ‘the 


‘physiology of childbearing,. menstruation, and the meno- 


pause. Contained in these chapters is also a short 
description of relevant pathological conditions, and he 
must -be congratulated on his skill in describing these 
without playing into the anxiety of his reader. Many 
of the sections contain just the type of information that 
women require, and this is given in a direct and sensible 
way. 

It is perhaps a pity that in the chapter on breast feeding 
the emotional advantages to mother and child. receive 
no mention. For both mother and child breast-feeding 
is invaluable as a means of education in intimacy and 
loving. With natural easy mothers suckling is indulged 
i but the neurotic woman may all too 
easily lose this natural way of breaking down her 
barriers if these facts are not pointed out to her. 


An Introduction to Bacteriological Chemistry 
(2nd ed.) C. G. ANDERSON, PH.D., DIP.BACT., formerly 
Lewis Cameron teaching fellow, University of Edinburgh. 
Edinburgh: E. & S. Livingstone. 1946. Pp. 500. 20s. 
ALL living cells have the same basal biochemistry, and 
for this reason bacteria can be used for the rapid and 
economical assay of a wide range of biologically important 
substances such as amino-acids and vitamins. Bacterial 
enzymes are capable of performing almost every possible. 
biochemical reaction, and we now know that several 
bacterial toxins, such as the «-toxin of Clostridium welchii, 
are enzymes. These are among the many reasons why all 
students of bacteriology should know something of the 
chemistry of micro-organisms. The present edition of 
this excellent ‘book contains a new chapter on the 
antibiotics and a fresh presentation of the facts about 
growth factors. General subjects such as enzymes and 
colloids and. adsorption are followed by a much larger 
section on the metabolic habits of bacteria, and finally 
there is a clear explanation of modern views on immuno- 
chemistry. It should be said that only an clementary 
knowledge of organic chemistry is needed: to find the way 
in this expanding field of study. e g 


Human Embryology | 
BraDLeY M. Patten, professor of anatomy, University 
of Michigan. London: J. & A. Churchill. 1946. Pp..776, 
45s. l l 

Tais is one of the best textbooks on human embryology 
produced in recent years. Original in style, arrangement, 


- and illustration, it is unusually attractive to read and 


entirely up to date. The illustrations are well produced 
and clarify those aspects of development which the 
student often finds most difficult. The sections dealing 
with the functional significance of developing structures 
are somewhat of an innovation, though perhaps unneces- 
sarily detailed in the case of the central nervous system. 
The story of development is carried well into postnatal- 
life, and developmental defects receive detailed treat- 
ment. It is pleasant to see the sections on development 
of general tissues, such as bone and muscle, placed early 
in the book, instead of being relegated to an odd chapter 
at the end as so commonly happens. A few points for 
criticism no doubt arise—e.g., no reference is made to 
osteoclasts in bone growth; the magnification of many 
of the photomicrographs and illustrations of reconstruc- 
tion models is not stated; and there are a few loose 
phrases, such as the description of the ventral nucleus 
of the thalamus as “‘ a conscious and relay centre.” But 
these are small blemishes in a book of exceptional 
originality and accurate detail. | i 
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Sometime, Never ? 


Or those who returned from the first world war 
to the study of medicine, some did well, and a few 
brilliantly ; but many found it hard to readapt 
themselves to academic life, and either abandoned 
medicine or qualified late. This time it is different : 
men from the Forces have delighted their teachers with . 
their zeal and grasp of essentials ; indeed some who 
were previously the despair of their mentors have 
apparently turned over a new leaf. No single reason 
explains the difference, but it may be largely due to 
three circumstances—improved selection, the changed 
character of Service life, and the grim times in which 
we live. Of recent years the medical schools have 
come to recognise that students are best selected not 
simply by examination but also by their. background, 
personality, and interests ; and this lesson has been 
applied effectively to the returning Serviceman. 
Secondly, the war of 1939-45 being largely mechanised, 
many were continuously schooled in scientific or 
near-scientific subjects and never lost the knack of 
learning ; and at the same time they were not sub- 
jected to the unremitting and disturbing strain of 
trench-warfare which their fathers suffered. Finally, 
neither during nor after the late war was there any 
propaganda along the lines of “ a land fit for heroes ”’ ; 
men in the Forces never lost sight of the fact that 
what they wanted they must work for; and if, on 
their return, a reminder was needed they found it 
in our national poverty and the continued inter- 
national uncertainty. When they began their studies 
ex-Service students often found that they had lost 
the “ blotting-paper’’ memory which is so well 
rewarded in examinations; but they have brought to 
‘their work maturity and judgment, and a determina- 
tion to make the most of their opportunity. In some 

_ schools—partly because of their application and partly 
~ because, many are married—they have not engaged 
much in outside interests; while in. others their 
influence has shifted the centre of student social 
. activities from athletics to more staid recreations such 
as music and drama. The younger student is gaining 
much from the older. 

The inference for peace-time is not certain. Most 
medical educators favour a break between school and 
university, which they say promotes the maturity 
essential if the student is to benefit fully from his 
subsequent training. It may be reasoned, too, that 
the interval provides a much-needed rest before 
starting on the last six years or so of an education 
that has already been proceeding for ten years or 
more. And again it may be argued that since the 
medical student and doctor meet people principally 
as patients, candidates for medicine require an 
interval in which they can get to know healthy 
humanity. These are all valid contentions, and 
though such a break can be bought only at the price 
of reducing the working life of each doctor ! there will 
be a case for insisting on it when the shortage becomes « 


1, Lancet, 1947, i, 375. 
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less acute. At present: it is scarcely a matter of 
choice: during the next few years, the medical | 
schools’ preoccupation with ex-Service students 
will necessitate the deferment of many younger 
men, who will thus first enter the Forces. But it 
would be a mistake to feel confident that during their 
service these youngsters will develop the same sturdy 
qualities as did the war-time Serviceman. During the 
war our soldiers, sailors, and airmen were sustained 
and united by a clear purpose, for whose achievement 
they submitted to a discipline which was often largely 
self-imposed and which now rewards those who 
returned. But the incentive of victory has gone, 
and no other strong incentive has taken its place. 
Even among the men who had done the fighting, the 
end of the war brought schism and bewilderment in 
place of unity and determination. And if this happened 
among those who had shared a common experience 
and reached a common goal, it is still more apparent 
among the young men who, having had no hand in the 
war, are thrust direct into the demoralising environment 
that is the usual portion of any occupying force. 


THE SCHOOLS’ PART 


Doubt about the future is apt to be a grave dis- 
ability ; and during their period of national service 
men with a planned career ahead of them may be 
expected to fare better than those with none. Here 
then we should welcome the enlightened practice of 
the Liverpool school in promising admission after 
deferment and national service to selected candidates, 
subject to satisfactory conduct. 

In considering how best to_help these young men, 
the schools might also overhaul their system of 
selection. At present they can accept only between 
a tenth and a quarter of all applicants ; but many of 
these candidates, uncertain of acceptance at any, 
apply to several, and sometimes indeed to all, schools. 
For the schools this means that, after careful delibera- 
tion, a student is selected who may later announce 
that he has been offered a place elsewhere which he 
prefers. For the candidates these multiple applications 
involve loss of time and -sometimes the strain of 
sitting examinations imposed by the individual schools. 
The Royal Free Hospital school of medicine has 
decided to abolish its entrance examination, and others 
may do the same; but those schools that value an 
entrance examination might, like the public schools, 
at least accept a common one. The confusion caused 
by multiple applications could be ended: by having a 
central register, on which all intending medical students 
would enter their names. A year ago we suggested ? 
that the control of this register should be in the hands 
of a standing committee of deans, representing every 
school of medicine ; and we return to the proposal 
in the belief that such a committee could be useful 
in more ways than one. 

Except for the management of the TN this 
body should, we suggest, be purely advisory and 
consultative. In the first place it could deal effectively 
with some of the problems confronting the individual 
schools. For example it is feared that the increase in 
Treasury contributions, through the University Grants 
Committee, may presage interference with the running 
of the schools; and the committee would be well 
placed to detect and ward off any attempts in this 


2. Ibid, 1946, ii, 305. 
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direction. Then again the effort at some schools to 


`: increase the output of graduates in anticipation of 
increased demands under the National Health Service 


Act is frustrated by refusal of requests for beds and 
buildings ; 
weight by the committee. 
valuable of all its functions would be the pooling of 

experience in teaching. Medicine is compounded of 
many subjects, whose importance is assessed differ- 
ently at each school.. Nothing would more certainly 
damn medical education to a uniform low level than 
- iroming out these differences by ukase: the schools 


- must be free to organise their curricula according to local © 


taste and talent, subject only to reasonable minimum 
standards. But the negative duties of the General 
Medical Council might well be balanced at the positive 
_ pole by a body which set itself to pick out what is 
best in each school and bring it to the attention of 
others. In the past year different schools have set 
up new departments in social medicine, industrial 
medicine, medical statistics, rheumatology, and other 
special subjects. As is shown in the article by Professor 


ARNOTT and his colleagues. which appears on another- 


page, at least one of these departments can stake a 
claim to a regular place in student training. Experience 
should be shared as it grows ; and a council of deans, 


STUDENT HEALTH 
‘Pror surveys of students at Oxford, Cambridge, 


Sheffield, and Bristol have revealed a disturbingly large — 


number of minor and remediable disabilities and some 
serious illness among them. At a conference on student 
health in British universities and medical schools, 
arranged by the Nuffield Foundation and held at Oxford 
on July 8 and 9, students were reported to suffer mainly 
from minor defects of eyes and teeth, and mild skin 
disorders. Some needed advice on the management of 


cardiac, digestive, or TO conditions ; and 15-30%- 


had minor anxieties most of which were relieved by 
explanation and reassurance. In the Oxford survey, 
15% of all students were deemed to need treatment 
before the end of term, and another 40% needed treat- 
ment which could safely be postponed to the vacation. 
Routine X-ray examinations of the chest were. made 
at the universities of Oxford, Cambridge, Bristol, Wales, 
and Belfast, and at University College, London, and some 
of the London medical schools. In every case examples 
of active tuberculosis and openly infectious pulmonary 
tuberculosis were found, usually at a stage early enough 
to give good prospects ‘of recovery. It was noted at 
the conference that though isolation of infectious cases 
from a closed or partly closed community is an essential 
public-health measure, at present a medical officer of 
health may know of student cases: without having 
permission to inform the college authorities. 
Studies of social conditions affecting the health of 
= students in Edinburgh, Leeds, and Liverpool brought 
complaints of the scarcity of, accommodation and the 
poor quality of the midday meal. Prof. F. A. E. 
Crew, F.R.S., reported that, at Edinburgh, 35% of men 
and 42% of women students wore glasses. Four days’ 
illness a year per student might be expected ; and a 


quarter of the men and nearly a third of the women had. 


an illness last year which caused them to go to a doctor ; 

the average duration of these illnesses was 16 days. 
He found that 74% of medical students and 64% of all 
other students were in favour of compulsory medical 
examination after admission to the university. The 
principle of compulsory health examination is fully 
accepted in the United States, and routine examinations 
of this kind ensure that all discoverable handicaps can 


STUDENT HEALTH 


here, too, the case could be put with 
But perhaps the most 


‘compulsory examinations show health 
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more comprehensive and with more official standing, 


than the committees and groups already in existence, 


is the proper body for the exchange. It might seem 
that to place this burden on such a council is 1 unneces- 
sary, since each school must surely learn unofficially 
of its neighbours’ progress. Unhappily this is not so. 
Though each ‘school is eager to make the most of - 
its own resources, few have had, or have taken, the 
opportunity of measuring their achievement against 
others’. Deans are already overworked in adminis- 
tering their own schools and in fulfilling duties related 
to their chairs. - This has been acknowledged in some 
schools by the appointment of a full-time dean ‘or 
‘administrative officer, or of a subdean, or by starting 
rotas in which each professor bears the burden of 
deanship in turn; and, if the proposed committee is 
to be virile and active, deans everywhere must have the 
help of whole-time officers to relieve them of routine. 

The duties of the medical schools in training 
students are, broadly, to pick the right men and 
women ; to train them as fully as possible; and to 
supply the country with suitable gra duates in’ the 
required numbers. In.each of these functions the 
schools can help themselves and each other by 
sending their representatives to meet round the 
committee table. 


be treated, and that conditions like pulmonary tubereu- 
losis which endanger both the patient and his companions 
do not go undetected.. Information gained from such 
and sickness 
tendencies accurately, and make possible comparative 
studies in different universities. : | 

Several universities which already have student 
health services contributed their experience. It was 
agreed that sick-bays in colleges and hostels, attended by 
a whole-time or part-time nurse, are needed ; and beds 
in or associated with a hospital, where cases can be fully 
investigated. 

Various estimates, ranging from 450 to 1000, were made 
of the number of students whom a single whole-time 
physician can be expected to examine. He needs secre- 
tarial help and X-ray facilities. From July, 1948, the 
cost of treatment will be covered under the National 
Health Service. The conference -resolved that a full 
student health service should be provided for all university 
students, and that provisions for the care of sick students 
should be improved. Every university, it was held, 
should appoint at least one whole-time physician, and 
where necessary other whole-time or part-time doc tors ` 
to help him. The physician should have adequate 
accommodation, equipment, and secretarial and nursing 
help. A subcommittee is to consider a design for a 
standard record card. A further conference is planned 
for 1949, and in the meantime an interim codérdinating 
committee has been appointed, the secretary being 
Dr. R. W. Parnell, of the Institute of Social Medicine, 
10, Parks Road, Oxford. 


ASHRIDGE 


A CORRESPONDENT draws attention to the ainena of 
Ashridge Park and its advantages as a meeting-place. 
No medical body, he says, has yet made use of it in the 
same way as the Magistrates’ Association or the National 
Council of Social Service. Yet the house is well adapted 
for the purpose of conferences, .and the grounds are 
famous. Standing on the borders of Hertfordshire and 
Bucks, Ashridge is now owned by the National. Trust, 
which is doing so much to preserve the beauties of 
‘England. Near at hand is Cliveden, with the Canadian 
Red Cross Memorial Hospital at Taplow, whose specialty 
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is to be the promotion and advancement of research 
into cardiac rheumatism in childhood. Not far away, 
too, is Stoke Mandeville, with the Ministry of Pensions 
hospital for paraplegics. Ashridge itself is no longer a 
hospital, but it would be a convenient place for a 
gathering of medical men or hospital people, such as a 
regional board or newly constituted board of governors 
of a teaching hospital. Here they could get to- know 
one another in pleasant surroundings. 


A CAMP FOR CRIPPLED PEOPLE 


CAMPING for pleasure is usually regarded as a pursuit 
for the active. At “ Woodlarks,”’ near Farnham, it has 
been. shown that even severely disabled people can 
enjoy the chief pleasures of camping—the open-air life, 
picnics, camp-fire parties, nights under canvas, and good 
simple food. This camp is specially planned for them, 
' and its success depends on the work of large numbers of 
willing helpers. As the annual report notes: ‘‘ If there 
are too few they become fully occupied with the chores 
of the camp and have neither the time nor the 
inspiration to do all that might be done.” 

At a camp held in August there were 25 crippled 
girls and women and 45 voluntary helpers, 22 of whom 
were rangers in the Girl Guide movement. The cripples 
were very severely handicapped, most of them chair 
cases unable to walk at all, and one at least in a spinal 
carriage. Many of them spend the rest of their year 
in homes and institutions for helpless cripples, their lives 
narrowed to the tiny orbit of the ward’s day, their minds 
impoverished by lack of any sort of stimulus. This 
camp has become for many of them the chief event of 
the year, with an effect long outlasting the ten days 
actually spent at Woodlarks. Friendships are made here 
and carried on by correspondence until they can be 
renewed again, new interest in country things can be 
developed by reading during the winter, and, perhaps 
most important of all, since they are encouraged to 
help themselves, many cripples learn to increase their 
range of movement and physical power. Two, at least, 
who had not walked before learned to stand and take their 
first steps in the camp. 

Woodlarks was founded in 1930 by Lieut.-Colonel 
M. R. Strover and his wife, who with their children 
are the moving spirits in running and maintaining the 
camp. The large site lies off a wooded ferny hillside 
facing a fine stretch of country. Paths and roads, made 
chiefly by rover Scouts, wind through the woods and will 
easily take wheel chairs (plenty are kept in stock) and 
spinal carriages. The crippled campers can thus be taken 
_ on country excursions and on expeditions to neighbouring 

_ gardens, can go blackberrying, and can watch birds and 
animals.. A swimming-bath, made from discarded 
“ static water.” tanks, is in the process of construction. 
Friends of Woodlarks go down to spend strenuous week- 
ends in welding and riveting, and the result promises to 
be very good. Many cripples are able to swim, and more 
to enjoy bathing. In the evening campers join in songs, 
competitions, and games round the fire, or if the weather 
is wet hold parties indoors. 

The buildings are simple, solidly built in brick with 
good windows. A large dormitory, able to take 25 
cripples who have not gained their doctors’ permission 
to sleep in tents, has folding windows down the whole 
‘length of one side. -This room and the dining-room 
both have good hearths. The lavatory block is specially 
well designed. In the water-closets pans of various 
sizes and heights have been fitted, and each is flanked 
` by a pair of wooden arms to help the user to rise from the 
seat. Each water-closet has a wide door and is large 
enough to allow a wheel chair to be brought in and 
turned. Ample baths, wash-basins, and hot water are 
provided. The first-aid room, with a bed for casualties 
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or suspected cases of infectious disease, is put | in charge 
of a nurse or doctor among the helpers. 

The kitchen is outdoors with a pent-house over it to 
protect the fire from rain; for the cooking is done as 
it should be, over an open fire. This is built in a long 
narrow brick trough, across which iron rods are laid to 
support the cooking-pots. 

Ten-day camps are run steadily from May to Sep- 
tember, camps for boys alternating with camps for girls. 
The report emphasises that the camp is run for severely 
handicapped people, and a visit is enough to show that 
this is no polite boast. But strangely enough it is 
always easier to persuade badly crippled girls to come 
than badly crippled boys. Crippled boys have often 
become too dependent on their womenfolk, and fear to 
trust themselves to an all-male camp, though the helpers 
are able and practised : the girls, of course, can count on 
the care of women; ‘but they seem in any case more > 
enterprising. Family doctors, it is found, are ‘often 
over-cautious about advising parents to send their 
crippled children. A doctor’s letter saying ‘I don’t 
think he is too severely disabled to come to camp ” 
generally precedes the arrival of someone almost too 
lightly handicapped to be accepted. The best testi- 
monial to the value of the camp comes from the cripples 
themselves, who, once they have visited it, return year 
after year. , 

Before the war Colonel and Mrs. Strover used to run- 
toy-making classes at the camp once a week for neigh- 
bouring cripples; and the toys made were exceptional 
in design and workmanship. Now they hope to extend 
this plan by running a residential training course in toy- 
making. Two gardeners’ cottages on the camp site have 
been bought to ‘house the staff and those in training, and 
a large airy workshop is to be built; but funds are 
needed. Woodlarks is built on voluntary subscriptions 
and gets no grants at present: it is too small to qualify 
for some, and the training scheme, being still unproven, - 
cannot as yet claim others. Nevertheless it is doing 
remarkable work, the value of which doctors in charge 
of institutions for the crippled can well appreciate. Those 
who wish to support it should write’ to the hon. treasurer, 
Woodlarks Camp Site Trust, Farnham, Surrey. : 


FAREWELL TO THE I.M.S. 


THE Indian Medical Service was formally dissolved 
on Aug. 14, and in the letter of retrospect and farewell 
which he has sent to every officer Lieut.-General R. 
Hay, the director-general, summarises the history of the 
service since 1612 when John Woodall was appointed 
the first surgeon-general of the East India Company. 
“ As I pen these words to you,” he writes, ‘‘ the service 
is being wound up and its members are dispersing. 
Some of us will find new careers in the service of the 
Crown, in the health services at home, and elsewhere 
in the British Commonwealth. We know that their 
service here has fitted them to contribute generously to 
their new tasks. Our Indian members will be completely 
absorbed, with some of their British colleagues, in the 
two new Dominions. .To them in their new sphere 
and to those who will work with them, we hand on our 
torch.” ` 


Prof. E. C. DODDS, F.R.S., has been elected master of . 


_ the Society of Apothecaries of London. 


Prof. N. HAMLTON FAIRLEY, F.R.S., and Prof. J. H. 
GADDUM, F.R.S., have been appointed peer of the 
Medical Research Council from Oct. 


Sir THOMAS CAREY Evans, former medical superinten- 
dent of the Hammersmith Hospital, died on Aug. 25 at 
his home in Wales. We also regret to record the death 
on Aug. 16 of Dr. ELLIOTT C. CUTLER, professor of surgery 
at Harvard and a companion-in-arms of British surgeons 
during two wars. 
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PERIPATETIC NUTRITIONIST 


= UP OTHER STREETS 
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; 


Some start their medical training with a definite aim. 


These, who are not many, are mostly men and women whose 


career is already decided—for example, the pure scientist who has found that his researches demand more than a nodding 


acquaintanceship with medicine, and the barrister who seeks to specialise in medical cases at the bar. 


For others — 


qualification brings a bewildering choice of paths. Which to take? We print below articles by four contributors who have 
answered the question to their own satisfaction, and so have at least warded off the boredom which one of them stigmatises 
-as ‘“‘ perhaps the most exhausting circumstance in human affairs.” 


PERIPATETIC NUTRITIONIST 


A MEDICAL specialist in nutrition hates to be called a 
“nutritionist? in case he is mistaken for someone 
trying to sell vitamin capsules or breakfast cereals. He 
likes to think of himself as engaged in a branch of 
preventive medicine, although as a rule he has no special 
qualifications in public health. Broadly, his job is to 
try to find answers to the recurrent question “ Are 
people getting enough to eat? °” This question has come 
up repeatedly and urgently in many places, during and 
since the war. Consequently there has been a good deal 
of travel to be done by one, such as myself, working in 
this specialty. Sometimes the journeys have been far 
from dull. 


I remember struggling in the blackout with a large belt- 
driven -centrifuge of antique design, attempting to get a 
foothold on a jam-packed night train to Scotland... 

I remember a philosophic discussion in the Conservative 
club of a Welsh mining town with the Socialist city fathers... 
- On Christmas Eve, in convoy off Sicily, the chief engineer 

hung a stocking on his cabin door, hopefully including an 
empty bottle of Johnnie Walker... 

Down the long dusty road from Teheran to the sea we ran 
head-on into a whole tribe of migrating Kurds—a pande- 
monium of sheep, goats, and children, mingled with the shrill 
cries of women... _ | 

At the U.S. Army airfield on the Persian Gulf (temperature 
105°F ), I asked a pilot, ““ Where are you heading ?”” “ Cairo.” 
“Any room?” “ Why sure, climb right in Ot is ; 

Crawling along on the night train to Marseilles, in the last 
winter of the war, my Canadian colleague heated up a can of 
C rations and afterwards opened it, spraying everything with 
pork and beans... oe 
-7 Later there were frequent flights about Europe, mostly in 
Dakotas of varying decrepitude ; on one such trip a kindly 
major-general spent the time showing two small children 
. how to vomit into paper bags... 

"Some views from the-air are not easily forgotten: the 
Bavarian Alps, Corsica, the Bay of Naples, and the mountains 
of the Peloponnese ... 

On the reconstructed narrow-gauge railway from Sarajevo 

to Belgrade the train wound painfully up the mountain to a 
point where there was a sheer drop of a thousand feet down 
to the Drina River ; here the ticket-inspector apologised to us 
in French: “ We have to go slowly here; track still bad ”. . . 

On a ploughed field outside Budapest we waited, sheltering 
from the rain, under the wing of the R.A.F. plane that had 
brought us in. After an hour or so, two Russian N.0.0.’8 
showed up, with a supposed list of passengers ; this was 
solemnly read over in Russian. To be on the safe side, all 

the passengers answered “ Yes” in unison, as each name was 
called. The inspectorate seemed amused by this and we were 
allowed to depart for the city without further formalities ... 

Then there was a nightmarish voyage to the States on the 
Queen Mary, with 2000 c.1. brides... 


This job has a lighter side which compensates for some 
longish spells.at an office desk. 

In fact, the job involves a good deal of office work. 
To arrive at a fair estimate of a community’s nutritional 
state it is necessary to study its food consumption. The 
- current ration scales may tell you a great deal or nothing, 
according to the extent of the free, grey, and black 
markets. Certainly if the overall food-supplies provide 
a retail average of 2500 calories a head daily, or 
more, it is most unlikely that there will be anything 
seriously wrong; just as the presence of a measurable 
amount of vitamin C in the plasma excludes the diagnosis 
of scurvy. Then there are often long lists of food imports, 
to be worked out in terms of nutrients per head of 
population daily. A reliable dietitian is an invaluable 
help with this. In point of fact it is quite entertaining 
to divide so many thousand tons of wheat by so many 


of community in different climates ; 


million ` people, and find out how many calories each 
should get. Just occasionally one is rewarded by finding 
a displaced 0 in the previous calculations of other people. 
But such armchair analysis does not answer the basic. 
question, ‘‘ How is the nutritional health of the people ? ” 
The only way to find this out is to go and look for yourself. 

Ideally, the way to set about investigating the nutrition. 
of a population is to move in with a team, complete with 
mobile laboratory, technicians, statisticians, dietitians, 
and so on. First of all an adequate sample of the popula- 
tion is selected by scientific sampling methods; then 
the next thing is to collect detailed medical, biochemical,. 
social, and economic data on all the individuals com- 
prising the sample. This method is fine for the long-term 
study of nutrition in stable communities in peace-time ; 
but it was difficult under the confused conditions which 
often confronted UNRRA in post-war Europe. For one 
thing, elaborate data take time to collect and even longer 
to analyse; when eventually they get to be written up, 
the situation has probably changed and their interest 
is academic. In any case, we could never have attempted 
anything of this kind, if only for the reason that there. 
were never enouth medical officers trained in nutrition 
to cover the whole vast field of UNRRA’s operations in 
Europe. 

But one medical officer, on a temporary visit. to a 
country, can learn a surprising amount about the overall 
state of nutritional health. First, it is worth listening 
to the doctors on the spot; they may know the current 
death-rate and.infant-mortality rate. Have they seen 
any famine-cedema or scurvy ‘lately? Someone has 
probably thought of collecting repeated weight measure- 
ments on children in schools or feeding centres. The 
next step is to look for the worst—in hospitals, orphan- 
ages, schools in slum areas, or devastated villages. After 
that it is a good thing to examine as many people, of 
different kinds, as time and opportunity will allow. A 
quick inspection of the face, eyes, mouth, and extremities 
will reveal most of the clinical signs that are apt to be 
associated with underfeeding and malnutrition. This 
method is not scientific and does not pretend to be, but 
it was sufficient to provide rapid answers to most of 
the nutritional questions which previously had been 
surrounded by a fog of uncertainty in London and 
Washington. 

Last year, in the months. before the harvest, there was 
a potential food crisis in Europe. The grim prospect of 
famine in parts of Greece, western Yugoslavia, Vienna, 
and perhaps parts of Poland seemed a definite possibility 
in the early spring of 1946. But, thanks to the huge 
volume of foodstuffs imported by UNRRA, these famines 
did not occur. In fact, in the UNRRA-aided countries 
generally the state of nutrition as we observed it, though 
often tragic enough, was nevertheless better than we 
had dared to hope. I encountered real famine only once 
—at Belsen concentration-camp. There I had the privi- 
lege of being associated with ninety-six medical students 
from the London hospitals.: In any similar chaotic, 
desperate situation, I would always ask for the help of 


a hundred students rather than a hundred doctors. 


Nutrition as an established part of public-health 
practice is still in its infancy. Unfortunately it lacks the 
precise methods of epidemiology ; one cannot compute 
the total number of underfed persons in a community. 
All that can be said is that some are obviously well and 


- others obviously malnourished or underfed; but there 


is usually a very large intermediate group, whose nutri- 
tional status cannot be defined precisely with existing 
methods. More research is needed: to develop better 
techniques for assessing this group; more must be 
learned about the true nutritional needs of different types 
better ways of 
estimating indigenous food production are required. 


- 
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But, given the research and the men to carry it out, 
there is no reason why the business of feeding populations 
should not ultimately become a rational science and a 
respectable branch of preventive medicine. , P, 3L 


THE ACADEMIC PATH 


HavinG had good luck, good health, and good friends, 
I have become (as I wished) a whole-time clinical professor. 
Let me try to give some account of the path I travelled. 

From the faculties of science and medicine of an 
ancient and populous university, I secured the honours 
degrees which convention requires in mentors. More 
important, I gained the absorbing and sustained interest 
which converts apparent drudgery into a continual joy 
and pleasure. Most medical men work long hours com- 
pared with the generality of mankind, and this is certainly 
true of those who follow the academic pathway. (I have 
yet to meet a senior medical teacher who does not 
habitually spend most bf his working hours in professional 
duties and who does not take home with him at night 
and at the weekends a formidable assignment of home- 
work.) But much of the work is creative in the sense 
that it consists in the devising of a new administrative 
or teaching scheme, the evaluation and analysis of 
research data, or the writing of a monograph or article. 

However, the secret of diligence is interest; ifone really 
enjoys work, it ceases to be an effort and becomes relaxa- 
tion. Boredom is perhaps the most exhausting circum- 
stance in human affairs; indeed, acynic once said that the 
chief aim of life was to pass the time between birth and 
death. Viewed from this angle academic medicine is 
a most satisfying career in that it provides an infinitude 
of duties, problems, and opp 
Perhaps the most important function of university 
education is to teach what is not hnown—that is, to 
inculcate lively curiosity into the minds of its graduates, 
to train them not only to apply knowledge but to be ever 
watchful for new knowledge, and to be ready to discard 
or amend the old in the light of the new. 

An all-too-brief period in general practice, partly in a 
prosperous rural area and partly in a mining area during 
the depression, afforded some insight into the daily 
problems of the general practitioner. There then followed 
spells as house-surgeon and house-physician. The vital 
step was taken when [ was appointed to a registrarship 
ina teaching hospital. Nowadays many of these posts 
are full-time and carry a bare subsistence stipend, but 
at that time they were purely honorary and a living was 
made in a variety of ways—partly by coaching, and 
partly by work in pathology with research scholarships. 
_ This latter activity constitutes a most essential part of 

the training of the academic clinician. Several years of 
part-time work in one of the basic sciences, such as 
physiology, biochemistry, or pathology, mould an attitude 
of mind and an approach to clinical problems without 
which sound teaching is probably impossible. For me 
this work was partly routine but mostly research; in 
small measure productive, in larger measure unproductive 
in that no publications ensutd; but all beneficent in 
that it taught techniques of observation and measuring, 
gave practice in the statistical treatment of data and 
deduction therefrom, and, above all, inculcated the urge 
to ‘‘ find out.” Coaching for 3rd M.B., for “ Finals,” and 
for Membership, both individually and ‘in classes, provided 
practice in the art of exposition and a working stock of 
factual data; while the much-needed cash-returns operated 
as a sensitive index of one’s markct value as a teacher. 

At that time there were few whole-time clinical 
appointinents, and further advancement lay along the 
lines of election to the honorary staff of a teaching 
hospital and the development of consulting practice—a 
prospect satisfying enough but giving all-too-little time 
for the more elaborate forms of research. Into all this 
came war, altering completely, as it did for all of us, the 
tenor of life. A prior undertaking relieved me of any 
decisions; immediate mobilisation with early posting 
. on foreign service followed. In retrospect it is possible 
to realise that war service had a certain educative value. 
It brought the opportunity to practise tropical medicine, 
and the necessity, in the absence of better qualified men, 
to do one’s best in infectious diseases, psychological 
medicine, dermatology, and, in times of battle, in 
anzesthetics and even in surgery. Emotionally it cer- 
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tainly extended the range of experience ; it brought the 
bitterness of long exile, the crises of acute physical fear, 
the communal joy of military success, and finally the 
harrowing sight of a proud enemy beaten to his knees, 
his cities reduced to rubble. Educationally war brought 
peculiar opportunities in that I shared extensively in the 


training of medical specialists, the basis of which was a 


3-6 months’ course of instruction in a military hospital. 
After demobilisation I had a generous welcome on 
returning to my old school; and some months later I 
was elected to a whole-time chair, where my duties 
comprise (to paraphrase the articles of appointment) 
conduct and general arrangement of teaching in medicine ; 
care of patients in the teaching hospital; and the stimu- 
lation, direction, and personal prosecution of research. 
These responsibilities have been greatly lightened by 
the friendly and sustained help of new colleagues. 
Mine is a story devoid of the unusual or the ‘glamorous 
but, of its kind, typical enough to illustrate one of the 
prospects in the wide ambit of medicine. W. M. A. 


IN A COUNTRY PRACTICE 


TURNING over the pages of the illustrated weekly 
before putting it in the waiting-room, I found a repro- 
duction of Sir Luke Fildes’s Zhe Doctor. The caption 
proclaimed that “ this celebrated picture is being used 
by the United States authorities for a new issue of 
stamps ’”’; so our American cousins must ‘still have a 
warm heart for the general practitioner of fifty years ago. 
Today, especially in the urban areas, his work is weighted 
with monotony, but gone are the days when most of our 
profession are engaged in purely clinical work. 

After ten years in a country-town practice I feel justi- 
fied in replying to those who were fellow students and 
who had said I would be just a jack-o/-all-trades. It was 
well worth while to do a string of housc-appointments 
so as to be suitably prepared for the kaleidoscope of 
rural practice. There is still charm in the variety of the 
work, not only in its clinical aspect but also in 
the versatility needed in dealing. with the domestic 
sphere—from the terse orders to the half-witted stone- 
breaker to the advice proffered to the elderly dowager ; 
from the urgent emergency of the perforated enteric to 
the patient encouragement of the hemiplegic convales- 
cent; from the recipe for beef-tea to the supervision 
of a penicillin infusion. 

The major part of the work is plain general ‘practice ; 
the town is small, and two-thirds of the patients are 
beyond the outskirts. At hand we have a cottage- 
hospital where two of us perform such surgery as can 
be accomplished without a pathologist and radiologist 
in daily attendance. Our half-dozen colleagues are all 
members of the hospital staff and care for their own 
patients while warded. Thus we each attcnd our own 
more seriously ill patients unless they require special 
investigation at a larger hospital. The interest from this 
uninterrupted supervision is a great stimulus to keep 
up to date. This being a very rural area, most of the exan- 
themata are nursed at home; but the fever hospital is 
resorted to when home conditions are questionable. 

There is a privately run maternity home in the town, 
where those who lack the necessary help at home can 
be confined. A personal bias to home nursing means 
that most cases are still attended in their own beds, with 
the conscientious help of the Queen’s nurse, or perhaps. 
of one from the ‘‘ Co-op.” The professional bond under 
such conditions is much firmer than where the child is 
manipulated in the antenatal and delivered in the 
maternity department and weighed in the infant-welfare 
clinic, before being passed on to the education authority 
for medical supervision. The town has all these services, 
but they are not largely used except of economic 
necessity. 

Consultants’ advice may be obtained through the local 
authority, or at the neighbouring general hospital, or 
at the patients’ private whim. There has been no occasion 
when patients have not had the chance of the best advice . 
locally or more distantly; if they had their doubts, 
they presumably changed their doctor. The difficulty 
of transporting urgent pathological specimens is now 
more easily solved; many times a full round has been 


interrupted by a thirty-mile journey with a culture 


incubating in a waistcoat pocket. 


` 
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=~ The peace-time emergencies in the country are those 

of the farm, the river, and the road. Pliers have been 
needed before now to rescue a fractured sternum from a 
truss of hay in a baling machine; and winter storms 
have necessitated wading to the waist in the fast-flowing 
floods to reach a pneumonia. 

The interludes allow time for professional meditation. 
Why had we to await the outbreak of war to prove the 
merits of black-currant tea? Should not the cottager’s 
faith in the raspberry leaf at her confinement have 
suggested an earlier search for the active principle ? 
While many country remedies are apparently useless, 
. others are not, though they have yet to reveal their 
_ secrets to the biochemist. How long was the submerged 
root of the willow gathered before the synthesis of the 
salicylates ? The little girl fondling her pet lamb had her 
peculiar ‘‘ stye ”’ elucidated when our veterinary neigh- 
bour told of attending a ewe with vaccine. Medicine in 
such surroundings recalls that nature is still mistress of 
much that we claim to rule. You need to be abreast of 
recent work, though the incentive can readily be lost in 
the placid environment: perhaps it was only the daily 
press that helped me to spot the early poliomyelitis the 
other evening. You need a fairly large medical library 
at your elbow ; and you look to the medical journals for 
tactful reminders of current views and for original 
articles on recent work. : l 

In this sad new world an observant eye must be kept 
on the trend of medical reconstruction. Do we not find 
that the General Practitioner Obstetrician is to surplant, 
the Family Doctor? But, surely, human nature will be 
much the same, and the sick body will still look for 
individual care. It is still true that the patient gets the 
doctor he deserves. gq. M. LL. 


A WANDERER SPEAKS 


WHEN one day at the old ‘‘ King’s ” in Portugal Street 
a contemporary H.S. said, ‘‘Sammy, I’m going to join 
the Navy ; you’d better come along too,” I little thought 
that that was the peginning of a roll which, in spite of 
the old adage, has resulted in the gathering of many 
mossy memories and experiences, if not of fame and 
fortune. | 

I think a policy of carpe diem, a little unusual perhaps, 
must have been mine in the Navy, for during my first 
commission on the China Station, in addition to learning 
to shoot, I wangled a long leave to Peking. I shall never 
forget how enormously impressed I was by the work 
done there by the London Medical Mission—there’s 
another very worth-while suggestion, incidentally, for 
novices shivering on the brink of professional Jife. This 
was followed by an even longer leave with the avowed 


object of ‘‘ exploring and reporting on the hot springs of 
But it led me all over the. 


Japan.” What a nerve! 
Islands before they were hopelessly westernised. Finally, 
by paying a bit extra, I came home via Canada, Niagara, 
and New York. This was followed by two years in a 
boys’ training establishment, where one had the experi- 
ences of starting and running a pretty successful ship’s 
magazine and of training racing cutters’ crews. 
¢ During a South African commission, again, one long 
leave to the Victoria Falls, Kimberley, and Mafeking ; 
another through the big-game country to Nairobi and 
Naivasha; and a third into German South West Africa 
were obtained before World War I clamped down on 
such delights. 
experience of deep-sea diving and can appreciate the 
intense pain in the ears from too sudden compression. 
I also went away for a week or so in a Durban whaler 
and, by way of contrast, worked as a labourer picking 
fruit on a large farm and also in the Cape vineyards. 
During World War I I was seconded for a year to the 
{then) R.N.A.S. and did a little flying—never solo—over 
Mudros and the #gean. Around 1919 I was in a small 
hospital ship up the Dvina, where we were engaged in 
protecting the Russians from the Bolsheviks! This led, 
alas, to initiation into the attractions of black-marketing, 
and (to my shame) I learnt a bit of the trickery of the 
fur trade. Incidentally, the little ship was posted as “‘ lost 
with all hands” on the way home across the North Sea; 
but this was an exaggeration. Other happy little jobs 
came my way, such as that of medical officer to the 


British Olympic teams in Antwerp in 1920. I even got | 


A WANDERER SPEAKS 


Whilst on this station I had a little 
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a kick out of being M.O. at the Naval and Military 


Tournament. , l 

My first post-Navy venture was an ill-fated cinemato- 
graphic expedition into French West Africa, after 
cannibals, pigmy tribes, wild beasts, and what-not. 
Alas, funds failed and we never even made Timbuktu. 
I worked my passage home to Cardiff with a small 
monkey, Zuzu, as my most cherished possession. To 
liquidate debts I was in a cable ship off the west coast 


of South America for three years. Apart from trips up 


the Amazon and to the Paulo Alfonzo Falls—funny how 
waterfalls have always attracted me—and a spot of 
practice on a convict island, this was dull going, and it 
was almost criminal error on my part not to get home over 
the Andes and up the east coast. It led, however, to 
the next dozen years or more in the Merchant Service 
proper, with voyages 'to North and South America, 
China, Japan, India, Australia, and New Zealand; to 
say nothing of many cruises round Europe, the Near East, 


- West Indies, and other parts. 


In spite of Dr. Brett Young’s scathing remarks—it is 
in his Jim Redlake, I think, that he characterises the ship’s 
surgeon as a slovenly, elderly man with a scurfy coat- 
collar and a breath heavily charged with whisky and 
orange-peel—there is much to be said in favour of ship’s 
doctoring, especially for a bachelor. I believe that the 
much-discussed ‘‘ status of the ship’s surgeon ” is still 
steadily rising. But he may as well disabuse his mind 
right now of the idea that it is possible to ‘‘read ” on 
board. Another fallacy is that a ship’s surgeoncy is 


more or less a sinecure. A modern ship is often a mass of 


machinery, and the doctor who has charge of the 
thousand souls or more on board with three or four infec- 
tious diseases, a couple of confinements, and an appendix, 
is not devoid of responsibility. The fact that he has 
no cares of house or car or domestics and almost no 
night work or bad debts is on the credit side. There are 
undoubtedly debits, including. perhaps a superficiality 
of professional outlook. Many might not care for the 
uniform or the discipline, or for the dictum tha 
passenger is always right.” And one does weary of mealing 
with actual or prospective patients. But the ship’s 
surgeon certainly learns to exercise an infinity of tact and 
judgment, and (among other things) to embalm! 
Incidentally, I once tried for a few days keeping my 
watch in the stokehold in the tropics, and learnt some- 
thing at first hand about fireman’s cramp. | 

Between voyages I used to do ‘‘ locums”’ at mental 


- hospitals—often at the same friendly one. The patients’ 
greeting, ‘‘ Glad to see you back, doctor—you’re really . 


one of us, you know,’ provided food for reflection. 


Anyway, I was stimulated to try for a D.P.M., and, to. 


, 


my intense astonishment, I got it. 
In the last war, apart from a few months in a liner 


doing naval experimental work and a brief spell in the 


R.A.M.C., I was mostly engaged in civil-defence work. 
But I had some useful experiences, too, as a private in the 
Home Guard. Only fairly recently have I got into the 
habit of taking such novel-to-a-doctor holidays as 
cherry-picking, hopping, ‘and agricultural labouring. I 
find in such work real recreation, especially as I am for 
the time being no longer ‘‘ doctor” or even ‘“ doc.” 
but, more often than not, ‘‘ that bleeder, Jim.” 

In an effort to forget and to round off things after the 
war, I went in a newly built factory ship on an Antarctic 
whaling expedition. It was extraordinarily interesting 


and often exciting. My. panel was some 1000 men, under. 


rather fierce climatic conditions and with a huge factory 
going night and day for five months or so. Oddly enough, 
the need seemed to be for a psychiatrist rather than for 
a physician or surgeon. There were great opportunities 
for research in comparative anatomy and oceanography. 
Incidentally, the goodness or badness of a season does 
not affect the surgeon financially, for he alone of the 
personnel is not entitled to bonus. | 

Many of the delights of a fixed home and practice have 
escaped me ; but there is a great store of memories, and 
almost every day one finds that the rolling stone’s back- 
ground helps not a little in the human approach to 
patients—and others. Any road, as they say, from the 
present peaceful backwater of a P.O. cable ship I can 
write ‘‘ no regrets ’’—except for the thousand and one 
things that I have not done. - J. L. B. 
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‘Medical Schools 


At OXFORD UNIVERSITY the number of new students 
is restricted by decree; the number during the coming 
. year has been fixed at 55 men and 10 women, but 
ex-Service men and women are admitted over and above 
these numbers. Students without war service who 
matriculated after the end of Trinity Term, 1946, will 
no longer qualify for the B.a. degree by passing the 
first B.M. examination. Instead, they will be required 
to take. the second public examination; the course for 
this examination normally taken ‘by medical students 
is the final honour school of animal physiology. The 
clinical school is to become a permanent feature at 
Oxford, so that students may qualify either at the 
Radcliffe Infirmary or by transferring to a teaching 
hospital in London or elsewhere. The clinical adminis- 
trative and social centre is. being established in Osler 
House, which is beside the infirmary. 


_ Soon after the beginning of the late war the UNIVERSITY 
OF CAMBRIDGE shortened the minimum period of pre- 
clinical study from three to pwo years and suspended the 
_ fegulation requiring candidates for a medical degree to 
have reached an honours standard in a tripos examina- 
tion. These war-time concessions have now been with- 
drawn. The distinctive character, and indeed the 
reputation, of the Cambridge school rests on the oppor- 
tunity provided to students by the natural sciences 
tripos to acquire a sound knowledge of the branches of 
natural science on which clinical practice must be based. 
The staff of the department of medicine has been 
strengthened by the establishment of a readership. A 
department of experimental medicine was formed in 
1945; and last year an appointment was made to the 
new chair of radiotherapeutics. A department or sub- 
department of human ecology is planned; and it is 
expected that further departments in various branches 
of clinical science will be established. The School of 
Clinical Research and Postgraduate Training, which 
has been considerably developed during the past year, 
must depend for success on close coöperation between 
the university and Addenbrooke’s Hospital; and the 
mechanism for this has been provided by the formation 
of a medical school council, on which the university, the 
general committee, and the honorary staff of the hospital 
are represented. Since 1939 a unit or branch of the 
Public Health Laboratory Service, established by the 
Medical Research Council for the advancement of know- 
ledge of epidemic diseases, has been quartered in the 
department of pathology. Proposals have been approved 
by the university and by the M.R.C. for the incorporation 
of the senior members of the staff of the Public Health 
Laboratory Service with the staff of the department 
of pathology, to the great advantage of research 
and teaching in bacteriology. Readerships have been 
established in bacteriology and in morbid histology. 


‘London Schools 


LONDON UNIVERSITY bears a different relation to its 
medical faculty from other universities: whereas they 
have one school of medicine each, London has the twelve 
autonomous schools of the teaching hospitals, as well as 
University, King’s, and Queen Mary Colleges, all of which 
take medical students for some part of the course. In 
addition, external students of the university may take 
their clinical training at the West London Hospital, which 
is not a school of the university. Up till now, apart 
from the Royal Free Hospital, which’ has accepted 
women only, the only London schools to train women have 
been Charing Cross, King’s College, University College, 
the West London, and—since 1945—St. George’s hos- 
pitals. From the beginning of the new session, however, 
the hitherto exclusively male schools are,to accept 15% 
of women students, while the Royal Free Hospital.is to 
take 15% of men. 


At UNIVERSITY COLLEGE the faculty of medical sciences 
premedical and preclinical years) has now regained its 
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territory, occupied for some years by Government 
departments, and work and accommodation are on about 
the same footing as in 1939. Candidates for entry to 
first and second-year studies are selected by examina- 
tion early in January. Entry to the premedical course 
is restricted by lack of accommodation in the depart- 
ments of the faculty of science, and the number of 
women students is restricted to a quota of one to about’ 
forty men. The faculty gives every encouragement to 
medical students who wish also to take degrees in the 
faculty of science, and offers scholarships to that end for 
a further year of study, leading to a B.sc. (special) 
degree in anatomy or physiology after passing the 
2nd M.B. examination. As in some other schools 
there is increasing codrdination between the various 
departments, so that the student is presented with 
a more homogeneous body of knowledge than in the 
past. 


KING’s COLLEGE is one of the largest schools for medical 
studies in London, supplying students to three hospitals— 
King’s College Hospital, St. George’s, and Westminster. 
Arrangements are made by which patients attend the 
college for clinical demonstrations in applied physiology, 
by clinicians, The students’ hostel has been reopened. 


The arrangements made by the joint committee of 
QUEEN Mary’s COLLEGE and the London Hospital 
medical college are working efficiently ; and now that 
the college holds its own special internal 1st M.B. examina- 
tion the teaching subcommittee has organised the 
instruction in physics, chemistry, and botany to fit in 
closely with preclinical teaching. All available placés 
are taken by London Hospifal men and women; during 
the 1946-47 session 56 Ist M.B. and 20 premedical 
(conjoint) students passed through the departments. 


Like many other’London schools, UNIVERSITY COLLEGE 
HOSPITAL medical school has been busy drafting a charter 
in preparation for its legal separation from the hospital. 
Close coöperation will of course. be maintained, just as 
in the past the school has retained a close voluntary asso- 
ciation with the medical faculty of University College. 
This association has lately been strengthened by the 
appointment of a joint lecturer in applied pharmacology, 
with a firm footing in both- institutions, and also by 
cooperation in the difficult work of selecting students. 
The medical ‘school accepts all students who complete 
their preclinical university course at University College. 
The school also keeps vacancies for students from other 
universities who wish to undergo ‘their clinical training 
in London. Tach year 14 women are to be admitted—10 
from University College and 4 from Oxford or Cambridge ; 
this is 2 more than in the past. Additional clinical 
material will, it is hoped, be obtained by ‘“ assimi- 
lating ” other hospitals in the neighbourhood. Teaching 
is being increasingly codrdinated, and discussions are 
held between members of tha various clinical depart- 
ments as part of the routine clinical instruction. The 
three whole-time professors of clinical subjects are 


now responsible for the codrdination of teaching in 


the hospital as well as in the school. The students’ 
hostel has been reopened and- extended, so that the 
greater part of a year’s entry can now be housed on 
ine ir ; the hostel includes separate houses for women 
students. 


In order to accommodate as many ex-Service students 
as possible ST. BARTHOLOMEW’S HOSPITAL medical college 
is still accepting about 20% more than the likely intake 
at which it aims when the college is fully rebuilt. Despite 
repairs to the buildings, which were severely damaged 
in the war, there is some overcrowding. Plans for 
permanent rebuilding include a residential hostel. A 
feature of the teaching is the opportunity given to 
students to study cases for themselves rather than 
first hearing the opinions of others. Opportunities for 
studying patients in their own environment are being 
developed, with emphasis on the influence of environ- 


“ment on disease, and on the means of maintaining full 


health. 
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This autumn the departments of anatomy and physio- 
logy are to be reopened’ at CHARING Cross HOSPITAL 
medical school, under the direction of professors appointed 
by the university. For the past 36 years students have 


attended King’s College for preclinical teaching. Under ` 


the new arrangement they will have a better chance of 


appreciating the vital link between the preclinical . 


subjects and subsequent clinical work; in the wards 
will be demonstrated the breakdown of some of the 
normal functions studied in the physiology department, 
and conversely clinical: students will be able to return 
- to the preclinical departments during their clerkships. 
The change necessitates considerable alterations and 
extensions to the school buildings; at the same time 
- accommodation will be made for women students, who 
are now to form 20% of the annual entry. Despite set- 
backs, it is hoped that the work will be completed in 
time for the opening of the term on Oct. 13. This exten- 
sion is designed to cover only the interim period until 
the new medical centre, with a 1000-bedded hospital and 
a school for 100 students, is built at Harrow. A feature 
of the teaching is the emphasis on outpatients’ work ; 
all the senior members of the honorary staff teach in 
the outpatient as well as the inpatient department ; and 
clerks are allotted outpatient cases, which they follow 
through up to discharge. í 


ST. GEORGE’s HosrPITAL, with 103 clinical students, is 
one of the smaller schools. The firms are small, the 
number in each not exceeding 6-S. Women have been 
accepted for training since 1945; 
extremely well. The principal factor limiting intake 
is the size of the pathology laboratory, which can accept 
at the most 30 students. The new midwifery depart- 
ment, opened during the past year, has a large enough 
turnover to provide all the cases needed by under- 
graduates. During the year a 3-month introductory 
course to link anatomy and physiology with clinical 
work has been started; this includes instruction in 
methods of examination, and emphasis is placed on the 
norma] and variations in the normal. A sister-tutor 
lectures on some aspects of nursing. ' 


At Guy’s IJOSPITAL medical school the aim has always 
been to encourage students to accept responsibility as 
early as possible, rather than to spoon-feed with too 
much organised teaching; but during the war, with 
fewer beds, increased reliance was placed on systematic 
lectures and demonstrations, and to some extent this 
continues. The object is to make good doctors rather 
than good examination candidates. The policy of 
encouraging postgraduate appointments has been 
successful. It was at first thought by some that, 
with loss of beds from bombing, few postgraduates 
could be accommodated. -This has not proved to be 
so, and frequent applications for the extension of 
appointments are believed to reflect the usefulness 
of these posts rather than uncertainty about .future 
employment. i l 


KING’s COLLEGE HOSPITAL medical sahoo has always 
included a proportion of women in its annual entry ; 
at the present time this proportion is about 25% of the 
total. With some overcrowding it would be possible to 
increase the number ; but further building, and especially 
more student accommodation, such as comman-rooms, 
is needed. The school takes students only for the 
clinical course. The appointment of directors of clinical 
and pathological studies foreshadows a closer integration 
between the different divisions of medicine and surgery. 
A special feature of the teaching at King’s is the system 
by which members of the honorary staff hold special 
tutorial classes. l i 


The Lonpon HospiraL was damaged during the war 
and is now maintaining 630 beds, but by October 694 
will be available; this, under existing circumstances 
compares favourably with the 894 beds which were 
maintained before the war. Nevertheless, it is hoped 
that priority for rebuilding damaged wards will be 
granted by the Ministry of Health. An annexe of 
269 beds is still being maintained at Brentwood, 
where students attend for special classes and demon- 
on particularly in tuberculous diseases of the 
chest. . 
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St. Mary’s HOSPITAL medical school, which was 
completely rebuilt and opened shortly before the war, 
has carried out a number of improvements to the 
laboratories in the chemistry, physics, anatomy, and 
physiology departments and to the medical unit. 
Women students are being admitted in October, and 
a temporary building to give increased accommoda- 
tion for them will be constructed during the coming 
session. The introductory clinical course, which 
was commenced last October to help students in 
the transition from preclinical to clinical studies, 
has been a great success, and liaison with nearby 


hospitals has added to the number of beds for . 


teaching. - 


The MIDDLESEX HOSPITAL is still taking advantage of 
the resources for clinical teaching at the Central Middlesex 


. Hospital, Willesden, as well as at the Mount Vernon 


Hospital, Northwood ; students attend at one or other 
of these hospitals for three months, the remainder of the 
clinical instruction being received at the Middlesex 
Hospital itself. Twelve women students have been 
accepted for the coming session. Special courses are 
held for -those intending to sit the examinations 
for the diploma in radiology and for the primary 
F.R.C.S: Two new chairs, one in clinical medicine 
and the other in clinical surgery, have been insti- 
tuted this year; and readers have been appointed 
to the departments of bacteriology, 
physiology, each of which is already headed by a 
professor. 


The LONDON (RoyaL FREE HOSPITAL) SCHOOL OF 
MEDICINE FOR WOMEN is to admit men this year for 
the first time. Accordingly, the title of the school 
has been changed to the Royal Free Hospital School 
of Medicine. Next year the entrance examination 
jis to be abandoned ; candidates will be selected by an 
interviewing committee. The buildings are very over- 
crowded, but repairs to.the damage caused by a rocket 


‘in February, 1945, were completed by the beginning of 


last session, and all departments are open again. It is 
hoped that an extension of the buildings on an adjoining 


site will soon be possible ; this will allow of some expan- 


sion in numbers. Facilities for clinical teaching have 
been increased by the reopening of still more wards 
at the Royal Free Hospital, and by expansion: of the 
annexe at the old London Fever Hospital in Liverpool 
Road. | x 


From next October all St. THOMAS’s HOSPITAL students 
will be taught in London. The division of the school 
into two parts, one in London and the other at Hydestile, 


. has not been successful, and its continuance would be: 


difficult for both staff and students. It was decided 
in 1937-38 that the school should be rebuilt; and it is 
hoped that priority may be granted for this purpose. 
The hospital is also to be rebuilt and may eventually 
have 1000 beds on one site. In the meantime, the aim 
is to have 500 beds open by the end of this year, and 
over 600 soon after, but some of these will be in temporary 
accommodation. Clinical training is gradually being 
centred round academic units of medicine, surgery, 


and midwifery and gynecology, which will ultimately 


take over the coédrdination of all teaching in their 
departments. 


The -WEstT LonDON HOSPITAL continues to train 
women students who have completed their preclinical 
course. This year entrants will number about 30, which 
is the largest intake possible under present conditions. 
The nearby Fulham L.C.C. hospital, where the dean of 
the school has charge of beds, is being increasingly used 
for clinical instruction. The university has asked the 
school to become a member of the Postgraduate Federa- 
tion with a view to training specialists in general medicine 
and general surgery. This proposal, which would involve 
the abandonment of undergraduate teaching in the 
near future, is under consideration by the governors of 
the school. There is every prospect that students now 
at the school, and others to whom vacancies have been 
promised will be able to complete their training either 
at the West London Hospital or at one of the other 
London schools. 


anatomy, and‘ 


Fars lB le 
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Additional beds are being secured for WESTMINSTER 
HosPITAL medical school. The Infants Hospital, 
Vincent Square, and All Saints’ Hospital have already 
been amalgamated with the Westminster, and two 
further amalgamations are anticipated. The total 
number of beds for teaching is expected to rise to 700 
in two years, and eventually to 1000. It is hoped that 
a new school, with anatomy and physiology depart- 
ments, will be completed within five years; the annual 
entry may then be increased from 40 to 80 or 100. The 
curriculum has been revised. The number of set lectures 
has been increased, and the teaching, formerly in three 
terms, has been divided into four terms a year. <A three- 
month course is now given in the new pediatric unit. 
Part-time directors of the departments of medicine, 
surgery, and obstetrics and gynecology have been 
appointed to codrdinate teaching. The Westminster, 
with its small number of students, is able to provide 
abundant experience of midwifery, and in future students 
will devote three months continuously to the theory 
and practice of the subject. From September each 
student will reside for a fortnight in an infectious- 
diseases hospital. Proposals submitted to the university 
include the provision of full-time chairs of biochemistry, 
medicine, and surgery. Wednesday afternoons have been 
freed for games; and formal instruction ceases for three 
_ weeks in August. A health supervisory service will be 
instituted in October ; the scheme will include an annual 
medical inspection, under the direction of a physician 
who will be available for consultation at any time. 
Women students, amounting to 15% of the annual 
entry, will reach the school from King’s College in 
April, 1948. Two courses for R.A.M.C. officers have been 
held during the past year. 


At the SCHOOL or DENTAL SURGERY of the Royvat DENTAL 
Hospirat of London the curriculum for the first two years 
includes the study of dental mechanics, dental prosthetics, 
the properties of dental materials, general anatomy and 
physiology, and special anatomy and physiology. The 
anatomy and physiology courses are held at King’s College 
in the Strand. For the second two years students attend 
lectures and clinics on general medicine and surgery at Charing 
Cross Hospital medical school, and lectures and practice in 
dental surgery at the dental school. 


~ Other English Schools 


At DURHAM UNIVERSITY up to 95'‘students are now 
accepted each year. It is very difficult to absorb this 
number in the clinical departments, and the university 
would, therefore, welcome a decrease in numbers. The 
introductory clinical course is being reorganised in 
accordance with the recommendations of the Gencral 
Medical Council. The whole-time chair of psychological 
medicine has now been filled, but teaching for the diploma 
remains in abeyance until the new department is firmly 
established. The teaching of anzsthetics is also under 
review following the appointment of a reader in anæs- 
thetics and director of the anzsthetics department in 
the teaching hospital. The recently established Nuffield 
Department of Industrial Health is embarking on its 
programme of laboratory and field research; in con- 
junction with the department of medicine it is taking 
part in undergraduate teaching. Postgraduate teaching 
in public health is being resumed, and the first 
course for the certificate and diploma will start in 
October. 


The UNIVERSITY of BIRMINGHAM * introduced last 
year the teaching of anatomy and physiology as a single 
integrated discipline. The scheme is flexible, and 
experience may dictate adjustments; but so far the 
experiment has been entirely successful. Among the 


* The entrance requirements for the Universities of Manchester, 
Liverpool, Leeds, Shefiield, and Birmmgham are laid down in the 
pamphlet Qualifications for Entry upon a Degree Course, copies of 
which may be obtained from the Secretary to the Board, 315, 
Oxford Road, Manchester, 13. War Emergency Regulations are 
also in operation but will be withdrawn on Dec. 1. . y 
candidate satisfying those regulations before that date will be 
qualified to enter upon a degree course at any time. Additional 
faculty requirements may, however, be imposed: details can be 
obtained from the dean of. the faculty of medicine in each 
university. 
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advantages claimed for this innovation are the break- 
down of artificial barriers between the preclinical subjects, 
and the pruning of unnecessary detail. It is proposed 
that.in future each senior student shall reside for two 
weeks in the city’s infectious-diseases hospital. A 
course on tuberculosis is to be introduced in the final 
year. Full-time professors have been appointed in the 
departments of medicine, surgery, obstetrics and gynseco- 
logy, and pediatrics and child health ; and lately a full- 
time first assistant has been appointed to each of these 
departments. Chairs have also been established in 
medical statistics and in neurology ; and further chairs 
are to be set up in psychiatry and in neurosurgery ; 
with lectures in neuropathology, neuro-anatomy, and 
neurophysiology, the three related departments will 
form a school of neurological studies. The department 
of social medicine has got under way; and the course 
for the D.P.H. has been re-established. 


At the UNIVERSITY OF LIVERPOOL * formal lectures 
during the last three years are to be concentrated into 
the mornings of two days each week ; there is a particular 
need for this rearrangement because the teaching hospital 
is composed of four separate units, three of which are 
at some distance from the university. The teaching of 
pathology and bacteriology has been spread throughout 
the fourth, fifth, and part of the sixth years, thus avoiding 
the professional examination in pathology at a time when 
students should be concentrating on clinical clerking and 
dressing. A beginning has been made with the scheme | 
for selecting some half-dozen of the best second M.B. 
candidates for an honours B.sc. in physiology ; competi- 
tion is keen. Scholarshjps covering at least the fees of 
the additional year are granted to the best candidates. 
In postgraduate teaching full-time courses have been 
introduced not only for the M.cH.ORTH. and for the 
M.RAD., but also for the cu.mM. This venture aims at a 
combination of academic and clinical teaching; it is 
open to graduates of all universities, provided that they 
have previously covered their instruction in anatomy and 
physiology, and have held registrarships in surgery and/or 
lectureships or equivalent experience in anatomy, 
physiology, and pathology. — 


MANCHESTER UNIVERSITY * now has well over a 
thousand applications for the hundred or so places it can 
offer each year. In line with the establishment of a full- 
time chair of medicine in 1945, a full-time chair of 
surgery was established last December, and an 
appointment has recently been made to the new 
chair of child health. A pathological director has 
been appointed to the new centre for the study 
of chronic rheumatism. Postgraduate training is 
being developed in a number of special subjects— 
occupational health, child health, orthopedic surgery, 
cardiology, hematology, neurology, radiodiagnosis, 
radiotherapy, and ophthalmology. | 


At the UNIVERSITY of LEEDS * the intake cannot be 


-increased beyond 75 each year without further building. 


The undergraduate course once more extends to five years 
and two terms. The Ist M.B. course is closely integrated 
with the rest of the curriculum: the teaching in zoology 
is designed as an introduction to anatomy and physiology, 
and the standard of organic and physical chemistry 
studied in this course is in most other schools reached 
only at a later stage. Under Ministry of Labour regula- 
tions the Leeds Ist M.B. course is recognised as ‘‘ medical 
course proper’’; and the university does not generally 
grant exemption from it. During the course attendance 
at a class of medical mathematics is required of all who 
have not reached ‘“ principal ’’ standard in mathematics | 
in the higher school-certificate examination. During 
the first year of the 2nd M.B. course undergraduates are 
encouraged to attend ‘classes of general cultural value. 


For the doctorate of medicine a thesis is now once more’ — 


required, and usually there will also be an examination. 
A chair in forensic medicine has been established. For 
rheumatic research the appointment of a full-time director 
and of a research fellow has been approved. It is hoped 
that the recent establishment, with the help of the 
University Grants Committee, of scholarships enabling 
gifted students to interrupt their medical training in 
order to take an honours B.Sc. degree in one of the 
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preclinical or ancillary sciences, will help to augment 
the supply of research-workers. i 


At SHEFFIELD UNIVERSITY * a revised curriculum 
will be introduced in October. The conditions under 
which exemption from the 1st M.B. examination may be 
granted have been extended. Five terms in ‘the second 
and third years will be devoted to anatomy and physio- 

. logy, followed by the 2nd M.B. examination, in these 
subjects, in March of the third year. This will be 
followed by a three-month introductory clinical course 
and instruction in the elements of pathology, bacterio- 
logy, and pharmacology. The subsequent period of 
clinical study will occupy 36 months. Students will 
sit the final examination (in medicine, surgery, and 
midwifery and gynzcology) in June of the sixth year. 
The first part of the third examination (in pathology, 
bacteriology, and pharmacology) will be held in the 
_ preceding June, and the second part (in forensic medicine, 
social medicine, and public health) in December. A 
number of full-time clinical teachers, including pro- 
fessors of medicine and child health, have been appointe® 
The departments of anatomy and physiology have been 
considerably extended, and the anatomy department 
is to take over the teaching of histology. A full-time 
dean of medicine has been appointed in view of the 
increase in administrative work. Plans have been 


prepared for a new medical school and a new teaching 
hospital. | : 


BRISTOL UNIVERSITY, like others, has problems of 
accommodation. Temporary additional buildings have 
been erected for the departments of anatomy, physio- 


logy, and pharmacology ; and tħe pathology department 


has been expanded by adaptation of an existing building. 
New construction for the departments of medicine and 
surgery is under way. These additions will enable the 
school to take, in. moderate comfort, an entry half as 
great again’ as the pre-war number. Additions have 


also been made to the students’ halls of residence, and ` 


the university has purchased a number of houses which 
are being let as flats to members of the staff. Depart- 
mental staffs are being considerably augmented. With 
the object of lightening the heavy burden in the part- 
time post of dean, the university has decided that the 
office shall rotate among the professors in the faculty. 
Responsibility for preclinical students will pass to the 
new post of preclinical tutor; the clinical dean will 
become responsible for clinical students ; and administra- 
tion of the faculty will pass to the university registrar. 
The director of postgraduate students will continue as 
hitherto, to deal with all postgraduate business. The 
new chair of child health has just been filled, and two 
new full-time dental appointments have been instituted 
—a chair in dental surgery and a lectureship in children’s 
dentistry. 


Wales 


The WELSH NATIONAL SCHOOL OF MEDICINE, like other . 


schools, is trying to increase its intake but is badly 
cramped for accommodation. 
clinical students can be accepted because the large 
municipal hospital at Llandough is in use as a supple- 
mentary centre for clinical teaching; and a scheme js 
on foot for enlarging this hospital. There is also a larger 
plan for a 1000-bedded teaching hospital in the centre of 
Cardiff; attached to it will be a new medical school, 
including departments of anatomy and physiology. 
Medical education in Wales has hitherto been divided 
between the University College of South Wales and 
Monmouthshire, and the Welsh National School of 
. Medicine; every student is required to:graduate in 
arts or science at the college before beginning his clinical 
studies in the School of Medicine. It is felt by some that 
this arrangement prevents the proper dovetailing of 
preclinica] and clinical work, and that the growth of 
the clinical curriculum might be compensated to some 
extent by encroachment on part of the two years now 
entirely devoted to anatomy, physiology, and organic 
chemistry. It is conceded that the most promising 
students should be encouraged to read for an honours 
degree in science; but as this would involve still 


another year’s work it should be confined to a few 
of the best. : 
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Scotland 


The UNIVERSITY OF ABERDEEN has- established new 
chairs in child health and in biological chemistry ; and 
these are expected tq be filled during the next session. 
New building is planned for the departments of mental 
health and of child health, in which chairs have been 
set up; and the halls of residence are to be extended to 


_ take all final-year students, instead: of one-third as at 


present. 

SURGEONS HALL, the school of medicine of the Royal 
Colleges of Edinburgh; is a teaching body only, and holds 
no professional examinations of its own; it offers courses 
for the qualifying examinations of the Scottish, English, 
and Irish Conjoint Boards. The school is not a part 
of the university. . n 

Each year now the UNIVERSITY OF EDINBURGH 
receives about 1600 applications for 192 places in the 
first year. A diploma in industrial health was instituted 
last year; and courses for the new diplomas in medical 
radiodiagnosis and medical radiotherapy were also started. 
Under new regulations candidates for the diploma in 
psychiatry are required to spend at least three years in 
preliminary training, at the end of which they attend 
an intensive course at the university. 


The medical school of GLASGow UNIVERSITY is now the - 
largest in Britain. The intake to first-year ‘classes has 
been increased to allow for the candidates normally 
accepted by the two extramural colleges—Anderson and. 
St. Mungo’s—which have amalgamated with the univer- 
sity. Since the present students of these colleges are to 
be absorbed into the university classes there will be 
very heavy pressure on the school. The university course 
still lasts five years, but it will certainly be extended to 
six years from October, 1948. 


At the UNIVERSITY oF ST. ANDREWS emphasis is laid 
on premedical subjects, which are taught mainly as an 
introduction to scientific discipline, though naturally 
with some vocational bias. In the period of clinical 
training every effort is made to maintain the interest 
of the student in the laboratory services of the depart- 
ments of pathology, pharmacology, and bacteriology ; 
for example, in the systematic course on surgery the 
study of the pathology, bacteriology, and. therapeutics 
of inflammation is correlated. The teaching of public 
health and bacteriology has for many years been similarly 
coérdinated so that together these constitute a course in 
preventive medicine. The final clinical year is devoted 
to intensive courses in the three main divisions of the 
final examination. During these courses undergraduates 
are attached to and take part in the day-to-day work of 
surgical, medical, and obstetric wards for periods of three 
months in each. The value of this arrangement has been 
enhanced by the appointment during the past session 
of whole-time lecturers responsible for ensuring that 
these courses are arranged to best advantage and are 
performed conscientiously. 


Ireland 


TRINITY COLLEGE, DUBLIN, is accepting a considerable | 
number of ex-Servicemen, including students of the 
school who voluntarily interrupted their studies to serve 
in the British Army. The authorities insist on a good 
general education as being the best background for the 
medical graduate. The long-standing practice whereby 
all medical students are required to take modified courses 
and examinations for the degree of B.A. is still followed. 
Some teaching in general science at school is a helpful 
preliminary to admission ; but all students are required 
to take at Trinity College the full premedical course in 
chemistry, physics, botany, and zoology. For the first 
time Trinity College is receiving an annual grant from 
the Irish government. This will make it possible for the 
number of teachers to be increased and for certain 
departments to be developed ; priority is to be given to 
the establishment of a department of social medicine. 


The ScHooLs oF SURGERY, DUBLIN, including 
Carmichael and Ledwich Schools, are attached by charter 
to the Royal College of Surgeons in Ireland. Students 
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are admitted by competition in the preliminary examina- 
tion, and the schools accept women as well as men. 


At QUEEN’S UNIVERSITY, BELFAST, limitation of entry 
is to be continued; and during the coming session 112 
students will be admitted. Applicants numbered over 
400; there is a carefully graded system of priority, first 
priority at the moment being given to ex-Service men 
and women of Ulster origin. During the past year a new 
curriculum has been introduced in accordance with the 
General Medical Council’s report. A new full-time chair 
in surgery has recently been filled ; and a full-time chair 


in social and preventive medicine has been created. The . 


clinical departments are to be rebuilt on the Grosvenor 
Road site, so that they will be near the teaching hospital 
which is already on this site. It is hoped that at least 
temporary buildings will have been erected within a 
year. 


The NATIONAL UNIVERSITY OF IRELAND has colleges 
in Dublin, Cork, and Galway. 

At UNIVERSITY COLLEGE, DUBLIN, a new scheme for 
limiting the number of students has been adopted ; 
students will be selected by the results of the pre- 
medical examinations. Owing to increased’ costs, it 
has been necessary to raise the college fees payable 
by new students. : 


At UNIVERSITY COLLEGE, CORK, zoology has been 
transferred from‘ the first year of the professional 
course to the premedical year. 


At UNIVERSITY COLLEGE, GALWAY, students must now 
pass the premedical examination within two years of 
starting the course; and they must pass the first and 
second medical examinations within two years of passing 
the previous examination. 


Degrees and Diplomas 


EXAMINING BOARDS 


English, Scottish, and Irish Conjoint Boards 


THE Examiming Board in England of the Royal College 
of Physicians of London and the Royal College of 
Surgeons of England examines candidates for the 
qualifying diplomas of M.R.C.S., L.R.c.P. Candidates 
satisfying the board’s regulations in regard to the 
preliminary examination in general education are 
eligible for admission to the premedical examination in 
chemistry, physics, and biology, and are required to 
complete the professional curriculum subsequently at a 
recognised medical school. The emergency regulations 
introduced as a war measure will hold until further notice. 
Under these, the medical course has been reduced from 
57 to 54 months, and candidates are admissible to the 
last subject of the final examination after 30 months 
of clinical study instead of 33. The regulation permit- 
ting a candidate to enter for one part of the final after 
24 months of ¢linical study still holds. Some other 
war-time concessions are still authorised in the regula- 
tions: for example, clinical study may be undertaken 
at any hospital provided the dean of the candidate’s 
school is satisfied as to the instruction available’ and 
signs the certificate of study. Other modifications will 
be found in the Emergency Regulations, copies of which, 
with a calendar showing the dates of examinations, may 
be obtained, free of charge, from the secretary to the 
Examining Board in England, the Examination Hall, 


~ Queen Square, London, W.C.1. 


The Royal College of Physicians of Edinburgh, the 
Royal College of Surgeons of Edinburgh, and the Royal 
Faculty of Physicians and Surgeons of Glasgow have an 
arrangement by which, after one series of examinations, 
held in Edinburgh or Glasgow, or both, the student may 
obtain the diplomas—designated by the letters L.R.C.P.E., 
L.R.C.S.E., L.R.F.P.S.G.—of all three bodies. Candidates 


_ may work for the examination of the Scottish Con- 


joint Board at any of the recognised medical schools 
of Great Britain and Ireland. The course lasts only five 
years and includes, in addition to the pre-registration 
examination, four professional examinations: the pre- 
medical examination (biology, chemistry, and physics) ; 
\the second examination in anatomy and embryology, 
physiology, biochemistry, and biophysics; the third in 
pathology and bacteriology and pharmacology; and 
the final in medicine, surgery, midwifery, forensic 
medicine, and public health. Details may be had from 
the registrar, 18, Nicolson Street, Edinburgh. 


The Conjoint Board of the Royal College of Physicians 
of Ireland and Royal College of Surgeons in Ireland 
accepts candidates for the L.R.c.P.1. and L.M., L.R.C.S.1. 
and L.M. from most of the recognised medical schools at 
home and abroad. Full details of the regulations can be 
obtained from the registrar, Royal College of Surgeons 
in Ireland, Dublin. 


Apothecaries’ Licences 


The Society of Apothecaries of London grants the 
L.M.8.8.4. Lond. to candidates who pass in the primary 


examination (which is held quarterly) and the final 
examination. Final examinations are held monthly, 
except in September. The minimum period of study 
is normally five years. The four parts of the final examina- 
tion may be taken together or in any order. Regulations 
and a schedule of the required courses of study may be 
obtained from the registrar, Apothecaries’ Hall, Black 
Friars Lane, E.C.4. 


The Apothecaries’ Hall of Ireland grants the diploma 
L.A.H. Dubl. to students who have passed the three 
professional examinations. The diploma confers on 
holders the right of registration on the Medical Registers 
of Ireland and Great Britain. Examinations are held 
three times yearly, in March; June, and November. 


= Further information may be had from the registrar, 


95, Merrion Square, Dublin. 


UNIVERSITY DEGREES 


Bachelor of Medicine and Surgery 


All the universities in the United Kingdom offer 
baccalaureate degrees in medicine and surgery, conferred 
on the results of examination. 


HIGHER QUALIFICATIONS 


Those who have graduated in medicine and surgery are 
at liberty to seek higher qualifications if they wish. 


Doctor of Medicine and Master of Surgery 


Graduates holding a bachelor’s degrees can take the 
degree of Doctor of Medicine or Master of Surgery. All 
the universities in Great Britain and Ireland confer such 
degrees. The requirements vary and can be obtained 
from the different universities. London University offers 
the M.D. in general medicine, and in pathology, psycho- 
logical medicine, midwifery and diseases of women, 
hygiene, and tropical medicine ; the M.s. is obtainable in 
general surgery, and in dental surgery, ophthalmology, 
and laryngology, otology, and rhinology. At the Univer- 
sity of Durham the degree of Doctor of Surgery (D.CH.) 
is offered in addition to the degree of Master of Surgery 
(M.S.). Liverpool offers the orthopedic degree of 
M.CH. ORTH. 


Master in the Science of Obstetrics and Master of 
Midwifery 

The Irish universities grant the degree M.A.o. The 
Society of Apothecaries of London grants the Mastery 
of Midwifery (M.M.S.A.) upon examination in obstetrics, 
pediatrics, and public health. The examinations are. 
held in May and November, and regulations may be 
obtained from the registrar, Apothecaries’ Hall, Black 
Friars Lane, E.C.4. . 


MEMBERSHIP AND FELLOWSHIP 


The Royal College of Physicians of London confers 
the Membership (M.R.c.P.), which is obtained by 
examination. Examinations are held four times in each 
year, and medical graduates and licentiates of the college 
over twenty-three years of age may sit for it. Details can 
be obtained from the secretary, Royal College of 
Physicians, Pall Mall East, London, S.W.1. Fellows of 
the college are elected annually at a general meeting 
of the college. | i 
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The Royal College of Surgeons of England grants a 
fellowship to those passing the primary and final F.R.C.S. 
examinations. The primary examination is open to 
those who hold a qualification registrable in the British 
Medical Register and to graduates in medicine and 
surgery of universities and medical colleges recognised 
by the council. Subjects of the primary examination 
are anatomy (including normal histology), applied 
physiology, and the principles of pathology. The final 
examination can be taken in general surgery, ophthal- 
mology, or otolaryngology. To be admitted to the final 
examination in general surgery candidates must produce 
evidence of having been engaged in acquiring professional 
knowledge for not less than two years (increased to three 
years as from 1949) after taking a medical qualification, 
and of having held the requisite resident surgical posts 
during a part of that time. Candidates for the final 
examination in ophthalmology or otolaryngology must 
have been qualified for three years and must have held 
general and specialist resident posts during an aggregate 
period of eighteen months. The primary examination is 
now held in April and October; but from the beginning 
of 1948 it will be held in January and July. The final 
examination is still held in May and November. The 
college also grants a fellowship in dental surgery for 
which there is a primary examination in applied anatomy, 
and applied physiology and the principles of pathology, 
with special reference to the tecth and jaws, and a final 
examination in surgery, oral pathology, and bacteriology, 
and dental surgery. Copies of the new regulations and 
full particulars may be obtained from the examinations 
eee Examination Hall, Queen Square, London, 


Medical graduates who have been registered, or 
eligible for registration, for at least three years may 
apply for examination for membership of the Royal 
College of Obstetricians and Gynecologists (M.R.C.O.G.). 
Particulars of the regulations may be obtained from the 
secretary, Royal College of Obstetricians and Gynæco- 
logists, 58, Queen Anne Street, London, W.1. 

The fellowship ` (F.R.C.0.G.) is granted to members 
who are judged by the council to have advanced the 
science and art of obstetrics and gynæcology. 


Graduates may become members of the Royal College 
of Physicians of Edinburgh (M.R.C.P.E.) on passing an 
examination, pee as of which may be obtained from 
- the secretary, 9, Queen Street, Edinburgh, 2. 


by the council of the college, and receive the designation 
F.R.C.P.E. ' 


Fellowship of the Royal College of Singen: of Edin- 
burgh (F.R.C.S.E.) is granted to medical graduates who 
pass the required examination; particulars of the 
regulations may be obtained from the clerk of the 
college, Surgeons’ Hall, 18, Nicolson Street, Edinburgh. 


The Royal Faculty of Physicians and Surgeons of 
Glasgow grants, after examination, a fellowship regis- 
trable by the G.M.C. as an additional qualification 
(F.R.F.P.S.G.). Admission is by examination and subse- 
quent election. The candidate, who must be a licentiate of 
the faculty or a graduate in medicine of a university or 
medical college approved by the faculty, may be examined 
either in medicine or surgery. A candidate having prac- 
tised a specialty for at least seven years may be examined 
in that special subject if the council of the faculty 
approves. A candidate may also submit original- pub- 
lished work, and if this is of sufficient merit he may be 
excused part of the examination. Details may be had 
from the secretary of the Royal Faculty of Physicians 
and Surgeons, 242, St. Vincent Street, Glasgow, C.2. 


Membership of the Royal College of Physicians of 
Ireland (M.R.C.P.I.) is granted on the result of an 
examination, the details of which may be obtained 
from the registrar of the college, 6, Kildare Street, 
Dublin. 

Fellows are elected by ballot from among the members, 
and receive the designation F.R.C.P.I. 

Graduates seeking the fellowship of the Royal College 
of Surgeons in Ireland (F.R.c.s.I.) must pass in two 
examinations, a primary in anatomy, physiology, and 
the principles of pathology, and a final in surgery. 
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Further particulars may be obtained from the registrar, 
the Royal College of Surgeons in Ireland, PENE 


The Faculty of Radiologists offers a fellowship (F.F.R.) 


to medical graduates of five years’ standing who have. . 


spent at least one year in general clinical work at an 
approved hospital, have practised radiology exclusively 
for three years, and have held a radiological diploma for 
at least two years. Candidates are required to pass an 
examination and submit a thesis. Candidates who hold 
higher medical or surgical qualifications may be exempted 
from the examinations in general medicine, general 
surgery, or pathology. Full particulars may be obtained 
warden, the Faculty of Radiologists,. 45, 

Lincoln’s Inn Fields, London, W.C.2. 


SPECIAL DEGREES AND DIPLOMAS 


The regulations for the following diplomas can be 
obtained by applying to the examining bodies concerned. 


Public Health | 

A diploma in public health (D.P.H.) is granted by 
the English and Scottish Conjoint Boards, and by 
all the universities of the United Kingdom, except 
Oxford, Cambridge, and Sheffield. 

Courses for the D.P.H., suspended during the war, have 
been resumed in most places, with corneas revised’ to 
meet the new G.M.C. requirements. 


Psychological Medicine 


The universities of London, Durham, Leeds, Man- 
chester, Bristol, Edinburgh, Belfast, Ireland (National 
University), and the English and Irish Conjoint Boards 
offer diplomas in psychological medicine. (The Univer- 
sity of London also grants a diploma ‘in psychology, 
taken chiefly by social workers.) The courses for the 
diploma have not all been resumed. i 


Radiology 

The Faculty of Radiologists grants a fellowship 
(F.F.R.), which has already been mentioned. The Univer- 
sity of London grants the D.M.R. Bristol and Edinburgh 
Universities and the English Conjoint Board offer two 
diplomas: one in medical radiodiagnosis (D.M.R.D.) and 
one in medical ‘radiotherapy (D.M.R.T.). The London 
University course has been extended from one to two 
years; the Bristol and Edinburgh courses for the 
D.M.R.D. last eighteen months, and for the D.M.R.T. two 
The M.RAD. of Liverpool University is granted in 
either radiodiagnosis or radiotherapy after a two-year 
course. An eighteen-month course for the D.M.R.D. is 
to be started at the Welsh National School of Medicine 
in October. 


Tropical Medicine ` 

A diploma in tropical medicine and hygiene (D.T.M. & H.) 
is granted by Liverpool University jointly with the 
Liverpool School of Tropical Medicine, by the University 
of Edinburgh, and by the English Conjoint Board. 
Courses are held at the Liverpool School of Tropical 
Medicine and at the London School of Hygiene and 
Tropical Medicine. | 


Gynzcology and Obstetrics 


Medical graduates who are on the British Register, or 
eligible for registration on it, may apply to the Royal 


.College of Obstetricians and Gynecologists for examina- 


tion for the diploma in obstetrics (D.oBsT.). - The Univer- 
sity of Dublin also offers a diploma (D.G.0.) for which ’ 
a course is held at Trinity College; candidates spend six 
months as residents in one of the three Dublin maternity 
hospitals. The Mastery of Midwifery granted by the 
Society of Apothecaries of London has already been 
mentioned. 


Ophthalmology 


Three examining bodies issue diplomas in ophthal- 
mology—the University of Oxford (granting the D.O.), 
and the English and Irish Conjoint Boards (granting the 
D.O.M.8.). The final examination for the F.R.c.8s. may 
now be taken in ophthalmology. 


Laryngology and Otology 


The English Conjoint Board offers a diploma (D.L.O.) 
for those who have made a special study of the ear, nose, 


ie 
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pharynx, and larynx. The finals examination for the 
E.R.S. may be taken in otolaryngology. 


Anzsthetics 


The English and Irish Conjoint Boards offer diplomas 
in anesthetics (D.A.). Candidates must have special 
experience in giving anzsthetics. 


Child Health 


Diplomas in child health (p.c.H.) are granted by the 
English and Irish Conjoint Boards; also by the National 
University of Ireland, with a course at University 
College, Dublin. 


Tuberculous Diseases 


Examinations for the diploma in tuberculous diseases 
{T.D.D.) of the University of Wales have been 
resumed. 


Bacteriology 

Diplomas in bacteriology are granted by the univer- 
sities of London and Manchester. The London course, 
held at the London School of Hygiene and Tropical 
Medicine, has been resumed ; it begins in October and 
lasts one academic year. The Manchester course is to 
be resumed this October. 


Clinical Pathology 


The University of London offers a diploma in clinical 
pathology (D.c.P.), for which a year’s course of study is 
required. 


Physical Medicine 


The English Conjoint Board offers a diploma in 
physical medicine (D.PHYS.MED.). Candidates must have 
held a registrable qualification for two years, and must 
have had two resident appointments occupying not less 
than a year. 


Orthopzdics 


Liverpool University offers the degree of M.CH.ORTH. 3 
the course for it lasts fifteen months. 


Industrial Medicine 


The University of Edinburgh, the Society of Apothe- 
caries of London, and the English Conjoint Board offer 
diplomas in industrial health (D.1.H.). The course for the 
Edinburgh diploma, instituted last year, lasts nine 
months. 


DENTAL DEGREES AND DIPLOMAS 


There are schools of dentistry at tho universities of London, 
Durham, Birmingham, Liverpool, Manchester, Leeds, Sheffield, 
Bristol, St. Andrews, Belfast, and Dublin; and at the Univer- 
sity Colleges of Dublin and Cork, in the National University 
of Ireland. London University offers a B.D.S., and an 4s. 
in dental surgery ; it also prepares students for the L.D.S. of 
the Royal College of Surgeons. This college has lately insti- 
tuted a fellowship in dental surgery (F.p.s.) Leeds grants a 
diploma (L.D.S.), a baccalaureate degree (B.CH.D.), and master- 
ship (M.cH.D.), The University Colleges of Dublin and Cork 
grant a B.D.S. and a M.D.S., and Trinity College, Dublin, offers 
@& B.DENT.SC. and a M.DENT.sc. All the other universities 
mentioned offer L.D.S., B.D.S., and M.D.S.; St. Andrews 
offers a diploma in public dentistry (D.p.p.) in addition. 
Licences in. dentistry are granted by the Royal College of 
Surgeons of Edinburgh, the Royal Faculty of Physicians and 
Surgeons of Glasgow, and the Royal College of Surgeons in 
Ireland. 
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. Throughout the mammalian world the perpetuation 
of the species has depended entirely, and in all but the latest 
phase of human history mainly, on sexual not on parental 
instincts, the latter being unfolded in due course, through 
physiological sequences, only upon the birth of the young. 
The fact that many births, and possibly an increasing pro- 
portion, are plafined does show, however, that parental 
instincts are not without their effect; and tho only serious 
problem is whether, after contraception has severed them from 
their sexual precursors, they can be made effective enough to 
prevent raco suicide.” —Hugenics Review, editorial, July, 1947, 
p. 46. 
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REGISTRATION 


. 1 
NO-ONE is a legally qualified medical practitioner unless 
his name appears on the Medical Register kept by the 
General Council of Medical Education and Registration 
of the United Kingdom. The council is a standardising 
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body, ensuring that there is a prescribed minimum of 
medical education and examination requirements ; it is 
also responsible for discipline within the profession. 
The approximate number of second-year students ad- 
mitted to medical schools in the United Kingdom and in 
Eire during each of the academic years 1945-46 and 
1946-47 was 2600. The number of newly qualified in 
1945 was 2277 and in 1946 was 2237. When temporary 
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registration of colonial and foreign doctors ceased on 
Feb. 24, 1946, 825 colonial practitioners and 3551 
foreign practitioners had been temporarily registered 
since 1940. Temporary registrations were to have been 
withdrawn on Dec. 31 of this year; but under the 
Medical Practitioners and Pharmacists Bill, now before 
Parliament, their duration is to be extended to allow 
of application for transfer to the permanent register. 


*The numbers shown as starting study are taken from the Medical 
Students’ Register up to 1938; and sinco then from returns 
made by tho medical schools to the General Medical Council. 
Both forms of registration aro incomplete, but latterly returns 
have been received from almost all schools. 


`~ 
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| The Defence Services 


Royal Naval Medical Service 


Medical officers are now admitted to the Royal Navy 
on a short-service engagement of four years or, in the 
case of National Service candidates who do not wish to 
serve for this period, are granted temporary commissions 
in the Royal Naval Volunteer Reserve. Candidates 
must have -had at least six months’ experience in a 
house-appointment. At present no women medical 
officers are employed. Candidates for the Royal Naval 
Dental Service are entered on short-service engagements 
of four years only. ' 

Opportunities are given to medical and dental officers 


_ during their temporary service or short-service engage- 


ment to apply for transfer to the permanent service. 
Copies of regulations and forms of application may be 
had from the Medical Department of the Navy, Queen 
Anne’s Mansions, St. James’s Park, London, S.W.1. , 


Royal Army Medical Corps 


No direct applications for regular commissions in the 
R.A.M.C. are being invited at present. On the nomina- 
tion of the Central Medical War Committee doctors are 
appointed. to emergency commissions with the rank of 
lieutenant. After serving as emergency commissioned 
officers, medical officers have an opportunity of applying 
for a regular short-service commission under conditions 
set out in Army Council Instructions, and they ‘may 
subsequently be considered for permanent Regular 

y commissions. Revised conditions for the granting 
of these short-service commissions are to be announced 
shortly. Recently qualified doctors wishing to be 
appointed to emergency commissions should apply to 
the secretary of the Central Medical War Committee at 
B.M.A. House, Tavistock Square, London, W.C.1; or, 
if resident in Scotland, to the Scottish Central Medical 
War Committee, 7, Drumsheugh Gardens, Edinburgh, 3. 
Applicants should have held an appointment either as 
house-surgeon or house-physician for six months. 


ROYAL ARMY DENTAL CORPS 


As in the R.A.M.C., no direct applications for regular 
commissions in the Royal Army Dental Corps are being invited 
at present. On the nomination of the Ministry of Health ' 
dental surgeons are appointed to emergency commissions 
with the rank of lieutenant. Such officers may apply at once 
for a regular short-service commission under existing regula- 
tions, and if selected are eligible for appojntment at any time 
to a permanent Regular Army commission. Revised condi- 
tions governing the grant of short-service commissions will 
be announced shortly. Immediately on qualification dental 
surgeons wishing to enter the Royal Army Dental Corps should 
ace the secretary, Ministry of Health, Whitehall, London, 


Royal Air Force Medical Branch ' | 


A scheme to grant short-service commissions to 
registered medical men of British nationality who wish 


to serve in the R.A.F. Medical Branch, or who wish to ' 


re-enter the Service, has now been approved. By its 
terms doctors under 30 years of age on application (for 
the next few years the age will be 32) will be considered 
for the grant of commissions for a period of four years 
on the active list, followed by a period of four years on 
the reserve. During his service on the active list a 
medical officer will be considered for the grant of a 
permanent commission. Should he not be selected for 
& permanent commission he will be eligible for a gratuity 
of £600 on completion of four years’ active-list service 
on the short-service commission. l 

The rank on entry will normally be that.of flying officer, 
but allowance will be made for the full period of any 
previous service as a medical officer in the Royal Navy, 
the Army, the R.A.F., or the Indian Medical Service. 
There are also provisions under which entrants may first 
engage in a whole-time postgraduate appointment in a 
recognised hospital, or complete such an appointment if 
already held ; in either case the period of the appoint- 
ment, up to a maximum of one year, will count towards 
seniority in the rank of flight lieutenant. Similarly, an 
entrant who has previously held such a postgraduate 
appointment may receive an antedate of his commission. 


equivalent to the period of the appointment, but not. 
exceeding one year. Accepted applicants will be required 
to serve in any part of the world and will be required to 
pass an examination by a Service medical board to 
assess their fitness to do so, and also their fitness to fly 


as passengers. Further particulars can be obtained on 
application to the Under-Secretary of State for Air: 


(D.G.M.S.), Awdry House, Kingsway, London, W.O.2. 
| R.A.F. DENTAL BRANCH i N 
Those wishing to join the Dental Branch of the R.A.F. 
should notify the secretary, Ministry of Health, Whitehall, 
London, S.W.1. The granting of regular commissions, 
suspended during the war, has now been resumed, subject 
to satisfactory service in a short-service commission. | 


Health Services at Home 


PUBLIC HEALTH 


THIs year is the centenary of the appointment of the 
first medical officer of health. In the past century great 
improvements in environmental hygiene have been 
achieved under the direct control of medical officers of 
health. Gradually the standards they demanded have 
been generally accepted and applied, and the present-day 
M.O.H. has less need to supervise this work in detai 
than his forerunner. Nevertheless much still remains to 
be done—for instance, in improving rural water-supplies 
and urban housing. The medical officer must retain 
general control and supervision of this environmental 
work, but its detailed execution he largely delegates to 
sanitary inspectors, health visitors, and others. So long as 
the genera] control remains with the medical officer trained 
in public health, there can be nothing but good in this. 

Control of infectious diseases has always been one of 
the main concerns of the m.o.H. The old emphasis on 
isolation of infected persons has now been replaced by 
the provision of modern hospital treatment, but there 
remains the active home follow-up. SBacteriologists have 
made great advances in the identification of different 
strains within certain of the pathogenic species, and 
these new techniques, applied to epidemic control, have 
given the M.O.H. an instrument of precision in much of 
his epidemiological work. The application of specific 
prophylactic measures against various of the acute 
infections is now a major function of health departments ; 
and-already the control of such diseases as diphtheria 
and enteric fever is in sight. 

During the last thirty years most of the medical officers 
of public-health departments have been occupied in 
preventive clinic work. > The organisation of maternity, 
infant welfare, and school health services’ occupies much 


of the time of the M.o.H. of a county or county borough. - 


Part 111 of the National Health Service Act will add 
responsibility for home nursing and ambulance services, 
and will give more scope for care and aftercare. Schemes 
for immunisation and vaccination, health visiting, and 
maternity and child welfare must also be prepared. 
these services become obligatory for the new local health 
authorities. Probably there will be a steady increase 
in the part played by experienced general practitioners 
in the clinical work, but the administration must clearly 
remain with the M.O.H., who is responsible for the general 
organisation of preventive measures. It is probable, toa, 
that counties will devise a system of administration 
through divisional subcommittees of the health com- 
mittees, and that divisional medical officers will under- 
take the detailed administration of the preventive 
services in these divisions and usually the environmental 
hygiene of parts of the divisions at least. This should 
lead to closer association between public-health medical 
officers and general practitioners. ; 

The tuberculosis and venereal-disease services are 
specialist ,clinical services which must be closely linked 
with epidemiological and preventive work, in which both 
clinician and M.O.H. are concerned. The provision of 
treatment is a hospital function, whether outpatient or 
inpatient, but more is required than this. The follow-up 
of contacts in both diseases is of the highest importance, 
and in tuberculosis there is a special field of family care. 


This comnion ground should lead to closer association 


between M.O.H. and clinician, even though the hospital 
service now passes to another authority. | 


x 


specialist services to new regional boards. 
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Hospital administration has been one of the main 
preoccupations of the M.O.H. of the large county borough 
or county in the last sixteen years. The National] Health 
Service Act provides for the transfer of hospital and 
There will be 
medical administrative posts in the hospital service of 


the future, but the public-health service, as such, will be ' 


freed from the burden of hospital administration and 
enabled to concentrate on preventive medicine. The 
points of contact with the specialist services will be 
many, and full development of the social services of 
hospital and health department should lead to closer 
integration in the future. 

The mode of entry to the service will probably not, as 
in the past, be tbrough the clinical side but through 
assistant administrative posts concerned with control of 
infectious diseases and organisation of clinic services. 
Thus there will be far less likelihood of medical officers 
who have taken postgraduate qualifications in public 
health devoting the rest of their professional lives. to 
clinical work in a limited field. The very fact that 
those who undertake clinical preventive work will also 
be engaged in curative work will bring the administrative 
medical officer responsible for the organisation of clinic 
services into far closer contact with his professional 
colleagues. 

The curriculum for the diploma in public health now 
provides a first part which is suitable for men engaged 
in tuberculosis or veneral diseases. A certificate is given 
to those who pass the examination for part I only. 
The course for part 11 provides for those who intend to 
take the diploma and enter the public service. Possession 
of a D.P.H. is necessary for anyone now seeking 
appointment as a medical officer of health. 


INDUSTRIAL MEDICAL SERVICES 


THE term ‘industry’ includes not only work in 
factories but also that in mines and quarries, transport 
undertakings, agriculture, and fisheries. The industrial 
medical services are at present unevenly developed, but 
there is growing realisation that the health of industrial 
workers should be safeguarded in their work-places as 
well as in their homes. The reasons for this recognition 
are not wholly altruistic, for it is now recognised that 


-output depends on the health and wellbeing of the 


workers. In this period of transition it is not possible 
to forecast the final form of the industrial medical 
services, but it is likely that they will be integrated with 
the National Health Service. In any case, many doctors 
in the future will find their life’s work in industrial or 
occupational medicine. . University chairs devoted to 
the subject have been set up at Manchester and Durham, 
and readerships at Glasgow and Edinburgh. The newly 
established chairs of social medicine at Oxford and 
Birmingham also include industrial medicine within their 
terms of reference, and students are likely to hear more 
about this subject in their undergraduate courses. Post- 
graduate courses are held from time to time in London, 
Birmingham, Sheffield, and Manchester. 
industrial health have recently been instituted by 
the Society of Apothecaries, the Conjoint Board of 
the Royal Colleges of Physicians and Surgeons, and 
Edinburgh University. 

Several Government departments deal with various 
aspects of the industrial medical services. For instance 
the Post Office, which employs more workers than any 
other department, has had a medical service since 1855 ; 


and since it deals with engineering and manual workers — 


in addition to office staffs, it is partly an industrial 
medical service. The Ministry of Fuel and Power has a 
mines medical service, described below, which is respon- 
sible for the health of miners; in addition, the newly 
formed Coal Board is setting up its own medical service. 
The Ministry of Supply has a staff of medical officers 


which deals mainly with the health of workers in the . 


Royal ordnance factories. The Silicosis and Asbestos 
Medical Board, which works under the Ministry of 
National Insurance, consists of 11 whole-time and some 
part-time medical officers. In addition about 10 whole- 
time temporary doctors are employed in the South 
Wales area to assist in dealing with outstanding claims 
from miners for compensation for pneumoconiosis.. The 
members of the board have special experience in dust 
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diseases, and issue compensation certificates to workers 
who develop silicosis or asbestosis ; they also carry out 
pre-employment and periodical medical examinations of 
workers in certain industries liable to produce silicosis 
and asbestosis. A separate board consisting of 3 doctors 
was set up in Manchester in 1941 to supervise cotton- 
workers who develop byssinosis and to issue compensa- 
tion certificates. All workmen’s compensation schemes 
used to come under the Home Office, but they are now 
administered by the Ministry of National Insurance. 


FACTORY DEPARTMENT 


The main Government department supervising the 
health of industrial workers is the Factory Department 
of the Ministry of Labour and National Service. This 
department, which dates from 1833, administers the 
Factories Act, 1937, with its regulations on accident > 
and sickness prevention, hours of work, amenities, 
first-aid and ambulance rooms, and canteens. The staff 
numbers about 400, of whom 16 are medical inspectors. 
All members of the department, whether lay or medical, 
take part in activities directed towards preventing ill- 
nesses and maintaining the health of the factory popula- 
tion. ‘The medical inspectors are at present stationed in 
London, Birmingham, Liverpool, Manchester, Glasgow, 
and Wolverhampton; and from these centres they are 
able to deal with factory health and conditions in any 
part of the country. Under them 1750 general practi- 
tioners give part-time service as factory examining 
surgeons, examining all young entrants into industry, 
and periodically all those engaged in specified dangerous 
processes. They also issue certificates under the Work- 
men’s Compensation Act for scheduled industrial diseases. 


WORKS MEDICAL OFFICERS 


At the end of 1945 there were 143 whole-time and 903 
part-time factory officers. Compared with the 1943 


- figures, there were 33 fewer whole-time but 153 more 


part-time doctors engaged in industry. More recent 
figures are not available, but it can be said that the war- 
time expansion of factory medical services is being 
maintained in peace-time. At present works’ doctors, © 
except those in Government factories, are paid by private 
employers or firms ; and the workers sometimes tend to 
distrust the doctors’ opinions on this account. In a 
comprehensive medical service it should be possible to 
arrange that the doctor is employed by the State or by 
some other neutral body. Medical officers of factories 
who are interested in social problems have wide oppor- 
tunities for their study and can also undertake the 
teaching of health and hygiene. They can strengthen 
the bonds between the factory service and the general 
medical and hospital services, treat accidents, reduce the 
chances of sepsis, follow up serious cases, and ensure that 
patients all return to work in the shortest time compatible 
with adequate treatment and reablement. Inevitably 
they will have to play an important rôle in the schemes 
for resettling disabled persons (whether from the fighting 
or civilian services) in industry. With their first-hand 
knowledge of the processes carried out and of the physical 
and mental capacities of the workers, they will be able 
to place the disabled persons in suitable jobs and keep 
them under observation. 
RESEARCH 


Apart from investigations and research into industrial 
diseases conducted by medical inspectors of factories, 
mines’ medical officers, works’ medical officers, and 
examining surgeons, much fundamental research into 
environmental conditions has been carried out by investi- 
gators of the Industrial Health Research Board of the 
Medical Research Council. Problems investigated include 
those of hours of work, lighting and vision, heating and 
ventilation, accident proneness, and sickness-absenteeism. 
The investigations have been mainly physiological and 
statistical, but clinical studies have also been made 
under the ægis of the Industrial Pulmonary Diseases 
Committee of the Medical Research Council,'and include 
inquiries into the pneumoconiosis of coalminers and the 
byssinosis of cotton-workers. It became apparent that 
more clinical research into occupational diseases was 


needed, and the council in 1942 appointed a director of 


research in industrial medicine. In 1943 a department 
for research was established under the council at the © 
London Hospital, and more recently, in conjunction 
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with the Ministry of Fuel and Power, a bureau for research 
into pneumoconiosis among South Wales coalminers was 
established at Cardiff. Research into industrial-health 
matters is also being undertaken by the university 
departments mentioned above. 

= The Association of Industrial Medical Officers was 


formed some years before the war by doctors interested ` 


in industrial health, and branches have been established 
in various parts of the country; the British Journal of 
Industrial Medicine is sponsored by the A.I.M.O. in con- 
junction with the British Medical Association: Informa- 
tion about the association may. be obtained from the 
secretary, c/o Standard Telephones and Cables Ltd., 
New Southgate, London, N.11. 


LONDON COUNTY COUNCIL HOSPITALS 


THE hospitals service of the London County Council 
provides special facilities for undergraduate instruction, 
and opportunities for éxperience for medical graduates 
who intend either to be general practitioners or consul- 
tants or to enter the L.C.C. Public Health and Hospital 
Service. At the beginning of the war the service con- 
tained 97 hospitals with beds for 71,694 patients. The 
79 hospitals now in use consist of 37 general hospitals, 
22 special hospitals, and 20 mental hospitals and 
institutions for the mentally defective. 

Treatment is provided in these hospitals for all 
kinds of acute and chronic illnesses, including fevers, 
tuberculosis, and mental and nervous disorders. 

. HOSPITALS BRANCH 

Medical superintendents of the hospitals, who are 
expected to be experienced hospital administrators, 
receive £1000 to £1800 a year in hospitals with accom- 
modation for from 160 to 1300 patients. In addition, 
medical superintendents are provided with an unfurnished 
house or quarters with payment by the Council of local 
and water rates. 

The other full-time medical staff are classified as: 

Grade Annual salary 


' (basic) 
Deputy medical superintendent, class I .. £850-£50-£1000 
Deputy medical superintendent, class II . £800-£30-— £950 
Deputy medical superintendent, class mI. £725-£25— £825 
Deputy medical superintendent, class Iv . £650-£25— £750 
Senior resident surgeon, physician, or obstetrician, 
and senior assistant medical officer èa £650-£25— £750 

Assistant medical otlicer, class 1 .. . . £455-£25- £555 
Assistant medical offcer, class II .. £325 
. Senior house officers 

House-physicians and house- -surgeons 


These officers are provided with hoard, lodging, and 
laundry. Clinical assistants, who are non-resident, 
receive £195 a year, with meals when on duty. „In 
addition to basic salary, the foregoing medical staff at 
present receive the appropriate cost-of-living addition. 


Vacancies in the higher grades are filled as far as possible ` 


by promotion from the existing staff. 

A large number of part-time consultants and specialists 
are employed in the various hospitals, as well as some 
whole-time non-resident specialists at a salary of £1500-— 
£100-£1800 inclusive. The number of such whole-time 
specialist posts has recently been greatly increased, and 
a new grade of assistant specialist (salary scale £1000—£50- 
£1400 ‘inclusive) created. These posts are in substitution 
for certain existing positions of medical superintendent, 
deputy medical superintendent, and senior resident surgeon 
and physician. Whole-time specialists who undertake the 
administrative duties of medical superintendent, also, 
receive an unfurnished house or an allowance in lieu 
thereof of £150 a year. Whole-time specialists, or 
assistant specialists who act as deputy to the medical 
superintendent receive an allowance of £50 a year. 

A central histological laboratory and seven group 
laboratories of the pathological service serve a number 
of hospitals. Attached to the group laboratories are 
subsidiary laboratories situated in the various hospitals. 
Normally a medical staff of 30 is attached to these 
laboratories. 

TEACHING FACILITIES 

Courses in fever-hospital administration for the diploma 
in public health, which were suspended during the war 
period, are now being held when .required ; refresher 
courses for medical officers released from H.M. Forces 
. are held by arrangement with the British Postgraduate 
Medical Federation, University of London; other post- 
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graduate facilities remain as they were. The Post- 
graduate Medical School of London is at the Council’s 
Hammersmith Hospital. 

Increased use is being madeé of the Council’s hospitals 
for teaching purposes. Arrangements have been made 
whereby maternity students have training and experi- 
ence in the maternity departments of the Council’s 
general hospitals. The fever hospitals also provide for 
undergraduate instruction, and, when patients are 
available, for demonstrations in the diagnosis and 
treatment of smallpox for both undergraduate and post- 
graduate students. Students are resident during their 
course of instruction in some of the fever hospitals. 

26 of the general hospitals are recognised training 
centres for candidates for the~University of London 
M.D. examination; 23 of them for the final F.R.c.s. 
examination and the diploma in anesthetics; and 9 
for the diploma and membership of the Royal College of 
Obstetricians and Gynecologists. Seven general hospitals 
and Queen Mary’s Hospital for Children, Carshalton, 
are partially recognised for the diploma in child health 
by the Royal Colleges of Physicians and Surgeons. 


MENTAL HOSPITALS SERVICE 


THE public mental hospitals in England and ‘Wales are 
at present the responsibility of local authorities. Apart 
from those hospitals administered by the London County 


Council, there are 65 hospitals under the control of ` 
- county "councils, and 26 hospitals under the control of 


county borough councils. The hospitals vary in size from 
the small borough mental hospitals with about 400 beds 
to the large county mental hospitals with over 2000 beds. 

According to the interim revision of the Askwith 
memorandum published this year, assistant medical 
officers to mental hospitals receive a minimum com- 
mencing salary ‘of £455, rising by annual increments of 
£25 to £555 yearly, with emoluments which must include 
board, lodging, laundry, and attendance. In addition, 
those medical officers who possess a diploma in psycho- 
logical medicine receive a further £50 per annum. 
Suitable provision is made for the accommodation of 
married assistant medical officers. In the higher posts of 
deputy medical superintendent and medical superinten- 
dent no uniform scale of salaries is laid down, and these 
vary between the different hospitals. In addition to 
salary, emoluments are provided which usually consist 
of a house, furnished or unfurnished, fuel, and light. 
Permanent medical appointments are in all cases estab- 
lished posts within the meaning of the Asylums Officers 
Superannuation Act, 1909. 

Posts at these hospitals offer medical officers scope 
for initiative and promotion. Very few new appoint- 
ments were made during the war, when medical staffs 
were much curtailed. There are now good openings. | 

The mental health services of the L.C.C. are responsible 
for a large medical service, vacancies in which are 
An applicant enters 
the service as assistant medical officer at a s 
of £575 a year, rising by annual-increments of £25 to 
£675. Salaries are graded through the various ranks to 
£1600, plus a cost-of-living bonus of £90 (£72 to £82 for 
women), paid to superintendents of large hospitals; a 
superintendent is also provided with an unfurnished house 
on the hospital premises. Assistant medical officers may be 
required to live in the institution which they are serving 
and to pay fixed rates for board, lodging, and a 
Officers contribute to a superannuation und. The 
required to take a diploma in psychological me ining 
within three years of entering the service, and the diploma 
carries with it a payment, in addition to salary, of £50 
a year. Promotion is reasonably rapid. 


MINES MEDICAL SERVICE 


THE Mines Medical Service of the Ministry of Fuel and 
Power since its inception in 1943 has consisted of a 
chief mines medical officer and his deputy at headquarters, 
and a medical officer in each of the eight main coal- 
producing regions of the country. These officers have 
been selected primarily on account of their experience of 
and qualifications for mining medical work; and by 
virtue of their special knowledge of the- environmental 


factors in mines they act in an advisory and consultative 


capacity to the Minister of Fuel: and Power and his 
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administrative officers, H.M. inspectors of mines, mine 
managements, other Government departments, medical 
bodies, and other concerned. ; 


The work of the mines medical officers is directed to 
‘securing that the health of the mine-workers is main- 
tained at the highest level, particularly in relation to 
occupational factors. They are therefore concerned with 
supervision of medical arrangements (including first-aid) 
` at mines themselves, and with ensuring that medical 
treatment and rehabilitation are available for mine- 
workers following injury or illness and that these facilities 
are used to the best advantage. Where the provision of 
a necessary service falls short of need, it is their duty to 
propose improvements. They are also concerned with 
investigation and research into illness among miners. 


During the war years, the Ministry of Fuel and Power’s 
medical staff was necessarily concerned with certain 
temporary work, such as the medical aspects of recruit- 
ment and conservation of man-power. Certain per- 
manent schemes, however, were put into effect, prominent 
among which is that whereby workmen who are injured 
at the mines, where they are often not readily accessible 
to a doctor, can have morphine administered to them by 
specially selected certificated first-aid men employed at 
the mines. Long-term policies were also developed, and 
some of these are now well established, such as the 


arrangements for medical examination of all entrants to, 


coalmining below 18 years of age and the medical 
examination, including X ray, of all entrants, irrespective 
of age, to the South Wales coalfield. Another develop- 
ment of significance is the provision at certain mines of 
medical-treatment centres staffed by a State-registered 
nurse who will be under the direct supervision of a 
doctor. This scheme is already in operation at a number 


of mines; when it is functioning fully it will provide 
workers with early treatment of a very high standard. 

Since Jan. 1, 1947, the National Coal Board has 
operated the coalmines of the country in accordance 
with certain statutory requirements, one of which is to 
secure the health of the persons they employ. To 
implement this requirement, the Board are in the process 
of engaging medical staff to advise them on matters of 
health and to exercise medical supervision of their 
employees by continuing the development of the scheme 
initiated by the Ministry of Fuel and Power. As the 
work of the National Coal Board doctors develops the 
Ministry’s Mines Medical Service will be freed to devote 
more of its attention to additional constructive work 
which has had to be left in abeyance while temporary but 
immediate problems were dealt with. 


PRISONS AND BORSTAL INSTITUTIONS | 


AT the larger prisons whole-time medical officers are 
appointed, and at the most important ones principal medi- 
cal oflicers are assisted by one or more medical officers. 
Salaries are in accordance with the general Civil-Service 
scales, and appointments are pensionable; unfurnished 
quarters are provided at most prisons, at a moderate 
rental. Candidates with a diploma in psychological 
medicine are given preference, provided they have good 
all-round experience. Appointments are made by the 
Civil Service Commission, 6, Burlington Gardens, London, 
W.1, to whom all inquiries should be addressed. i 

At the smaller prisons no whole-time medical officers 
are employed; local practitioners are usually appointed as 
part-time officers. Further particulars of these appoint- 
ments can be obtained from the Prison Commissioners, 
Horseferry House, Thorney Street, London, S.W.1. 


Services Abroad 


COLONIAL MEDICAL SERVICE 


VACANCIES in the Colonial Medical Service occur most 
often in tropical Africa and Malaya. Medical officers 
are required, to replace normal wastage and to provide 
staff for expansion; they must be British subjects 
holding a medical qualification registrable in the United 
Kingdom, with at least twelve months’ experience since 
qualifying, preferably in hospital appointments: Candi- 
dates must have been born on or after Jan. 1, 1907, 
but, in addition, special contract terms are available for 
men up to the age of 45 or for younger candidates who 
would prefer to serve in the Colonies for a term of years 
rather than for their whole career. 


Medical Officers are appointed in the first instance for 
general service or for health duties. There are oppor- 
tunities for field investigation, and posts are filled from 
within the service for work in special branches of 
medicine and surgery and in public health. Medical 
research departments exist in the larger Colonies. 
Specialist appointments are usually reserved for officers 
holding higher appointments who have shown out- 
standing merit in a particular branch of medical practice. 
A special grade of medical officers has been created in 
West Africa for those holding higher qualifications, to 
which direct entry is made. Opportunities to gain 
these qualifications will be made available whenever 
possible, and selected candidates may be required to 
attend a course of instruction in tropical medicine and 
hygiene before proceeding overseas, or else to attend 
~- such a course during their first leave period. Vacancies 
will occur in greater numbers in future for women with 
experience in gynecological and maternity work, school 
public health, and child welfare. 

Various government medical departments employ 
about 700 European medical officers, including some 30 
women, and about 1200 locally appointed medical 
officers. Depending upon the territory, such diseases 
as malaria, yaws, leprosy, sleeping sickness, plague, 
yellow fever, cholera, and other conditions associated 
with the tropics are encountered in addition to the usual 
diseases experienced in any medical practice. An officer 
in the Colonial Medical Service has special opportunities 
for the practice of preventive medicine, as well as 
opportunities for teaching and research. 


The medical and health services will be considerably 
expanded in order to fulfil the schemes for public-health 
development already planned. Full particulars of terms 
and conditions of service may be obtained from the 
Director: of Recruitment, Colonial Office, 15, Victoria 
Street, London, S.W.1. 


SOUTHERN RHODESIAN MEDICAL SERVICE 


The government of Southern Rhodesia maintains a 
medical and public-health service with an establishment 
of 18 whole-time administrative, specialist, or public- 
health officers and 49 government medical officers. 

Rates of pay for the whole-time officers are: 

f Annu A 
Medical director za Ke aes pb 
2 assistant health officers .. 
School medical otlicer (nan) 
Field officer .. oa ae 
3 radiologists as as 
2 directors of laboratories.. 
Government pathologist 
Government psychiatrist .. ten si 
Medical superintendent, mental hospitab 
Medical superintendent, leprosy hospital 
Assistant medical superintendent, men- 
Se norpa Meer ( S £1100-£50-£1250 
medical officer (man a 
2 school medical otlicers (women).. £935-£33-£1100 
Government medical officers are graded‘as follows: 
2 senior government medical officers £1450—£50~-—£1600 
47 government medical officers £660-—£27 10s.—£990 
In addition to the salary scales shown, cost-of-living 
allowances at the rate of 10% of salary up to a maximum 
of £100 are paid at present. 

Whole-time medical officers and the two senior 
government medical officers are not permitted private 
practice but are allowed consultant practice. Govern- 
ment medical officers, except those stationed at Salisbury 
or Bulawayo, are allowed private practice, the value of 
which varies from £100 per annum upwards, according 
to the station. The duties of government medical 
officers include supervision of the 18 government 
hospitals and T4 native clinics, and attendance on 

olice, boarders in government schools, and prisoners. 
hey also undertake medicolegal work and public-ħealth 
duties. Leave may be granted at the rate of one-eighth 
of service, and may be taken in periods not exceeding 
184 days at a time. Study leave may also be granted. 
After two years’ service medical officers under the 


£1450—£50—£1 600 


, age of 45 can be appointed to the fixed establishment 
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and contribute to a pensions’ scheme. The retiring age 
is 60. On appointment government medical officers are 
usually stationed at Salisbury or Bulawayo where they 
are paid an allowance of £200 per annum in compensa- 
tion for not being allowed to undertake private practice. 
They are usually required to do relieving duties at 
_ various out-stations until a permanent vacancy occurs. 
Appointments’in Great Britain to the service are made 
through the High Commissioner for Southern Rhodesia, 
Rhodesia House, 429, Strand, London, W:.C.2, who will 
supply further details on request. 


SUDAN MEDICAL SERVICE 


The Sudan Medical Service aims at providing a com- 
plete health service for the Sudanese peoples, for 
government officials, and for the Sudan Defence Force. 
The area of the Anglo-Egyptian Sudan is about a million 
square miles-—almost one-tenth of the African continent— 
and the total population is probably still less than 
8,000,000. In accordance with the terms of the Anglo- 
Egyptian Agreement of January, 1899, the country is 
‘under the joint administration of Great Britain and 
Egypt, and its connexion with the British Government is 
through the British Ambassador in Cairo and the Foreign 
Office. ae: 

The country is embarking on a new period of develop- 
ment in every sphere, and it is the policy of the govern- 
ment that Sudanese shall fill all government posts when 
they are fitted to do so by personality, ability, and 
training. It is therefore necessary that newly appointed 
British officials should be sympathetic to this policy and 
should be ready and willing to play their part in assisting 
towards its achievement. - 

The personnel of the Medical Service on the British side 
consists at present of about 40 doctors, 32 nurses, and 
some public-health inspectors and laboratory and X-ray 
technicians. On the Sudanese side there are more than 
80 doctors—trained at the Kitchener School of Medicine 
in Khartoum—some of whom have had postgraduate 
experience in London, as well as public-health officers 
and sanitary overseers, medical assistants in charge of 
dispensaries, and a large number of hospital orderlies, 
nurses, and midwives. 

The headquarters of the service are in Khartoum ; 
and here, and in the adjacent town of Omdurman, are 
the central hospitals and specialist services, the Kitchener 
School of Medicine, the Stack Laboratories, and mid- 
wives’ and nurses’ training schools. The project for 
an entirely new hospital of over 400 beds for Khartoum 
has been initiated,-and construction will be started 
as soon as circumstances permit. Outside Khartoum 
the country is divided into seven provinces, and in 
the principal town of each there is a large and well- 
equipped hospital. In the smaller towns there are other 
hospitals, each in charge of a Sudanese doctor; and there 
are some 400 dispensaries serving the still smaller towns 

and rural areas. British medical inspectors are attached 
~ to the main hospitals and may also supervise the areas 
in which they serve. 

As there are hardly any private practitioners in the 
country, most medical, surgical, gynzecological, and public- 
health and preventive work is carried out by members 
of the service. There is also a varying amount of adminis- 
trative work to be done: medical boards must be held, 
and school-children examined. Though it may be 
possible for work in the out-stations to be arranged so 
that a man who is keen either on medicine or on surgery 
may be able to devote himself more to the branch he 
prefers, all junior members of the service should be 
competent to undertake whatever comes their way. At 
present most specialist appointments are filled by selec- 
tion from the more senior medical inspectors, and such 
promotion, which depends on the occurrence of vacancies, 
is rare before 12 or more years of service. All specialist 
appointments are held in the Khartoum-Omdurman 
area, and the holders’ may be called upon to act also as 
lecturers and teachers in the Kitchener School of Medi- 
cine, receiving fees in addition to their-pay for their 
services in this capacity. | 

The Sudan Government having decided to suspend, for 
the present at least, all appointments on probation for 


pension, medical inspectors will’ now be appointed on 


n 


probation for a provident-fund contract or on short- 
term contract. If appointment is on the former, the 
time-scale applicable starts at £E.840 per annum (£E = 
20s. 6d.) and rises by five biennial increases to £E.1270, 
followed after three years at that rate by an increase to 
£E.1400, the grant of increases of pay being, subject to 
satisfactory work. If appointment is on a short-term 
contract, the salaries will be approximately 64% higher 
than the equivalent provident-fund rate. Appointment 
on a provident-fund contract provides (subject to an 
initial probationary period of two years) security for a 
minimum period of seven years or up to the age of 38, 
whichever is the later date. Subscription to the provi- 
dent fund is at the rate of 743% of salary, the official 
qualifying on reaching the age of 38 or completing seven 
years, whichever is the later date, for a government 
contribution equivalent to his own, accumulated at 4% 
compound interest. Service under short-term contract is 
initially for two years, but may be renewed. A cost-of- 
living allowance at the rate of £E.225 a year is being 
paid at present. Medical inspectors have prospects of 
promotion to posts carrying higher maxima. No 
income-tax is at present payable in the Sudan. 

Private practice is permitted, provided that it does 
not interfere with official duties, but except in a few of 
the larger towns opportunities for private practice 
are few. A doctor is not allowed to charge private fees 


- for work performed inva government hospital. 


Annual leave of 80 days per annum in the: United 
Kingdom is now being granted after the first tour of 
service, with free air passages from and to the Sudan. 
Full pay is drawn during leave periods. No free quarters 
are prayided. Government houses can . usually be 
obtained on payment of rent and other charges. These 
vary according to the station and the accommodation 
available, but are ‘usually between £5.40 and £5.80 
per annum. 

The service provides good professional work combined 
with an open-air life. Work may mean travelling on 
inspection-tours by rail, steamer, air, car, or animal 
transport. The climate varies from the hot dry northern 


s 


zone, through the central area which has a 3—4 months’ - 


rainy season, to the southern zone, in which conditions 
become increasingly tropical as the southern border of 
the Sndan is approached. The general level of the 
country rises from 1200 feet at Khartoum to 2000 feet 
above the sea at Nimule, on the Uganda frontier. There 
are good opportunities for exercise—tennis, golf, and 
polo being the main afternoon games. There are swimming- 
pools in the larger towns. In the southern zone there is 
plenty of shooting, and in many places very good fishing. 

Applicants in the United Kingdom must be British- 
born and should preferably be under 35 years of age, 
with a good general experience. Special experience in 
medicine or surgery, and possession of a higher quali- 
fication will be regarded as an additional asset. An 
official is allowed to take his wife out to the Sudan after 
reaching the age of 27 or on completing four years’ 
service, whichever happens first, though it is not usually 
possible to provide family accommodation during the 
first tour. Candidates selected for appointment will as 
a general rule be required to undergo a course of instruc- 
tion at either the London or the Liverpool School of 
Tropical Medicine before sailing. The tuition fees are 
borne by the government, and a subsistence allowance 
of not less than £25 a month is paid during the course. 

Candidates selected for appointment are given free 
transport from their homes to their station in the Sudan. 
Salary becomes payable only from the date of arrival 
at the Sudan frontier, but candidates are granted an 
allowance of half-pay up to a maximum of £20 per 
month for the period of waiting in the United Kingdom 
for a passage until the date of sailing, and a further 
allowance up to a maximum of £5.40 to cover travelling 
expenses and Sudan customs dues and to compensate 
partly for the period of the journey during which pay is 
not being earned. 

The conditions of service given here are liable to 
alteration in accordance with government regulations. 
Further particulars and information about vacancies 
may be obtained from Dr. H. O. Squires, C.M.G., 
consulting physician to the Sudan Government, 93, 
Harley Street, London, W.1. (Tel.: Welbeck 3423.) 
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Postgraduate Education 


In London 


The BRITISH POSTGRADUATE MEDICAL FEDERATION will 
be aschool of the University of London. Forthe graduate 
who has already started his specialist training, university 
departments at the Postgraduate Medical School, Ham- 
mersmith, and at institutes in association with special 
hospitals provide organised teaching. Advanced instruc- 
tion m general medicine, general surgery, obstetrics and 
gynecology, and pathology is provided at the Post- 
graduate Medical School. Institutes which are now 
functioning satisfactorily are those of Laryngology and 
Otology, Child Health, Neurology, Ophthalmology, and 
Psychiatry. Institutes of Orthopwdic Surgery, Urology, 
Diseases of the Chest, Cardiology, Dermatology, and 
Dental Surgery are at various stages of development, 
and are able to provide training for limited numbers. 
The usual resident appointments are available at the 
hospitals associated with these schools and institutes. 


The Postgraduate Medical School of London (formerly the 
British Postgraduate Medical School) is associated with the 
Hammersmith Hospital, and has university departments in 
medicine, surgery, obstetrics and gyncology, and pathology. 
Continuous teaching, based on ward-work, is supplemented 
by lectures during three fourteen-week sessions. A course 
for the university diploma in clinical pathology, lasting one 
year, begins in October. Refresher courses are held in practical 
anesthetics. Courses are also provided for the diplomas 
in medical radiology of the university and Conjoint Board. 

~The Institute of Child Health is in association with the 
Hospital for Sick Children, Great Ormond Street, and the 
Postgraduate Medical School at Hammersmith Hospital, and 
also has an arrangement with the Queen Elizabeth Hospital 
for Children, Hackney. The institute provides tuition 
throughout the year in three terms of three months each. 

The Institute of Neurology is in association with the National 
Hospital for Nervous Diseases, Queen Square. The teaching 
is mainly by attendance on the hospital practice, and there are 
three terms annually. In addition, whole-time courses, each 
lasting ten weeks, are held in the autumn and spring terms. 

The Instiiule of Laryngology and Otology is in association 
with the Royal National Throat, Nose, and Ear Hospital at 
Gray’s Inn Road and Golden Square. A comprehensive course 
lasting twenty weeks and designed to cover the whole field of 
the specialty is held twice a vear in January and July. 

The Ophthalmic Institute is in association with the Moor- 
fields group of hospitals (Royal London Ophthalmic, Royal 
Westminster Ophthalmic, and Central London Ophthalmic 
hospitals). In addition to teaching by means of hospital 
practice, a course lasting four to five months is held twice 
@ year, starting in March and October. 

Institute of Psychiatry (medical school of the Maudsley 
Hoapital).—The present short course will be the last of its 
kind. The future training in psychiatry will be a long-term 
training covering two or three years, after preliminary experi- 
ence elsewhere in general medicine, and it will be based on 
responsible hospital duties under supervision. The ultimate 
aim is to provide a wide clinical training in psychiatry, with 
special experience in one or more of its subdivisions. 

Institute of Orthonedic Surgery (medical school of the 
Royal National Orthopedic Hospital).—In addition to the 
hospital practice, courses lasting six months are to be held. 

Institute of Urology (combined school of St. Poters and 
St. Paul’s hospitals)—Three courses of fourteen weeks’ 
duration are held annually. 

Institute of Diseases of the Chest (medical school of the 
Brompton Hospital).—The teaching is primarily by means of 
attendance on hospital practice. A whole-time programme 
can be arranged, but the numbers are restricted for the present 
by lack of accommodation. There are three terms annually. 

Institute of Dermatology (medical school of St. John’s 
Hospital for Diseases of the Skin, Lisle Street, W.C.2).— 


Clinical teaching takes place in the outpatient department 


twice daily. A course is to be arranged for the winter. 
Institute of Cardiology: (medical school of the National 
Heart Hospital, Westmoreland Street, W.1).—The aim of the 
institute is to train cardiological specialists and to provide 
courses of instruction in cardiology for general physicians. 
Physicians in training as cardiologists are expected to 
attend whole-time for at least one year. There are three terms 
annually. Three intensive courses of lectures and demon- 
strations, each lasting a fortnight, are held in February, 


July, and November. In addition there are series of weekly 
loctures in the summer and winter for general practitioners. 


In all the institutes considerable expansion is planned 
as soon as the necessary trained staff and accommodation 
are obtained. It is essential for prospective students to 
make their arrangements well in advance. Those spon- 

sored by their governments or by other: official bodies 
and selected for training in one of the specialties will 
receive first consideration in the allotment of vacancies. 
Established specialists from overseas who wish to see - 
something of the practice of this country, and who are - 
here for a relatively short time, are always welcome. 

They are regarded as visiting colleagues, and the experts 
in their specialties are alw ays ready to receive them and 
let them accompany them in their work and teaching. 

The work at the institutes is of an advanced type and 
is sufficiently comprehensive to enable graduates with 
suitable practical experience to prepare for higher degrees: 
or diplomas. Emphasis is placed on clinical and labora- 
tory teaching, supplemented by lectures and demonstra- 
tions. Advanced revision courses in general medicine 
and gencral surgery for graduates who have already 
completed their practical training and wish to sit for 
higher degrees and diplomas are being developed. ~- 

In addition, refresher courses for general practitioners 
are held at non-teaching hospitals in London and the 
Home Counties. 

she federation has a central administrative office at 

Gordon Square, London, W.C.1, to which inquiries 
w be directed. An information bureau of post- 
graduate medical activities in London: and the other 
university centres is maintained. 


The FELLOWSHIP OF POSTGRADUATE MEDICINE, which 
has a bureau at 1, Wimpole Street, London, W.1, provides 
general information on postgraduate work, and arranges, 
at various hospitals, courses of instruction which may 
be classed under two main headings : 

1. Weekend courses, occupying the whole of a Saturday ` 
and Sunday, for general] practitioners. These are given 
in various general and special hospitals in such subjects 
as general medicine and surgery, obstetrics and gynæ- — 
cology, ear, nose, and throat conditions, children’s 
diseases, and rheumatic diseases. 

2. Short clinical courses for candidates for the M.R.c.P. and. 
F.B.c.s. (final) given shortly before: the examinations. | 


Twice a year revision courses in anssthetics are 
arranged in Oxford and in London; also lecture-demon- 
strations for primary F.R.C.S. candidates, and occasional 
courses for D.C.H. candidates. 

Other courses are errant’ from time to time in 
proctology and urolo It is hoped to add to the 
number and: variety o courses as facilities permit. 


In Scotland 


The EDINBURGH POSTGRADUATE BOARD FOR MEDICINE, - 
representing the University and the Royal Colleges of 
Physicians and Surgeons of Edinburgh, arranges pro- 
gfammes of graduate studies. Two courses in internal 
medicine lasting eleven weeks are held, starting in April 
and October of each year. These classes comprise 
lectures, lecture-demonstrations, and clinical teaching, 
and are suitable for graduates wishing to specialise in 
medicine or who require a refresher course in the current 
outlook on internal medicine. Two courses in general 
surgery are held each year, starting in March and 
October. These courses are of 4!/, months’ duration ; 
they include lectures on surgical anatomy, surgical 
pathology, and selected surgical subjects, as well as 


‘clinical demonstrations and ward visits for sections of the 


class. In addition to the Edinburgh Royal Infirmary, 
other general and special hospitals in the city codperate 
in the provision of clinical teaching facilities. General 
refresher courses lasting two weeks, for N.H.I. practi- 
tioners and demobilised general practitioners, are con- 
ducted according to the demand ; and ten classes of this 
type, in addition to two short courses in obstetrics, - 
gynecology, and pediatrics, have so far been held. 
Open postgraduate lectures on subjects of wide biological 
interest are arranged each term in connexion with the 
other organised teaching of the Board. Future plans 
include the further extension of hospital facilities for 
clinical teaching, and the provision of Dostel accom- 
modation for graduates. 
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The postgraduate courses are attended by large 
numbers of graduates from all over the world, and appli- 
cations are so numerous that classes are usually filled 
many months in advance. Applicants wishing to attend 
should write, giving particulars of their medical qualifica- 
tions and postgraduate experience, to the Director of Post- 
graduate Studies, University New Buildings, Edinburgh, 8. 


. GLASGOW UNIVERSITY offers the following full-time 


postgraduate courses: in medicine and in surgery, each 
‘lasting from Oct. 13 to Dec. 6; in obstetrics and 


gynecology, from Nov. 3- to 22; and in ophthalmology, 
from Sept. 22 to 27. All these courses consist. of clinical 
meetings, pathological demonstrations, and lectures. 
Similar courses in medicine and in surgery will commence 
in April, 1948. Shorter courses in ophthalmology, 
dermatology, and other subjects will be advertised in the 
medical journals from time to time. Courses are also 


‘conducted in diagnostic and therapeutic radiology. 


For general practitioners refresher courses of a fort- 
night’s duration are held throughout the year; the next 
such course is confined to obstetrics and pediatrics and 
commences on Sept. 22. Inquiries should be addressed 
to the Convener, Committee on Postgraduate Medical 
Education, The University, Glasgow. — 


Some Special Courses 
SURGERY s 


The Royal College of Surgeons of England has arranged 
a number of lectures and demonstrations to be held 
at the college. In surgery, two series, each of 12 
lectures, will’ be given between Oct. 1 and 16, and 
between March 16 and April 2; three series in anzxs- 
thesia, each of 12 lectures, will be given between Oct. 6 
and 21, April 5 and 20, and July 1 and 16. Two series 
in otolaryngology, of 12 lectures each, will be given 
between Nov. 3 and 19, and April 26 and May 11. In 
anatomy, applied physiology, and pathology, a series of 
40 lectures will be delivered between Nov. 24 and Dec. 19, 
and of 72 lectures between April 5 and May 25; in 
ophthalmology, two series, each of 12 lectures, will be 
given between Dec. 29 and Jan. 13, and June 1 and 16; 
and in orthopeedics, two seriés, each of 12 lectures, will 
be held between Jan. 14 and 29, and July 1 and 16. 
In March, April, and May there will be practical demon- 


strations in anatomy, applied physiology, and patho- - 


logy. The college maintains a library, museums, and 


_ laboratories for the use of medical graduates from all 


arts of the world. Fellows and members enjoy these 
acilities by right, but they have also been made open, 
on. suitable introduction, to other graduates of medicine, 
and to undergraduates. The Arris and Gale and the 
Hunterian lectures provide opportunities for the presenta- 
tion of original work in anatomy, physiology, pathology, 
and surgery. The college awards several prizes for 


meritorious work, as well as many fellowships for those 


who wish to engage in practical work in the museum and 
laboratories or to devote some time to research. 
At St. Mark’s Hospital, City Road, London, E.C.1, 


surgeons wishing to specialise in proctology may attend 


a six-month course, and postgraduate students working 
for higher degrees may come for 1—4 weeks’ whole-time 
study. Intensive courses, each lasting one week, are 
held, in conjunction with the Fellowship of Medicine, 
three or four times a year. a 

The Royal College of Surgeons in Ireland has lately held 
a two-month full-time course in surgery; and a further 
course is planned for this autumn. In October, 1947, 
a one-year course in anatomy, physiology, and pathology 


is to be instituted as a preparation for the primary - 


fellowship examination. 
_ PUBLIC HEALTH 

Most university courses in public health have now been 
revived. New requirements by the G.M.C. have caused 
universities to revise the course for this examination, 
which is now taken in two parts, the first leading to a 
certificate in public health (c.P.H.), taken after three 
months’. work, and the second to the diploma. The 
London School of Hygiene and Tropical Medicine offers 
a course beginning in October and lasting nine months, 
and designed primarily for those intending to seek 
posts as medical officers of health. All vacancies for 
the full course for the diploma have been filled, and there 
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is a waiting-list, but in view of the development and 
subdivision of medical work in the public-health service, 
some places in the course for the certificate have been 
reserved for doctors who intend to undertake public- 


health work other than that of a M.o.H. The Royal : 


Institute of Public Health and Hygiene also offers courses 
for the- diploma, conforming to the new regulations ; 
the next course begins in September. 
PSYCHOLOGICAL MEDICINE _ ; 
Courses for the diploma in psychological medicine 
are at present in abeyance at some universities. At the 
Maudsley Hospital medical school, now the Institute 
of Psychiatry in the British Postgraduate Medical Federa- 
tion, the usual six-month course of instruction will 
not be given in future. Instead, there will be lectures, 
lecture-demonstrations, seminars, and practical work in 
the laboratories, which will cover the relevant aspects of 
psychology, anatomy, and physiology of the nervous 
system, psychiatry of children and adults, delinquency, 
pathology of nervous and mental disease, and related 
matters. The subjects of these lectures will be grouped 
so that they will meet the needs of postgraduate students 
at different stages of their training. At the Maudsley 
Hospital and ‘associated hospitals and clinics, clinical 
training will be provided for a limited number of students 
in the various branches of ‘psychiatry. Information 
can be obtained from the Dean, Institute of Psychiatry, 
Maudsley Hospital, Denmark Hill, London, S.E.5. 


At Edinburgh University candidates for the diploma 
are now required to spend at least three years in approved 
hospitals, clinics, laboratories, and other institutions. 
At the end of this period they attend an intensive five- 
week course before examination. Intending candi- 
dates should enter their names with the dean of the 
faculty of medicine before starting special study. 


At the Tavistock Clinic the psychotherapy of both 
adults and children as outpatients, based on analytical 
concepts, which has characterised the clinic’s activities 
in the past, is being developed, and particular attention 
is being given to group psychotherapy. In addition to 
therapeutic work, the clinic and the associated Tavistock 
Institute of Human Relations are studying techniques 
in preventive psychiatry. These include mothers 
discussion groups, selection techniques, and techniques 
for improving interpersonal relations in school and 
industry and similar psychological and sociological 
procedures. i ee 

Study and training are organised in three main fields : 


(1) individual methods, (2) social methods, and (3) 


child guidance. Courses; each lasting one year, are held 
in all three branches. The course in individual methods 
is designed as an introduction or supplement to specialist 
study in psychological medicine or clinical psychology. 
The course in social methods is concerned with the 
integrative application of psychological and other 
social-science techniques for the prevention, diagnosis, 
and treatment of community, educational, and indus- 
trial problems. Particulars are obtainable from the 
Training Secretary, 2, Beaumont Street, London, W.1. 


The Institute of Psycho-Analysis, 96, Gloucester 
Place, London, W.1, provides training in psycho-analytic 
theory and technique. The course is part-time and lasts 
about four years. It includes a personal analysis, atten- 
dance at lectures and seminars (held in the evenings), 
and clinical work done under supervision. Students are 
required to obtain general psychiatric experience at other 
clinics and hospitals, since the institute does not set out 
to teach all aspects of psychiatry. Completion. of the 
course to the satisfaction of the training committee 
qualifies the student for election as an associate member 
of the British Psycho-Analytic Society. In addition to 
this main course designed for those intending to specialise, 
the institute gives briefer courses from time to time on the 
application of the principles of psycho-analysis to medical 
problems. These are advertised in the medical press. 

TROPICAL MEDICINE 


A diploma in tropical medicine is required by those 


seeking appointments in the tropics. Courses are held 
at the London School of Hygiene and Tropical Medicine, 
the Liverpool School of Tropical Medicine, and Edinburgh 
University. 
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MEDICAL STATISTICS 


In January and April, if sufficient applications are 
received, the department of medical statistics of the 
London School of Hygiene and Tropical Medicine offers a 
short course, occupying two days a week for three months, 
in the principles of medical statistics and statistical 
methods. Application should be made not less than 


-one month before the course is due to begin to the 


Registrar, London School of Hygiene and Tropical 
Medicine, Keppel Street (Gower Street), London, W.C.1. 


FITNESS IN INDUSTRY 
At Roffey Park Rehabilitation Centre courses lasting 


_ one and two weeks are held for doctors, works managers, 


The syllabus is 


trade-union officials, and social workers. 
(1) maintaining 


divided broadly under two headings: 


. fitness at work, and (2) rehabilitation and resettlement. 


Classes are modelled on the lines of the open discussion 
group. Inquiries should be addressed to the Secretary, 
Training Department, Roffey Park, Horsham, Sussex. 


THE MEDICAL WOMEN’S FEDERATION 


ALL qualified medical women are eligible as members 
of the Medical Women’s Federation, which has active 


‘local associations all over the country and in Northern 


Ireland, as well as a large London association and an 
overseas association linking up members all over the 
world. The federation is non-political. It provides 
medical meetings for its members and publishes a 
quarterly journal reviewing subjects of special interest 
to women doctors. These naturally cover a wide tract 
of social medicine, including maternity and child welfare, 
women in industry, the care of children and of difficult 
and delinquent children, the management of nursery 
schools and day-nurseries, women in prisons, children in 


_ approved schools and remand homes, the illegitimate 


child, and many related subjects. Advances in obstetrics 
and gynzcology, and psychological studies of women and 
children are also naturally of special interest to women 
doctors ; and recent work in these branches of medicine 
is reviewed in the journal. 
federation undertakes social studies and publishes the 
results. It is also able to protect the interests of its 
members by presenting arguments. in any cases where 
there has been discrimination against women doctors. 


BRITISH MEDICAL STUDENTS’ ASSOCIATION 


THis association was founded in 1941, and now with 
the exception of three London hospitals it includes in 
its membership students from all the schools in England, 
Scotland, Wales, Northern Ireland, and Eire. 

The association is a purely professional body, with the 
sole object of providing machinery at the national level 
to promote the interests of medical students. It provides 
a method of communication between medical students on 
the one hand and, for example, British and foreign 
students of other faculties, the British Medical Association, 
and Government departments on the other. 

The association has representatives expressing the 
students’ point of view as members of many committees. 
It publishes its own journal; and it has issued a catalogue 
of medical films. : 

But perhaps the most valuable aspect of its work is 
to be found in the clinical conferences which it has made 
Satna Three have already been held this year, at 

heffield, Edinburgh, and Leeds; and have given students 
an opportunity to meet other students, to see other 
hospitals, and to hear other teachers. 

Expenditure last year was in excess ofincome; and unless 


_ the income can be increased it will be necessary to restrict 


activities. The rate of subscription from student members 
has been increased, but it is estimated that it will be 
impossible to raise the whole of the sum needed in this way. 

At the last annual general meeting it was decided to 
create a new category of membership for qualified men, 
who would be invited to make a donation to the asso- 
ciation and who would receive a copy of the journal. 

Any readers who feel that the work is of value are there- 


: fore asked to encourage the association by becoming 


associate members. The president is Mr. Denis R. Cook, 
and the office is at B.M.A. House, Tavistock Square, 
London, W.C.1. 


IN ENGLAND NOW 


From time to time the’ 
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In England Now. 
A Running Commentary by Peripatetic Correspondents 


As a student I was wise enough never to lose touch 
with my general interests. Mark you, not every examiner 
shared my balanced view; some had a narrow partisan 
attitude to their subjects—an attitude that I and the 
Goodenough Committee deplore—so there were occasional 
misunderstandings. But I never regret my ten years as 
a student. In my time I picked up several useful tips, 
which Ill pass on for what they’re worth. First of all, 
there should be no compunction about getting a friend 
to sign you up for lectures; any professor who counts 
an hour listening to him as an hour’s study is just asking 
for it. Never go to afternoon lectures; if you’ve had a 
decent lunch you'll sleep, and if you haven’t you’ll be 
in no trim to listen. Just a word of warning here: always 
get to know by sight the man who’s giving the lectures. 
Towards the end of the summer term of my ninth year 
I foolishly decided to look in at a forensic-medicine 
lecture ; I stopped a white-coated lab. assistant to ask 
the way, which he told me—very civilly, -I must say. 
I sat down in the front row (there’s another useful hint 
—one attendance with an earnest look in the front row 
is worth three further back) and I waited. Then the lab. 
man, who, it seemed, was the professor, came in and 
started lecturing; so all that hour I looked kind of 
naturally earnest. But it was 0.K.; I’d read up the right 
three chapters in the great man’s book, and when the 
exam. came he raised no objection to my passing on to 
the final year. To the finals candidate I would say this: 
when you're given a case to take, get to know the patient ; 
go right up to him and say in an easy, friendly way: 
‘* Now, old chap, the first thing I want you to tell me is 
your diagnosis.” Very often he does, and then you can 
do the rest by induction. As to the written exam.— 
always be careful about your speling; I-never had any 
trouble with mine, but I knew lots of poor blighters that 
did. Then, examiners invariably appreciate the capacity 
of a potential medical graduate to construct his sentences 
with .a facile lucidity reflecting the optimum which 
can be made available from his educational facilities. 
Finally, examiners like a straight answer; if you don’t 
know, say so and retire; it’s no use throwing the ball back 
at them, as I once did: “well, what do you think, sir? ” 
I was given six months to look up the answer for myself. 

I hope these few hints will help; and I antee 
that anyone acting on them will have no more trouble 
than I did. R p Ds 


* P 
I’m not going to write about tattoos. I might just 
as well start to cram all about hearts into one peripatetic 
column. The subject merits nothing less than an entire 
special number of THE LANCET, with articles on The 
Histopathology of Tattooing, The Psychology of the 
Tattooed, Tattoos and Social Medicine, and so forth. I 
merely want to submit an interesting .case—more inter- 
esting, I think, than the not uncommon row of blue dots 
across the root of the neck with ‘‘ Cut Along The Dotted 
Line ” above them: certainly more so than the que 
frequent ‘‘ I Love Mary ” altered to an indelible declara- 
tion of affection for Katie. This tattoo was a hunt in 
full cry. The scene began at the umbilicus with a line 
of pink-coated horsemen galloping towards the right 
shoulder—all executed with a skilful impression of the 
dash and vigour of the chase. The meet continued on to 
the back, the hounds having got ahead as far as the spine 
of the scapula. The pack filled the remaining space as 
far as the buttocks, where the fox’s brush could be seen 
disappearing into the anus. The tableau was labelled, 
sure enough, ‘‘ Gone to Earth.” 


* * * 


A wet Sunday afternoon is one of Nature’s treats for 
hard-working doctors, and it’s worth waiting for. It’s 
strange, though perhaps natural, that few seem to dare 
disturb their doctor during those sacred sabbath hours 
twixt dinner and tea. Maybe all save the nearly moribund 
are replete and drowsy after their weekly roast or its 
post-war equivalent if such exists. Maybe they feel 
that a doctor is out of place on a Sunday: he disturbs 
the peace and would certainly upset the digestion. 
Whatever the cause, apart from fractures, fits, and 
sudden death, Sunday afternoon is comparatively calm. 
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Anda wet one is full of possibilities. There are half a 
dozen birthday ‘letters still to answer. The lino in the 
surgery needs nailing down. My winter coat must be 
altered. The dog should have his annual bath, and there 
ought to be time for a few more chapters of War and 
Peace. But here comes the rub. As. all the world 
knows, two to five on a weekday is three hours; byt 
on a wet Sunday,it seems more like three minutes ; 
and with the best will in the world even a doctor can’t 
do more than sink into a chair, open the Observer, and 
listen to the start of the symphony concert in 180.seconds. 


x * * 


More Hints for Prospective Brides.—Very soon after 
- her introduction to the practice the young wife will have 
to cope with Other Doctors’ Wives and with Social Life. 
The first essential step is to write down Who’s Who. 
The Upper Crust differ in each practice. Take the local 


paper and the parish mag. The people you natter to. 


in the High Street and entertain to tea must be given a 
talking point. They like to be able to say something 
“ safe” about you. Let it be known that you etch 
beautifully, write for Comic Cuts, do gouache on stretched 
linen, (that will fetch ’em), make lovely lardy cakes, 
collect foreign stamps, play the ‘bagpipes (when on 
holiday), have a new recipe for leek soup, sometimes 
have second sight, &c. &c. | | l 

Let the Other Wives know enough about your husband 
that is safe for them to pass on to their husbands the 
moment they get home, but never talk about him. 
Suggest by innuendo that his batman would have died 
for him and that other women. find him dul (this is far 
from true of course). — . 

When they come to tea (separately, always) have your 
husband ring you up at least four times from a call box 

and on one of 
‘these calls chatter 
away loudly in 
Afrikaans, Dutch, 
or Celtic and then 
return to the tea- 
cups sighing. This 
goes down wellina 
big-city practice. 
In the country 
~ you need only 
replace the re- 
ceiver and say: 
“Lady Argle- 
Bargle in trouble 
ain.” An air of 
bored efficiency 
should be culti- 
vated. - The sub- 
ject must be 
changed rapidly. 

Soon after this 
your husband 
must come in 
briskly, gulp a cup 
of tea and go, after 
a display of exquisite manners that would put any 
other husband to shame. This should not last more than 
two minutes, he couldn’t stand it any longer anyway. 

Then you will listen to the Other Wife’s troubles (she 
will have a sackful, if I know her) with a wide-eyed 
innocence of the ‘‘ Gosh! I have a lot to learn ” variety. 

If you are in a big-city practice a really good line is 
to know at least one member of the Savage Club and to 
have dined there often enough to be able to mention a 
well-known name. Or, truth can be served if one of the 
panel men is, say, an electrician at the Colossal Theatre. 
When dressing his whitlow you are sure to hear some 
endearing story of a favourite star. Nowadays I suppose 
the Stock Exchange is rather a dead letter, but when I 
was a girl /. . my dear, they can be worth millions... . 
When you’ve got on a bit, hyphenate the surname and 
pretend your husband had an Aztec grandfather. It'll 
fetch ’em faster than a membership and fellowship. 

In the country you will find that Doctors’ Wives are 
either well dressed or absolutely unspeakable. Decide 
at the outset to which class you will belong. It costs 
money at first but its worth it. Cultivate a taste for and 
knowledge of country life and all that appertains thereto 


s“. , . Lady Argle-Bargle in trouble 
again..." | 


charities, 


-—dogs, horses, saddle-back churches, elderberry wine, 


and antique furniture, not to mention signs and portents 
of the weather, the local dialect and superstitions. Remain 
aloof from all things political and remember that the 
cottager’s pain is every bit as bad as the Squire’s. 
If you happen to be the wife of the assistant with a 
view (acting assistant’s unpaid assistant), you will find 
the view often obscure and dim. It is usually a question 
of whose carefully prepared lunch is to spoil. The princi- 
pal’s wife will ring up distracted, of course, saying she 
can’t find her Old Man anywhere and there’s been an 
accident ...&c. You hear the Old Man’s racking cough 
in the middle distance, but if you are unfortunate 
enough to know on which side your bread is buttered 
you must say: ‘‘ My 
you are a hard-headed little woman (as I know you 
are, otherwise you wouldn’t be where you are now), 
you just apply my method How to Deal with an 
Unwanted Telephone Call (see previous notes). . 

_ Of àll the Other Doctors’ Wives the most pleasant are 
Specialists’ Spouses. I’m. never quite sure why this is. 
You will count them among your real pals. On the rare. 
occasions that they visit you, paté de fois gras is not 
enough. Get up early and toss off those well-tried 
recipes of yours—Chinese Cake, Hungarian Bread, or 
Bear Biscuits. If I know these spouses they will enjoy 
it, and (what is really pleasant) they will say so. 

x 2k x 


- 


If you can stand and see your patients running 
In headlong scurry to the other man, 

And not ascribe to evil low-down cunning 

His gifts of healing far beyond your span : 

If you can watch his income upward rocket 
While yours is small, as all the world can see ; 
If you can thrive, though sadly out of pocket, 
On tending back-street paupers free of fee. 


If you can lend an ear to old folks stealing 

Your precious time with tales of aches and pains 3; 
If you can let each patient have the feeling 

He’s found in you warm heart as well as brains : 
If you can say a prayer when patients need 

Some ghostly comfort as they near Death’s shores ; 
If you can tell them of some golden creed, — 
And gently let them feel it’s also yours. 


If you can tell the.truth in spite of fears 

That telling it will earn your patients’ curses ; 
If you can.shoulder blame, ignore the jeers, 
And not make scapegoats of your loyal nurses : 

. If you can lie, when lying makes for healing, l 
And so-called truth would cloud your patient’s sight $ 
If you can ease his going by concealing | J 
The gruesome phantoms of the coming night. 


If you can worship science as a virtue, 
And keep its standards lofty, without fail ; . 
Yet somewhere hide (for fear that it may hurt you) 
A mystic’s sense of things beyond the veil : 
If, lastly, you will make confession 
Of all the blinking flaws which make you feel 
Unworthy of a great profession ; 
Then sure enough, my son, you'll learn to heal. 

* k k 


I escorted the m.D. candidate behind the screen and 
directed him to examine the patient’s testicles. All 
sorts of lesions were discovered that were not present. 
I had hoped for the simple observation that the right 
was the lower, an abnormality which would have sent 
him looking for all the other features of complete trans- 
position of viscera. There was even an appendicectomy 
scar in the left iliac region. ... f 

' f * * k - 

More about Emigration.— When shall we realise bhe 
fact that the great thing needful to the prosperity of 
England is, not almshouses, and hospitals, and private 
but the establishment, advocated by Mr. 
Carlyle, of a regular and efficient emigration! The 
crassest ignorance only prevents the listless pauper, 
the frozen-out mechanic, and the wretched agricultural 
labourer from. quitting a scene of misery, and from 
finding scattered over Earth’s surface spots where the 
memory of privations endured in the hole which he calls 
his home would make his exile a paradise.” 

Social security 1947? No, Sir Richard Burton 1863. 


dear, of course, right away.” I£- 


Public Health 


E Poliomyelitis and Polioencephalitis 


THE number of cases of poliomyelitis notified in 
England and Wales during the week ended Aug. 16 
was 646. This is an increase of about 14% on the 
figure for the previous week (568) which suggests that 
the steeply rising curve of incidence is beginning to 
flatten out. Figures for some of the most affected 
county areas are not notably different from those of 
the previous week (given in parentheses)—e.g., London 


N° OF CASES NOTIFIED WEEKLY 
S & $ & 
to} O 


22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 
WEEK NO. 


89 (84), Lancs 71 (71), Durham 39 (36), Middlesex 32 (35) ; 
substantially increased notifications were reported from 
the East Riding of Yorkshire 18 (5), Surrey 39 (24), and 
Warwick 37 (23); there was a continued decline in the 
weekly figure from West Riding of Yorkshire 44 (57). 
Notifications of polioencephalitis were lower than in 
the previous week 45 (56). The distribution of notified 
cases of this condition does not appear to be closely 
related to that of the notified cases of poliomyelitis. 
About half the 45 cases of polioencephalitis notified in 
_the week ended Aug. 16 occurred in areas mentioned 
above by reason of their having a heavy or rising incidence 
of poliomyelitis. | 


Beds for Poliomyelitis 


The Queen Elizabeth Hospital for Children, Hackney 
Road, London, E.2 (Tel.: Bishopsgate 4633) has set 
aside, equipped and staffed, a ward of 15 beds for the 
treatment of anterior poliomyelitis. 


Infectious Disease in England and Wales 
WEEK ENDED AUG. 16 


Notifications.—Smallpox, 0; scarlet fever, 614; 
whooping-cough, 1870; diphtheria, 145; paratyphoid, 
17; typhoid, 8; measles (excluding rubella), 4468 ; 
pheumonia (primary or influenzal), 253; cerebrospinal 
fever, 60; poliomyelitis, 646; polioencephalitis, 465 ; 
encephalitis lethargica, 4; dysentery, 66; puerperal 
pyrexia, 127; ophthalmia neonatorum, 65; relapsing 
fever, 0. No case of cholera, plague, or typhus was 
notified during the week. 


Deaths.—In 126 great towns there were no deaths from 
enteric fever, scarlet fever, or diphtheria, 2 (0) from 
measles, 5 (0) from whooping-cough, 66 (3) from diarrhoea 
and enteritis under two years, and 3 (0) from influenza. 
T'he figures in parentheses are those for London itself. 

The number of stillbirths notified during the week 
was 253 (corresponding to a rate of 28 per thousand 
total births), including 29 in London. 


‘ 3 4 
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Notes and News 


THE POLIOMYELITIS FILM 


As we mentioned last week, a film has been made at the 
request of the Ministry of Health'to help general practitioners 
in the early diagnosis of acute anterior poliomyelitis during 
the present epidemic. This film, which was made with 
commendable speed and has now been released, is not so 
much a balanced study of its subject as a “ newsreel ” intended 
to supplement the advice and information which the @.P. 
can get from his textbooks and journals. It opens with a 
graphic demonstration of the recent age-incidence of cases 
in London hospitals. After brief mention of the usual present- 
ing symptoms (headache, fever, vomiting) it goes on to portray 
the common early signs: cranial-nerve palsies are beautifully 
illustrated, as also are the methods of eliciting spasm of the ` 
muscles of neck, back, and limbs; a word is spared, too, for 
early changes in tendon reflexes. Then comes a demonstration 
of lumbar-puncture technique, followed by brief observations 
on methods of disposal of fæces, precautions by the attendant, 
isolation of doubtful cases, and methods of spread; finally 
practitioners are adjured to notify cases, and when in doubt 
to consult the M.o.H. 

Though the film is intended for the general practitioner — 
there are no shots calculated to help him specifically in his 
encounter with the disease in the home—apart from one 
showing a housewife protecting her food from flies, and another 
portraying a doubtful case comfortably isolated in a garden. 
The practitioner would welcome some suggestion of the 
time-sequence, which would lend itself to visual presentation. 
Perhaps, too, he would like an explanation of how the attend- 
ants’ precautionary steps, illustrated in the film by masked. 
and gowned nurses and doctors, are to be applied in the home ; 
and especially he wants to know what advice to give the 
families of established or unproven cases. As a rule he will 
not be undertaking lumbar puncture. If the diagnosis is 
in doubt (and it is on this score that the film advises the 
procedure) he is likely to refer the patient to hospital. Always, 
except occasionally deep in the country, lumbar puncture 
should be undertaken in hospital, where the risk of infection 
can be minimised; this is made clear in the spoken 
commentary which accompanies the film. 


UNIVERSITY COURSE ON MEDICAL ILLUSTRATION 


THE University of Edinburgh announces a three-year 
course in medical illustration, to begin in October, 1948. 
The course, which will be particularly suited to those consider- 
ing this work as a profession, will include training in half- 
tone and line work, and in anatomy. Candidates, who must 
be aged at least 18, are required to have had a good secondary 
education and must have a fair knowledge of general art. 
Applications should be submitted to the dean of the faculty 
of medicine. 


University of Cambridge 
On Aug. 2 the following degrees were conferred : 


M.D.—J. R. Bignall, G. A. Emmerson, E. M. Griffin, W. P. U. 
Jackson, T. W. Letchworth, R. G. Mathers, M. G. P. Stoker. 

M.B., B.Chir—W. E. C. Astle, *W. H. Barker, S. B. Bennett, 
M. A. J. Browne, *J. H. S. Buchanan, *J. D. Burton, *H. W. 
Cornford, *A. F. Crick, *M. de B. Daly, *A. B. Douglas, *M. C. 
Edmond, *G. R. Faber, A. W. Ferguson, N. B. Finter, *D. K. Ford, 
*W. D. Foster, *A. G. Freeman, J. H. Garson, K. O. George, *R. V; 
Gibson, J. G. Goodhart, C. L. Grandage, Michael Harington, J. G.` 
Harrison, *R. E. D. Harvey-Samuel, *F. G. H "C. W. 
Hollingsworth, *S. H. F. Howard, *D. J. Howell, H. B. 


l * By proxy. 
Dr. R. M. Fry has beon appointed university director, 
and Dr. Joan Boissard university assistant director, of the 
Public Health Laboratory Service at Cambridge. ` 


Regional Board Appointments ` 

The Manchester Regional Hospital Board has appointed 
Dr. F. N. Marshall (a senior m.o., Ministry of Health) as 
senior administrative medical officer, and Mr. J. Gibbon 
(deputy clerk. of the Lancashire Mental Hospitals Board) 
as secretary, 
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Queen’s. University of Belfast = 
On July 9 the following degrees were conferred : ` 


M.D.—Thomas Freeman (with high commendation); R. D. G 
Creery, *G. W. Csonka, F. G. C. 
J. H. Adams, J. L. Blair, C. F. Campbell, J. S. Elwood, P. A. H 
Foster, J. G. Gibson, E. H. Gordon, Wilson Johnston, R. J. 
Kernohan, Alice I. M. Leach, A. R. Lyons, W. J. McLeod, R. P. 
eh gp T S. Murray, A. S. Ramsey, *B. E. Swain, N. H. Wass, 
a Ld r g e ' raan 
M.B., B.Ch., B.A.0.—C. A. G. Armstrong, Joan G. H. Bennett, 
H. C. Boyd, J. S. Brown, J. A. Byrne, Pauline M. Charlton, J. G. 
Clearkin, R. T. Cooke, John Erwin, Joseph Fulton, R. S. Gibson, 
F. S. Grebbell, Mary Gunning, Mary E. C. Henry, George Hughes, 
G. J. G. Irvine, Anne W. Kilpatrick, W. G. Liggett, T. D.C. Linton, 
- H. M. McAdoo, Irene S. McCaughey, E. G. McClean, R. L. McCorry, 
Charles McDowell, D. J. McSparran, J. D. Morrow, P. N. Newsam, 
G. S. Parkes, Austin Reid, Kathleen J. Reid, P. N. Ronaldson, 
James Shanks, R. L. Turnor, d oun V coUnerMD, Elizabeth M. Wells. 
n absentia. 


University of Manchester 


Mr. J. H. Kellgren has been appointed clinical director of 
the new research centre for chronic rheumatism, to which 


the Nuffield Foundation gave a grant of £100,000 (see Lancet, 


1946, ji, 609). 
Mr. Kellgren, who is 36 years of age, took his M.B. Lond. from 


University College Hospital in 1934, his m.R.c.P. in 1935, and his 


F.R.O.8. the following year. After serving for a time as chief assistant 
in the electrotherapy department of St. Thomas’s Hospital, he 
returned to U.C.H. as a research-worker under Sir Thomas Lewis 
in the department of clinical research, and later he was appointed 
assistant in the surgical unit. During the war he was an E.M.S. 
surgeon at Leavesden Hospital and later served in the R.A.M.C. 
as a surgical and orthopredic specialist. On demobilisation he was 
appointed to the scientific staff of the Medical Research Council, 
and he is at present working at Oxford upon the problem of pain in 
rheumatic disease. His published work includes a number of papers 
on the localisation of deep pain and on the clinical applications of 
this work in diseases such as sciatica and fibrositis. 

Mr. A. Morgan Jones has been appointed lecturer in cardio- 
logy and deputy director of the department, Mr. John 
Loewenthal lecturer in surgery, Dr. Alan Stanworth lecturer 
in ophthalmology, Mr. N. A. J. Young lecturer in diseases of 
the ear, nose, and throat, and Dr. G. S. Graveson lecturer in 


_ medical neurology. 


Royal College of Surgeons of England 

The honorary fellowship of the college has been conferred 
on Dr. Victor Veau (Paris) and on Prof. Robert Danis 
(Brussels). Diplomas will be presented to Dr. Leopold Mayer 
of Brussels, the president of the International Society of 
Surgery, who was awarded the honorary fellowship in 
December last, and to these two newly elected fellows during 
the forthcoming congress of the International Society of 
Surgery. 

During September the following lectures will be delivered 
at the college, Lincoln’s Inn Fields, London, W.C.2: Dr. 
Arthur W. Allen (president elect of the American College of 
Surgeons), Duodenal Ulcer—a comparative survey of two 
groups of patients, one treated by subtotal gastric resection 
and the other by vagus nerve interruption (Moynihan lecture, 
Sept. 22); Dr. Frank H. Lahey (Boston), Hyperthyroidism 
(Cecil Joll lecture, Sept. 23) ; Prof. William E. Gallie (Toronto), 
Recurring Dislocation of the Shoulder (Moynihan lecture, 
Sept. 24); Prof. Evarts Graham (Washington), Bronchiogenic 
Carcinoma (Lister oration, Sept. 25); Mr. Hassan Ibrahim, 
Bilharziasis and Bilharzial Cancer, of the Bladder (Hunterian 
lecture, Sept. 29); Mr. Harold Wookey (Toronto), Surgical 
Treatment of Malignant Disease of the Pharynx and: Œso- 
phagus (Hunterian lecture, Sept. 30). The lectures, which 
will all be held at 5 P.M., are open to doctors, dentists, and 
advanced students. i 


Infantile Paralysis Fellowship 

The National Foundation for Infantile Paralysis of America 
have sent the English fellowship a copy of a standard-size 
sound film, on the treatment of infantile paralysis, entitled 
New Horizons. The film is at the disposal of the medical 
profession, free of charge, on application to the secretary of 
the fellowship, 37, Tavistock Place, London, W.C.1. 


Remuneration of Consultants and Specialists 

The committee which under the chairmanship of Sir Will 
Spens is considering the range of remuneration of doctors 
engaged in consultant or specialist practice in any publicly 
organised hospital and specialist service is inviting evidence 
from the organisations directly interested. It will, however, 
be prepared to receive evidence from interested bodies or 
persons other than those specially invited. Memoranda should 
be sent to the joint secretaries of the committee, Ministry 
of Health, Whitehall, London, S.W.1, before the end of 
September. i 


APPOINTMENTS —- BIRTHS, MARRIAGES, AND DEATHS 


alker (with eommendation) ; 


b [avcusr 30, 1947 


Army Medical Exhibition ; 

This exhibition at Stanley Park, Blackpool, which will 
remain open, Saturdays and Sundays included, until Sept. 6, 
includes demonstrations of the evacuation of casualties, water 
purification, and preventive medicine in the field. A small 
historical section contains Florence Nightingale’s coach and 
famous lamp. The proceeds will go to the R.A.M.C. War 
Memorial Fund which has been formed to help the families 
of the officers and men of the corps who were killed or disabled 
in the war. 


REGISTER OF CHIROPODISTS.—The sixth edition of this 
register has now been published by the Board of Registration 
of Medical Auxiliaries. Copies may be had free of charge from 
the Registrar, Tavistock House North, Tavistock Square, 
London, W.C.1. . . 


CoRRIGENDUM.—In the list of references following Dr. J. D. 
Paulett’s paper on Low Back Pain (Aug. 23, p. 272) the 
fourth item should have read: Ellman, P., Savage, O. A., 
Wittkower, E., Rodger, T. F. (1942) Ann. rheum. Dis. 
3, 56. 


Appointments. 


AIDIN, A. R., M.D. Dubl., D.T.M., D.c.P. : morbid anatomist, public- 
health department, Bristol. i 
DEvas, M. B., M.B. Camb. : senior surgical officer for orthopædio 
work, Oldchurch County Hospital, Romford, Essex. 
LACEY, J. W., M.D. Camb., M.R.C.P.: pathologist, St. John’s Hos- 
pital, Chelmsford. ; . 
LOCKET, SIDNEY, M.B. Lond., M.R.C.P.: specialist medical officer 
physician), Oldchurch County Hospital, Romford, Essex. 
MACQUEEN, I. A. G., M.B. Edin., D.P.H.: M.O., Department of 
Health for Scotland. ; 

PATERSON, J. T., M.B. Edin. : tuberculosis officer, Barking and 
Dagenham, Essex. . e 

PHILLIPS, J. J., M.B. Leeds : M.O., Nigeria, Colonial Service. 

SMITH, JOHN, O.B.E., M.B. Camb., M.B. Glasg.: M.O., Department of 
Health for Scotland. 

TAYLOR H. B., M.B. Edin.: district M.O.. Bahamas, Colonial 

ervice. : 


Births, Marriages, and Deaths | 


BIRTHS 


DEMETRIUS.—On Aug. 22, at Reading, the wife of Dr. L. F. Demetrius 
—a son. 

FatTT1.—On Aug. 11, the wife of Mr. L. Fatti, F.R.c.S.—a son. 

INGRAM.—On Aug. 22, at Thames Ditton, the wife of Dr. Frank L. 
Ingram—a daughter. 

JacK.—On Aug. 20, the wife of Dr. Ronald Jack—a son.” 

JOHNSON.—On Aug. 18, at Romsey, the wife of Dr. Peter Johnson 
—a daughter. 

Lown.—On Aug. 18, at Ewell, the wife of Dr. J. F. Lown—a son. 

MABE ot AUE: 21, at Cambridge, the wife of Dr. Geoffrey Myers 
—a daughter. 

NorTa.—On Aug. 17, at Weybridge, the wife of Dr. John North 


—a son. 
O’Hieains.—On July 22,.at San Sebastian, the wife of Dr. P. ` 


O’Higgins—a daughter. 

PINKERTON.—On Aug. 16, in Berlin, the wife of Captain J. R. H. 
Pinkerton, R.A.M.Cc.—a daughter. 

Ponp.—On Aug. 17, in London, the wife of Dr. Desmond Pond 
—twin daughters. 

PooLe.—On Aug. 19, at Teddington, the wife of Dr. D. S. Poole 
—a, son. 

SHARPLEY.—On Aug. 15, at Oxford, the wife of Dr. John Sharpley 
—a son. 

SHEPHERD.—On Aug. 18, at Oxford, the wife of Mr. J. A. Shepherd, 
F.R.C.8S.E.—& son. 

STEEN.—On Aug. 20, in London, the wife of Dr. Patrick Steen 
—a son. 
TOLHURST.—On Aug. 20, at Bournemouth, the wife of Dr. D. A. 

Tolhurst—a son. i ; 
Wass.—On Aug. 14, in London, the wife of Mr. S. H. Wass, F.R.C.S. 


—a son. 
MARRIAGES a 


FRYER—MCCONNELL.—On Aug. 16, at Uxbridge, Graham John 
Firth be M.R.C.S., to Catherine Hunter McConnell, 
Q.A.I.M.N.S./R. 

GARVIE—WARDLAW.—On Aug. 23, at Sunningdale, James Mackenzie 
Garvic, B.M., to Kathleen Hope Wardlaw. 

HotTston—CarrR.—On Aug. 23, at Southport, Richard D. Hotston, 
M.R.C.P., to Mary Carr. l 

MARX—MouNsEY.—On Aug. 20, at Bromsgrove, Lothar Marx, 
M.B., to Barbara Ann Mounsey. 

MAYER—LESSER.—On Aug. 21, in London, John Henry Mayer, 
F.R.C.8., to Sheila Joan Lesser. . 

Wrson—AINSWORTH.—On July 28, at Bury, Lancs, William 
Weatherston .Wilson, M.B., to Ruth Audrey Ainsworth, M.B. 


DEATHS 


COOPER = OM Aug. 17, at Brisbane, Lilian Violet Cooper, M.D. Durh., 
age : 
MoMILLAN.—On Aug. 20, Arnold McMillan, L.R.C.P.E. 
MURDOCH.—On Aug. 22, at Croydon, John Murdoch, M.D. Dubl. 
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ly- l : 
JO lowe: State ‘Nhedical Cibrary 
HISTORICAL BUILDING 
DES MOINES, IOWA 


We hope you obtain pleasure and profit from 
the use of the Iowa State Medical Library. You 
can increase its usefulness by returning your 
books promptly. We are pleased to be of service 
to you. 

orrower. Adults are entitled to draw books 
by filling out an application card. 

Number of Volumes. Two new books, or two 
new consccutive Journals cannot be taken by one 

5 person. Students may borrow 3 volumes at a time, 
which are not renewable. 

Time Kept. The period of loan is two weeks; 
older books may be once renewed. New books 
and Journals are not renewable. 

Forfeiture of Privilege. Loss of books or 
journals without paying for same, defacing or ` 
mutilating materials, three requests for postage 
without results, three requests for return of ma- 
terial without results, or necessity of asking 
Attorney General’s aid to have material returned, 
bars from future loans. 

Transients and those at hotels may borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned, 
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